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CAK1HAT 

Rehabilitation  Institute 


When  it's  time  to  call  for  critical  cardiology  services 
for  your  patients,  make  the  choice  many  physicians, 
hospitals  and  clinics  in  the  Pittsburgh  Area  so  often 
make.  Choose  CRI  . . . Cardiac  Rehabilitation  Institute. 

Choose  CRI  for  the  widest  range  of  cardiology  services: 

• Non-invasive  peripheral  vascular  and 
echocardiography  imaging 

• Electrocardiography 

• Nuclear  cardiology  and  stress  testing 

• Holter  monitoring 

Choose  CRI  for  professional  expertise  and  capabilities. 

Trained  and  board  certified  cardiologists,  cardiovascular 
nurses  and  medical  technologists  use  state-of-the-art 
equipment,  advanced  technologies  and  proven  methods 
to  administer  and  interpret  cardiological  tests  and 
procedures.  CRTs  considerable  experience  and 
advanced  capabilities  get  you  highly  accurate  test 
results  quickly  . . . so  you're  never  in  doubt  and 
left  waiting. 

Choose  CRI  for  convenience.  Completely  equipped 
mobile  units  staffed  by  trained  technologists  bring  CRTs 
capabilities  and  expertise  practically  to  your  doorstep 
and  there's  never  a compromise  in  quality.  And  now 
CRI  offers  complete  nuclear  cardiology  services  in  a 
specially  equipped  40-foot  mobile  unit . . . the  only 
mobile  unit  of  this  type  in  the  United  States  approved 
and  licensed  by  the  Nuclear  Regulatory  Commission. 

Choose  wisely.  Choose  CRI  for  complete,  professional, 
accurate  cardiology  services,  tests  and  procedures. 

Cardiac  Rehabilitation  Institute 

5438  Centre  Avenue,  Shadyside,  Pittsburgh  15232. 
412/682-6201. 


Eye  Physicians  & Surgeons  are  pleased  to  announce  the 


association  of  HERBERT  A.  TIPLER,  M.D. 

to  their  practice  of  Ophthalmology 


_ Eye 
oPhysicians 
01  Surgeons 

Keeping  Your 
Family  In  Sight 

Richard  C.  Rashid,  M.D. 
Muhib  S.Tarakji,M.D. 


Dr.  H.A.  Tipler  is  certified  by  the  American  Board  of  Ophthalmology 
and  is  a member  of  the  American  Academy  of  Ophthalmology. 

Appointments  are  available  with  Dr.  Tipler  for  FAMILY  EYE  CARE. 
His  specialties  include  Glaucoma  Therapy  and  Contact  Lens  fittings. 


SOUTH  CHARLESTON 

Across  the  street  from 
Thomas  Memorial  Hospital 
424  Division  Street 


CHARLESTON 

CAMC/General  Division 
General  Medical  Pavilion, 
Suite  100 
415  Morris  Street 


FOR  APPOINTMENTS  CALL 

(304)  768-7371 

TOLL  FREE  IN  WV 

1 -800-642-EYES 


" Time  is  what  we  want  most , 
hut  what  alas! 
we  use  it  worst ...” 

William  Penn 


MAKE  THE  RIGHT  CHOICE 

If  you  have  been  inundated  with  a morass  of  numbers, 
concepts,  and  technical  jargon  in  the  microcomputer 
marketplace,  it’s  time  to  make  the  right  choice. 

One  important  difference  separates  L/F  Technologies 
from  all  the  rest — solutions.  Computers  should  be  made 
to  work  for  people.  They  should  free  some  time  for  you 
to  concentrate  on  what  you  do  best:  think,  create,  pro- 
vide services  and  most  importantly — practice  medicine. 

The  computer  systems  that  allow  you  to  do  that  the 
fastest  (time  is  money),  and  the  most  cost-effective  way 
(money  is  money)  are  made  by  L/F  Technologies. 


CHARLESTON  DATA  SYSTEMS 

“The  largest  supplier  of  computerized  practice  management  systems  to 
West  Virginia  physicians  with  the  following  benefits:” 

• INCREASED  PRODUCTIVITY  . HIGH  RELIABILITY  AND  SERVICE 

• IMPROVED  CASH  FLOW  • OBSOLESCENCE  PROTECTION 

• REDUCED  OPERATING  EXPENSES  • FIVE  YEAR  GUARANTEE 

• SIMPLICITY  OF  OPERATION  . TAX  SAVINGS 


For  additional  information  call  (304)  744-2583 
or  contact  us  directly  at:  325  6th  Ave.,  So.  Charleston,  WV  25303 
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McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


National  Spring  Meeting 


(39TH  ANNUAL  SPRING  MEETING) 


— Sponsored  by  — 

THE  WEST  VIRGINIA  ACADEMY  OF  OPHTHALMOLOGY 


16  Hours  CME  Credit 
AMA  Credit  Category  I 

— Guest  Speakers  — 

(partial  list) 

M.  BRUCE  SHIELDS,  M.D. 

Durham,  North  Carolina 

RICHARD  H.  KEATES,  M.D. 

Columbus,  Ohio 

B.  THOMAS  HUTCHINSON,  M.D. 

Boston,  Massachusetts 

— Topics  — 

Laser  Surgery 
Glaucoma  Management 
Radial  Keratotomy 
IOL  Surgery 

— Registration  — 

Members:  $100 

Non-Members:  $225 

Exhibitors:  $450 

(Fully  equipped  10’  x 10'  space  available) 

ADVANCE  REGISTRATION  REQUIRED 

(refundable  through  March  10,  1986) 


At  The 


Make  checks  payable  to: 


Room  Reservations 


The  West  Virginia  Academy 


Contact  directly: 


of  Ophthalmology 
c/o  Samuel  A.  Strickland,  M.D. 
Secretary-T  reasurer 
P.  O.  Box  3107 
Charleston,  W V 25331 
Telephone:  (304)  345-4136 


The  Greenbrier 
White  Sulphur  Springs 
West  Virginia  24986 
Telephone:  (304)  536-1110 
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PHYSICIANS. 

SCHEDULE  SOME  TIME 
FOR  YOUR  COUNTRY 

Many  physicians  would  like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve  unit.  We  know  that  making  a weekend 
commitment  can  be  difficult  for  most  physicians.  So  it  is  practical  for 
the  Army  Reserve  units  to  be  flexible  about  time.  It’s  worth  discussing. 

Incidentally,  in  addition  to  satisfying  your  own  desire  to  serve 
your  country,  there  are  exceptional  opportunities  to  do  something 
totally  different  from  a day-to-day  routine.  Opportunities  to  study  new 
areas  of  medicine,  meet  new  people  in  your  specialty,  and  be  a part 
of  one  of  the  world’s  most  advanced  medical  teams. 

Discuss  the  opportunities  with  our  Army  Medical  Personnel 
Counselor.  Call: 


412-644-4432,  Maj.  Schuder 


ARMY  RESERVE. 
BE  ALLYOU  CAN  BE. 


TABLETS 


M01™}  A Century 

(KTT)  ofCann8- 

W 1886-1986 


® 1 986  The  Upjohn  Company 


J-6 138  January  1986 


Suspension 
250  mg/5  ml 


mg 


Oral 

Suspension 
125  mg/5  ml 


500-mg  Pulvules 


250-mg  Pulvules 


Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


cP 


□ ISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It's  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


I r Data  General 


ElBCfllP  systems,  iia. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386 


Parker/Hunter  points  out: 

Earning  money 
is  sometimes  easier 
than  deciding  what 
to  do  with  it. 


Luckily,  you  don't  have  to  understand  money  to 
make  money. 

But  no  matter  how  you've  made  your  money,  you 
still  have  to  figure  out  what  to  do  with  it. 

And,  as  you  may  already  have  discovered,  that's 
not  as  easy  as  it  sounds. 

There  are  so  many  ways  to  invest  money  today,  no 
one  person  could  ever  understand  them  all  (unless,  perhaps, 
they  employed  a small  army  of  research  assistants). 

Well,  meet  your  army. 

At  Parker/Hunter,  we  not  only  have  a staff  of 
experienced  brokers,  we  have  a staff  of  experienced  special- 
ists. Experts  in  just  about  every  investment  area,  right  here  in 
our  main  office.  They'll  do  the  research  and  dig  up  the 
information  that  can  help  your  broker  guide  you  through 
the  investment  maze. 

And  before  we  research  your  investments,  we 
research’'  you.  Because  how  can  we  decide  which 
investments  are  right  for  you,  unless  we  get  to  know  you? 

Now,  before  we  get  started,  there  is  one  simple 
investment  decision  only  you  can  make. 

Are  you  going  to  call  your  local  Parker/Hunter 
office?  Or  would  you  rather  stop  by? 


PARKER/ HUNTER 

We  just  might  he  the  most  important  part 
of  pour  investment  portfolio. 


Clarksburg:  304/624-7444, WV  Toll  Free  800/352-8070 
Morgantown:  304/296-9133,  WV  Toll  Free  800/352-2519 

Parkersburg:  304/422-8405,  WV  Toll  Free  800/642-1984  p*ta/iw incorporated 

Member  New  York  Stock  Exchange,  Inc  Member  SIPC 


■ 

At  Transitions  we  have  earned  the  trust  of  referring  physicians  by 
offering  a complete  treatment  program  for  the  alcohol  or  drug  dependent 
patient. 

When  you  put  Transitions,  the  alcohol  and  drug  dependency  program  at 
Kanawha  Valley  Hospital  on  your  treatment  team,  you  save  valuable  time 
and  assure  your  patients  confidential,  professional  care. 

In-patient  or  out-patient.  Transitions  keeps  you  involved  in  the  recovery 
process  every  step  of  the  way.  Transitions  provides  comfortable 
detoxification,  complete  educational  services,  individual  or  group  therapy  and 
continuing  support  through  our  Aftercare  program. 

Most  treatment  costs  are  covered  by  Medicare  or  group  insurance. 
Personalized  payment  plans  are  also  available. 

At  Transitions  your  patients  will  receive  the  quality  care  they  have  come 
to  expect.  You  can  refer  to  Transitions  with  confidence  — (304)  347-9300. 
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THE  KANAWHA  VALLEY  HOSPITAL 
DEPENDENCY  TREATMENT  PROGRAM 

800  Pennsylvania  Avenue,  Charleston,  West  Virginia 


Your  patient  is  disabled  and 
her  independence  is  at  stake. 

She  needs  someone  whose  only 
business  is  rehabilitation. 


RM4RVILLE 


opinions,  they  look  to  you 
for  direction. 

Recommend  Harmarville.  At 

Harmarville,  comprehensive 
rehabilitation  is  our  total 
business  . . . and  has  been  for 
31  years.  We  add  life  to  the 
years  of  people  who  have 
suffered  such  problems  as 
stroke,  amputation,  spinal 
cord,  head  or  hand  injury 
and  chronic  pain. 

We  treat  the  total  person.  With 
specially  trained  and  experi- 
enced physicians,  nurses  and 
therapists— whatever  it  takes— 
our  team  approach  achieves 
the  highest  possible  level  of 
function  for  each  patient. 


Is  less  effort  acceptable? 

We  think  not.  Every  disability 
has  its  own  unique  problems, 
and  solutions.  Fortunately  for 
your  patients,  you  know  where 
they  can  find  the  solutions 
that  can  restore  their  lost 
independence.  Harmarville 
Rehabilitation  Center.  We 
add  life  to  years. 


You’ve  decided  that  your 
patient  needs  rehabilita- 
tion. Will  she  know  where  to 
get  it?  Because  your  patients 
trust  you  and  your  medical 


' 


HARMARVILLE  REHABILITATION 
CENTER,  INC. 

P.O.  Box  11460,  Guys  Run  Road 
Pittsburgh,  PA  1 5238 
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Scientific  Newsfront 


Review  Article 

Prophylactic  Antibiotics 
In  Major  Surgery 


ROBERT  D’ALESSANDRI,  M.  D. 
Professor  of  Medicine,  West  Virginia 
University  School  of  Medicine, 
Morgantown 

RICHARD  VAUGHAN,  M.  D. 

Adjunct  Instructor  of  Surgery, 

WVU  School  of  Medicine,  Morgantown 

DAVID  Z.  MORGAN,  M.  D. 

Associate  Dean,  Medical  Affairs, 

WVU  School  of  Medicine,  Morgantown 


Introduction 


During  the  last  30  years  much  has 
been  learned  concerning  the  ap- 
propriate use  of  antibiotics  in  the  pre- 
vention of  perioperative  infections.  In 
many  different  areas,  well  controlled, 
prospective,  blinded  studies  have  de- 
fined clinical  situations  in  which  pro- 
phylactic antibiotics  have  been  of 
benefit  and  those  situations  in  which 
antibiotics  offer  little  or  no  benefit. 
Despite  all  we  do  know,  there  is  still 
great  confusion  concerning  the  ap- 
propriate use  of  prophylactic  anti- 
biotics in  surgery.  In  reviewing  this 
subject  it  is  important  to  focus  on 
information  provided  by  carefully 
controlled  prospective  studies. 

General  Principles 

As  in  all  medical  decision  making, 
it  is  important  to  weigh  carefully  the 
potential  benefits  versus  the  risks  of 
using  prophylactic  antibiotics.  The 
potential  or  sought-after  benefits  re- 
late to  prevention  of  infection  and  re- 
duction in  the  resulting  morbidity  and 
mortality.  The  risks,  all  too  often 
minimized,  include  allergic  and  toxic 
reactions,  bacterial  and  fungal  super- 
infections, and  the  emergence  of  re- 
sistant microbes.  The  latter  two  ef- 
fects — superinfection  and  resistance, 
often  are  not  immediately  recognized 
as  complications  of  antibiotic  usage. 
In  addition,  because  good  surgical 


techniques  have  reduced  infections 
significantly,  antibiotics  have  received 
undue  credit  for  their  role  in  prevent- 
ing postoperative  infection.  Thus, 
caution  is  advised  whenever  evaluat- 
ing the  benefits  of  prophylactic  anti- 
biotics. 

In  developing  guidelines  for  the  use 
of  antibiotic  prophylaxis  in  surgery, 
certain  important  facts  must  be  under- 
stood. First,  the  development  of  op- 
erative site  infections  is  related  to  the 
size  of  the  bacterial  inoculum,  the 
pathogenicity  of  these  organisms,  the 
presence  of  tissue  and  tissue  fluids 
supportive  of  bacterial  growth,  and 
the  ability  of  the  host  to  resist  infec- 
tion. 1,2,3  A great  deal  can  be  done  to 
minimize  those  risk  factors  associated 
with  infection.  Despite  the  greatest 
care  possible,  there  will  arise  those 
circumstances  in  which  the  conditions 
are  such  that  the  risk  of  infection  is 
great.  It  is  for  these  procedures  that 
prophylactic  antibiotics  may  be  bene- 

TABLE 1 


Site 

Gastrointestinal 
Oral  & Esophageal 
Gastroduodenal  & Colon 

Biliary  Tract 
Gynecologic 

Orthopedic 
Thoracic  - noncardiac 

Cardiac 

Urologic 


ficial.  An  example  of  such  a proced- 
ure is  that  of  vaginal  hysterectomy. 
The  use  of  prophylactic  antibiotics  in 
patients  undergoing  vaginal  hysterec- 
tomy has  reduced  the  rate  of  serious 
pelvic  infection  from  30-40  per  cent 
to  2-5  per  cent.1,4 

When  Needed , Procedures  for  Use: 

In  general,  in  clean  surgery,  anti- 
biotic prophylaxis  is  unnecessary  un- 
less a prosthesis  or  foreign  body  has 
been  implanted,  unless  there  is  exten- 
sive tissue  dissection  associated  with 
impaired  blood  supply,  or  if  there  is 
an  immune-comoromised  host.3  In  the 
above  circumstances  healing  is  im- 
paired and  fewer  organisms  are  re- 
quired to  produce  an  infection.  In 
addition,  in  the  presence  of  the  above 
factors,  especially  prosthetic  implants 
and  the  immune-compromised  host, 
infection  is  often  catastrophic. 

The  selection,  dosage  and  site  of  ad- 
ministration are  critical  factors  in 
antibiotic  prophylaxis.5  The  anti- 
biotic used  must  be  effective  against 
those  microorganisms  which  usually 
cause  infections  in  the  operative  situa- 
tion. An  understanding  of  the  com- 
mon infectious  agents  for  various  sur- 
gical sites  is  critical  for  antibiotic 
selection.  Particular  patterns  of  anti- 


Streptococci,  B.  melaninogenicus, 
Peptostreptococci,  Fusobacterium  sp. 

Enteric  gram  negatives,  B.  fragilis 
and  Peptostreptococci,  Bacteroides  Sp. 
Streptococci,  Clostridium  sp. 

Enteric  gram  negatives,  Group  B 
Streptococci,  Clostridium  sp. 

Enteric  gram  negatives.  Group  B 
Streptococci,  Group  D Streptococci 
Bacteroides  sp,  Peptostreptococci 
Staphylococci. 

Staphylococci,  especially  S.  aureus 

S pneumoniae,  Staphylococci, 
Streptococci,  H influenzae,  Pseudomonas 
aeruginosa. 

Staphylococci,  Streptococci. 

Enteric  gram  negatives.  Group  D 
Streptococci. 


Organisms  Associated  With  Infections  at  Specific  Operative  Sites 
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biotic  resistance  at  different  hospitals 
must  be  used  to  assist  in  appropriate 
antibiotic  selection.  The  organisms 
most  commonly  associated  with  in- 
fections at  various  sites  are  listed  in 
Table  1. 

Because  high  tissue  concentrations  are 
required  at  a specific  time  for  prophy- 
laxis, parenteral  administration  of 
antibiotics  is  preferred  to  the  oral 
route.  In  addition,  proper  timing  is 
critical:  the  antibiotic  must  be  at  the 
site  of  potential  infection  at  the  time 
microorganisms  are  introduced.  The 
studies  by  Burke  clearly  demonstrated 
that  a delay  of  even  three  hours  in 
antibiotic  administration  negates  the 
desired  preventative  role  of  these 
drugs.6  In  lengthy  procedures,  addi- 
tional antibiotic  administration  may 
be  required  to  maintain  high  tissue 
levels  throughout  the  procedure.  The 
exception  to  the  above  is  the  use  of 
oral,  poorly  absorbable  antibiotics  24 
hours  before  colon  surgery. 

Administration  of  prophylactic  anti- 
biotics should  be  continued  in  most 
cases  for  no  more  than  24  hours  fol- 
lowing surgery.  In  some  cases,  with 
more  extensive  tissue  destruction  and 
contamination,  up  to  72  hours  may  be 
appropriate.1,7  Beyond  that  point,  an- 
tibiotic usage  must  be  considered  to 
be  “treatment”  of  an  existing  infec- 
tion and  not  prophylaxis.  There  is  no 
evidence  that  the  prolonged  adminis- 
tration of  prophylactic  antibiotics  is 
more  effective  or  beneficial.  In  fact, 
the  risks  of  superinfection  and  bac- 
terial resistance  greatly  outweigh  any 
potential  benefit. 

Antibiotic  Prophylaxis  in  Head  and 
Neck  Surgery 

Minor  nasopharyngeal  and  otologic 
surgery  do  not  require  antibiotic  pro- 
phylaxis. More  extensive  head  and 
neck  surgeries  such  as  neck  dissection, 
laryngectomy  and  glossectomy  for 
cancer  require  antibiotic  prophy- 
laxis.1'7,8 Clindamycin  is  generally 
considered  the  preferred  choice  to 
cover  staphylococci,  streptococci  and 
anaerobic  organisms.  Cefoxitin  also 
is  a reasonable  alternative.  Many 
authors  also  recommend  the  addition 
of  an  aminoglycoside  such  as  genta- 
micin. Coverage  should  not  extend 
beyond  24  hours. 


Gastroduodenal  Surgery 

It  is  generally  agreed  that  short- 
term antibiotic  prophylaxis  is  bene- 
ficial in  patients  undergoing  surgery 
for  bleeding  or  obstructing  duodenal 
ulcer  or  gastric  ulcer  or  for  malig- 
nancy.1,5,9,10 Chronic  non-obstructing 
duodenal  ulcer  requires  no  antibiotic 
prophylaxis.  The  antibiotic  agents  of 
choice  are  cefazolin  ( a first-genera- 
tion cephalosporin ) or  a penicillin- 
aminoglycoside  combination. 

Biliary  Tract  Surgery 

A number  of  studies  have  identified 
the  risk  factors  associated  with  the 
presence  of  bacteria  in  the  bile  in  pa- 
tients with  chronic  calculous  cholecys- 
titis.1,5,10 Antibiotics  prophylaxis 
should  be  instituted  in  patients  under- 
going surgery  for  chronic  calculous 
cholecystitis  if  any  one  of  the  follow- 
ing are  present:  1)  there  is  previous 
biliary  tract  surgery,  2 ) the  patient 
is  over  70  years  of  age,  3 1 the  sur- 
gery is  an  emergency  operation,  4) 
jaundice  is  present.  5 ) chills  or  fever 
are  present  within  one  week  of  the 
surgery,  6 ) the  operation  is  per- 
formed within  one  month  of  an  attack 
of  acute  cholecystitis,  and  7 ) the 
gram  stain  of  the  bile  at  surgery  is 
positive  for  microorganisms.  A bile 
sample  should  be  sent  to  the  lab  for 
gram  stain  and  culture  at  the  start  of 
the  cholecystectomy.  Results  of  the 
gram  stain  should  be  obtainable  with- 
in 30  minutes  and  antibiotics  started 
if  the  gram  stain  is  positive. 

Antibiotic  selection  for  prophylaxis 
of  biliary  tract  surgery  should  be 
either  cefazolin  or  penicillin  and  an 
aminoglycoside.  If  on  gram  stain  a 
gram-positive  rod  is  identified,  peni- 
cillin should  be  part  of  the  initial  anti- 
biotic regimen  to  cover  Clostridia  sp. 
The  total  duration  of  prophylaxis 
should  be  no  more  than  24  hours. 

Colorectal  Surgery 

The  microorganisms  of  the  colon 
represent  not  only  the  greatest  con- 
centration of  bacteria  per  gram  of 
tissue  but  also  the  greatest  variety  of 
bacteria  in  the  body.  It  is  estimated 
that  aerobic  organisms  account  for 
106  to  108  organisms  per  gram  of 
tissue  and  anaerobes  1010  to  1012  or- 
ganisms.1,5 The  most  frequently  iso- 
lated organisms  are  E.  coli  and  B. 


fragilis.  Thus,  the  great  concentra- 
tions of  bacteria  in  the  colon  suggest 
that  prophylactic  antibiotics  should  be 
of  value  in  preventing  wound  and 
intraabdominal  infections.  Indeed, 
there  are  a number  of  well-controlled 
studies  which  support  the  use  of  pro- 
phylactic antibiotics  in  colorectal  sur- 
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The  bowel  prep  is  a well-establish- 
ed procedure  useful  in  reducing  post- 
operative infections.  Mechanical  pre- 
paration as  well  as  oral  antibiotic  ad- 
ministration is  recommended.  The 
following  method  has  been  suggested 
by  Nicbols5 : 

Day  1.  Low-residue  diet, 

bisacodyl  5-10  mg  orally 
at  6 P.M. 

Day  2.  Low-residue  diet, 

magnesium  sulfate  15 
grams  ( 30  cc ) orally  at 

10  A.M.,  2 P.M.  and 

6 P.M.  Saline  enemas  until 
clear  in  evening. 

Day  3.  Clear-liquid  diet  with 

supplemental  intravenous 
fluids  as  needed. 

Repeat  magnesium  sulfate 
as  above  ( Day  2 ) . 
Neomycin  1 gram  p.o.  and 
erythromycin  base  1 gram 
p.o.  at  1 P.M.,  2 P.M.  and 

11  P.M.  No  enemas. 

Day  4.  Operation  at  8 A.M. 

The  above  regimen  has  proven  to 
be  highly  effective  in  reducing  septic 
complications  and  wound  infections 
following  colorectal  surgery.  Other 
oral  antibiotic  combinations  have 
been  used  such  as  clindamycin  and 
neomycin  or  kanamycin  as  well  as 
metronidazole  and  neomycin.  These 
have  not  consistently  been  proven  to 
be  any  more  effective  than  erythro- 
mycin base  and  neomycin.  If  metroni- 
dazole is  to  be  used,  it  should  be  ad- 
ministered orally  for  two  days  prior 
to  colorectal  surgery. 

The  use  of  parenteral  antibiotics  in 
colorectal  surgery  is  less  well  estab- 
lished.13,14 It  is  certain,  however,  that 
parenteral  antibiotics  alone  — without 
a bowel  preparation  — are  signifi- 
cantly less  effective  than  when  used 
along  with  oral  antibiotics  and  me- 
chanical preparation.  It  appears  that 
the  addition  of  parenteral  antibiotics 
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to  bowel  preparation  adds  little  or  no 
protection  against  postoperative  in- 
fections. Despite  this,  however,  many 
general  surgeons  continue  to  use  a 
parenteral,  first-generation  cephalos- 
porin such  as  cefazolin  for  the  first  24 
hours  following  elective  colorectal 
surgery.  The  major  indication  for  pa- 
renteral antibiotics  in  colorectal  sur- 
gery is  for  the  emergency  colorectal 
operation.  In  these  cases,  gentami- 
cin and  clindamycin  appear  to  be  the 
most  logical  parenteral  choices.  Me- 
tronidazole may  also  be  an  acceptable 
choice  instead  of  clindamycin  but 
futher  study  is  needed.  Parenteral  an- 
tibiotics should  be  started  30  minutes 
to  one  hour  preoperatively  and  be 
administered  for  a total  of  24  hours. 


Appendectomy 

In  patients  undergoing  appendecto- 
my, antibiotic  prophylaxis  is  not 
routinely  recommended  except  in  the 
presence  of  a perforated  or  gangren- 
ous appendix.  In  these  patients  ce- 
foxitin or  clindamycin  and  ampicillin 
or  gentamicin  are  the  regimens  of 
choice.  Antibiotics  are  generally  con- 
tinued for  a longer  period  of  time, 
from  two  to  seven  days  depending 
upon  clinical  findings  and  course.  Ad- 
ditional antibiotic  prophylaxis  is  sum- 
marized in  Table  2. 

Timing  of  Antibiotics 

Of  greatest  importance  is  the  tim- 
ing of  antibiotics.  All  antibiotics 
should  be  administered  within  one 


* 

TABLE  2 

Antibiotic  Prophylaxis  by  Surgical  Procedure 


Procedure 

Associated  Risk  Factors 

Antibiotic  Prophylaxis 

Cardiac 

Open  heart  and  Bypass 

Cefazolin  1 g.  IV 
q.  8 h 1-2  days 

Head  and  Neck 

Major  resection  for 

Clindamycin  300  mgs. 

oropharyngeal  or 

IV  q 8 h and 

laryngeal  CA 

Gentamicin  1.7 
mgs/kg  q 8 h 
both  for  24  hours 

Gynecologic 

Vaginal  Hysterectomy 

Cefazolin  1 q 8 IV 
q 8 hrs  for  24  hours 

C-Section 

Primary  C-Section 

Cefazolin  1 g.  IV  8 h 

Premature  rupture  of 
membranes 

for  24  hours 

Peripheral  Vascular 

Aortic  resection 

Cefazolin  1 g IV  q 8 h 

Groin  anastomotic  site 

for  24  hours 

Orthopedic 

Total  Joint  replacement 

Cefazolin  1 g.  IV 
q 8 h for  24  hours 

Hip  Fracture  with  nail 

Cefazolin  1 g IV  q 8 h 

or  plate 

for  24  hours 

Abdominal 

Cefazolin  1 g IV  q 8 h 

Gastroduodenal 

Bleeding  ulcer 
obstruction 
Gastric  ulcer  or 
Cancer 

for  24  hours 

Biliary  Tract 

Over  70  years  old 

Cefazolin  1 g IV  q 8 h 

Obstruction 

(Cefoxitin  or 

Previous  biliary  surgery 

penicillin  G and 

Emergency  surgery 

gentamicin  are 

Jaundice  or  Fever 
Acute  cholecystitis 
Bile  gram  stain  positive 

alternatives) 

Appendectomy 

Perforation 

Clindamycin  300  mgs  IV 

Gangrene 

q 6-8  h for  2-7  d 
Gentamicin  1.7  mgs/kg 
IV  q 8 h for  2-7  d 
(Dosage  depends  on 
renal  function) 

Colorectal 

Emergency  Surgery 

Clindamycin  300  mgs  IV 
q 6-8  h for  24  hours 
Gentamicin  1.7  mgm/kg 
IV  q 8 h for  24  hours 

Elective 

Erythromycin  base 
Neomycin  1 g po 
(See  Text) 

hour  prior  to  surgical  opening.  Addi- 
tional intraoperative  antibiotics  may 
be  required  for  longer  procedures. 
In  general,  antibiotics  need  not  be 
continued  beyond  24  hours  after  the 
surgery.  Finally,  it  must  be  empha- 
sized that  prophylactic  antibiotics  can- 
not replace  good  surgical  techniques 
and  antisepsis.  The  most  effective 
tools  for  prevention  of  infection  still 
lie  in  the  hands  of  the  surgeon. 
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CME  QUESTIONS 

1.  The  development  of  operative  site  in- 
fections is  related  to: 

A.  Size  of  bacterial  inoculum 

B.  Pathogenicity  of  infecting  organisms 

C.  Host  resistance 

D.  Presence  of  tissue  fluids 

E.  All  of  the  above 

2.  In  clean  surgery  antibiotic  prophylaxis 
is  not  necessary  unless  which  of  the  follow- 
ing is  (are)  present? 

A.  Extensive  tissue  dissection 

B.  Implantation  of  prosthesis 

C.  Impaired  blood  supply 

D.  Immune  compromised  host 

E.  All  of  the  above 

3.  In  addition  to  dosage  and  route  of  ad- 
ministration, which  of  the  following  is  im- 
portant in  selecting  an  appropriate  antibiotic 
for  surgical  prophylaxis? 

A.  Protein  binding  of  antibiotics 

B.  The  presence  of  a prosthesis 

C.  Nutritional  state  of  the  patient 

D.  Particular  patterns  of  antibiotic  re- 
sistance 

E.  All  of  the  above 


4.  Parenteral  administration  of  antibiotics 
is  preferred  for  all  of  the  following  surgical 
procedures  except? 

A.  Appendectomy  with  perforation 

B.  Gastric  ulcer  with  obstruction 

C.  Hemicolectomy  for  carcinoma 

D.  C-section  with  premature  rupture  of 
membranes 

E.  All  of  the  above  require  parenteral 

antibiotic  prophylaxis. 

5.  Antibiotic  prophylaxis  is  recommended 
in  Biliary  tract  surgery  when  which  of  the 
following  is  (are)  present? 

A.  Over  70  years  of  age 

B.  Presence  of  jaundice  and  fever 

C.  Positive  bile  gram  stain 

D.  Acute  cholecystitis 

E.  All  of  the  above 

6.  The  bacterial  organisms  most  likely  to 
be  involved  in  postoperative  cardiac  surgery 
infections  are? 

A.  Staphylococci 

B.  Bacteroides  species 

C.  H. influenzae 

D.  Pseudomonas 

7.  In  most  cases  the  administration  of 
prophylactic  antibiotics  should  not  exceed? 

A.  24  hours  following  surgery 

B.  48  hours  following  surgery 


Question  Key 

One  hour  of  Category  1 credit  may 
be  obtained  by  completing  and  re- 
turning the  question  key.  An  indi- 
vidual analysis  of  responses  will  be 
returned  without  charge. 

A 50-minute  videotape  discussion  of 
“Prophylactic  Antibiotics  in  Major 
Surgery”  may  be  purchased  for  $75 
from  the  Office  of  Continuing  Medical 


Education,  WVU  Medical  Center, 
Morgantown,  West  Virginia  26506. 
Arrangements  can  be  made  for  tele- 
phone discussion  following  the  video- 
tape presentation  to  groups.  Visits  to 
the  local  community  or  hospital  by 
WVU  medical  staff  in  relation  to  this 
topic  may  be  arranged. 

The  telephone  number  for  the  Of- 
fice of  Continuing  Medical  Education 
is  (304)  293-3937. 
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C.  72  hours  following  surgery 

D.  None  of  the  above 

8.  For  more  extensive  head  and  neck  sur- 
gery, the  preferred  antibiotic  for  prophylaxis 
is? 

A.  Penicillin 

B.  Cefazolin 

C.  Clindamycin 

D.  Erythromycin 

E.  Gentamicin 

9.  The  most  effective  method  for  prevent- 
ing surgical  infections  is  which  of  the  fol- 
lowing? 

A.  Appropriately  used  prophylactic  anti- 
biotics 

B.  Good  surgical  technique  and  antisepsis 

C.  Extensive  pre-operative  evaluation 

D.  Intensive  care  following  surgery 

E.  None  of  the  above 

10.  Anaerobic  organisms  are  important  in 
the  pathogenesis  of  surgical  infection  in  all 
of  the  following  surgical  sites  except? 

A.  Head  and  neck  surgery 

B.  Biliary  tract  surgery 

C.  Gynecologic  surgery 

D.  Gastrointestinal  surgery 

E.  Orthopedic  surgery 


Return  to: 

West  Virginia  University 

Office  of  Continuing  Medical  Education 

Medical  Center 

Morgantown,  WV  26506 
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Following  Use  Of  The  Mountaineer’s  Gun 

Traumatic  Tattoos 
Treated  By  Salabrasion 
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A case  of  a traumatic  tattoo  secon- 
dary to  gunpowder  burns  is  presented, 
and  the  treatment  with  salabrasion  is 
discussed. 

Most  traumatic  tattoos  occur  secon- 
dary to  highway  accidents  and 
gunpowder  burns.  The  following  case 
illustrates  the  importance  of  using 
appropriate  safety  precautions  when 
using  theatrical  guns. 

M.  B.,  a 24-year-old  white  male  stu- 
dent at  West  Virginia  University, 
served  as  the  Mountaineer  mascot.  He 
was  seen  on  October  21,  1984,  in  the 
University  Health  Service  complain- 
ing of  right  neck  pain  and  debris  em- 
bedded in  the  skin  over  his  right  neck. 
These  injuries  occurred  after  discharg- 
ing a gun  several  times  during  the 
WVU-Penn  State  football  game  the 
previous  day.  The  gun  used  was  a 45- 
caliber  muzzle-loaded  Kentucky  Long 
Rifle  that  he  carried  as  part  of  his 
mascot  duties.  He  used  450  grains  of 
2FF  Red  Diamond  gun  powder  to  dis- 
charge the  gun  several  times  at  a dis- 
tance approximately  two  feet  from  his 
right  face  and  neck. 

The  lesions  (Figure  1)  consisted  of 
multiple  pieces  of  black  debris  of 
various  sizes  embedded  in  his  skin  and 
first-degree  burns  about  his  neck,  face 
and  external  ear.  Consequently,  the  pa- 
tient was  treated  with  local  one-per 
cent  Xylocaine  anesthesia  and  the 
larger  debris  particles  were  removed 
with  local  curretage.  After  Demerol 
50  mg  IM,  many  smaller  particles  of 
gunpowder  were  removed  with  sala- 
brasion. A 4x4  piece  of  sterile  gauze, 
soaked  in  saline  solution  and  then 


dipped  into  table  salt  ( sodium  chlo- 
ride), was  used  to  abrade  lightly  the 
affected  area.  Afterwards,  a sterile 
dressing  was  applied.  The  patient  was 
followed  for  signs  of  infection  and 
satisfactory  healing.  No  further  ther- 
apy was  necessary.  The  patient  was 
satisfied  with  the  cosmetic  result  (Fig- 
ure 2). 

Discussion 

In  this  case,  it  was  determined  that 
an  excessive  amount  of  gunpowder 
had  been  used  (three  times  the  rec- 
ommended amount)  in  order  to  create 
a louder  sound  that  could  be  heard 
above  the  crowd  noise  at  a football 
game.  The  gun  was  inspected  and  not 
found  to  be  defective  but  sparks  and 
gunpowder  had  been  escaping  because 
of  the  large  amount  of  gunpowder 
used.  When  the  proper  amount  of 
powder  was  used,  the  problem  wras 
solved. 

Immediate  therapy  of  gunpowder 
burns  is  necessary  if  permanent  tat- 
toos are  to  be  avoided.  Salabrasion  is 
a technique  of  dermabrasion  that  was 


Figure  1. 


used  as  early  as  543  A.D.  by  the  Greek 
physician  Aetius.1  The  procedure,  as 
described  in  the  case  report,  is  rather 
simple.  Different  levels  of  pain  relief 
are  required  for  different  patients. 
Also,  a 10-day  course  of  a broad- 
spectrum  antibiotic  therapy  may  be 
indicated  in  some  patients.  Cases  of 
bacterial  cellulitis  resulting  in  hyper- 
trophic scarring  have  been  reported.1 
The  salabrasion  of  accidental  tattoos 
should  be  done  within  24-48  hours  of 
the  injury,  although  it  can  be  attempt- 
ed up  to  five  days  after  the  injury.2 
The  abrasion  process  should  continue 
until  the  skin  becomes  “blood  red” 
and  resembles  good  granulation  tis- 
sue.1 

The  mechanism  of  action  of  salabra- 
sion is  debatable.  Most  investigators 
believe  that  the  superficial  dermabra- 
sion creates  an  inflammatory  response 
that  stimulates  removal  of  the  tattoo 
pigment.3,4  This  hypothesis  holds  that 
the  inflammatory  response  promotes 
the  “biologic  removal”  of  the  pigment 
through  the  lymphatics  and  sloughing 
of  superficial  macrophages. 

Conclusion 

Accidents  associated  with  the  use 
of  theatrical  guns  can  produce  dis- 
figuring injuries.  This  case  illustrates 
the  importance  of  safety  precautions 
with  these  guns.  The  patient  presented 
received  traumatic  tattoos  secondary 


Figure  2. 
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to  the  use  of  excessive  amounts  of 
gunpowder.  These  were  safely  and 
effectively  treated  with  salabrasion. 
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Giant-cell  arteritis  ( GCA)  is  a po- 
tentially serious  geriatric  problem  that 
is  becoming  more  common  as  the  pop- 
ulation ages.  These  patients  will  con- 
front the  primary  care  physician  in 
increasing  numbers.  Four  cases  of 
GCA  are  outlined  and  discussed.  Em- 
phasis is  placed  on  the  different  ways 
GCA  can  present  and  the  necessity 
for  making  a speedy  diagnosis. 

Introduction 

Giant-cell  arteritis  (GCA)  has  been 
recognized  as  a serious  geriatric 
disease  of  unknown  etiology  and  has 
attracted  great  interest  and  concern  in 
recent  years.  In  1890,  Hutchinson1 
reported  an  elderly  man  who  could 
not  wear  his  hat  because  of  inflamed 
and  tender  temporal  arteries.  Tempo- 
ral arteritis  was  initially  described  by 
Horton  in  1932. 2 In  the  literature  this 
condition  has  been  referred  to  as 
giant-cell  arteritis,  Horton’s  syndrome, 
cranial  arteritis,  temporal  arteritis, 
and  granulomatous  arteritis.  The  di- 
sease is  not  confined  to  the  temporal 
artery  but  may  involve  medium  or 
larger  arteries  anywhere  in  the  body.3 
It  usually  involves  the  root  of  the  aorta 
and  its  branches  in  a patchy  distribu- 
tion, affecting  one  segment  of  artery, 
skipping  the  next.  It  may  represent 


auto  immune  vasculitis  of  the  eldery 
and  may  be  clinically  silent  as  wit- 
nessed by  the  finding  of  positive  tem- 
poral artery  biopsies  in  random  au- 
topsy cases.4  Some  evidence  for  both 
humoral  and  cellular  immunity  to  elas- 
tic tissue  of  the  artery  has  been 
presented.5 

In  this  paper,  we  present  four  pa- 
tients who  have  GCA.  Each  is  unique 
in  presentation  and  response  to  ther- 
apy. What  is  common,  however,  is  the 
need  for  prompt  diagnosis  and  ther- 
apy. 

Case  One 

A 73-year-old  white  female  present- 
ed with  a three-month  history  of  vague 
arm,  shoulder  and  hip  aches.  Two 
months  prior  to  admission,  she  devel- 
oped headache  and  pain  over  both 
temporal  regions.  Occasionally  when 
chewing  food,  she  would  have  bilateral 
jaw  pain.  She  denied  fever,  visual 
complaints,  joint  swelling,  morning 
stiffness  or  gelling  phenomena.  Physi- 
cal examination  revealed  tenderness  of 
both  temporal  arteries.  Pulses  over  the 
vessels  were  diminished.  Cardiopul- 
monary, abdominal,  neurological,  and 
musculoskeletal  examinations  were  un- 
remarkable except  for  tenderness  over 
the  shoulder  and  hip  musculature. 

Laboratory  studies  were  remarkable 
for  a Westergren  erythrocyte  sedimen- 
tation rate  ( ESR)  of  98  mm,  hemato- 
crit (Hct)  of  34,  hemoglobin  (Hgb) 
of  11.4  and  normal  or  negative  SMA- 
18,  white  blood  cell  iWBC)  count, 
rheumatoid  factor,  thyroid  function 
studies  and  muscle  enzymes.  A biopsy 
of  the  right  temporal  artery  ( Figure 


1 ) showed  the  presence  of  a chronic 
inflammatory  cell  infiltrate  and  several 
multinucleated  giant  cells  in  the  ad- 
ventitia and  inner  third  of  the  media 
of  the  vessel.  The  intima  was  normal. 


She  was  placed  on  60  mg.  of  oral 
prednisone  daily  and,  after  two  days, 
all  of  her  symptoms  disappeared.  A 
repeat  ESR  one  month  later  was  18 
mm,  and  the  prednisone  was  tapered 
slowly  over  the  next  18  months,  using 
the  ESR  as  a barometer  of  the  activity 
of  the  giant-cell  arteritis.  No  steroid 
side  effects  were  noted. 


> 


Figure  1.  Case  1.  Low-power  (lfrOx) 
photomicrograph  showing  a chronic  in- 
flammatory cell  infiltrate  with  giant  cells 
near  the  adventitia  and  outer  third  of 
the  media. 

Comment: 

This  patient  represents  a typical 
case  of  giant-cell  arteritis  with  poly- 
myalgia rheumatica  (PMR).  Fre- 
quently these  two  entities  coexist.  This 
patient  responded  to  the  prednisone 
with  no  adverse  effects.  Because  of 
her  sex  and  age,  in  an  effort  to  inhibit 
the  development  of  steroid-induced 
osteoporosis,  she  was  placed  on  cal- 
cium and  vitamin  D supplementation. 

Case  Two 

A 73-year-old  female  presented  with 
a two-month  history  of  fevers  to  102  0 F 
and  diffuse  head  pains  and  headaches. 
Shoulders  and  thigh  pain  developed 
one  month  prior  to  her  evaluation.  One 
week  prior  to  her  admission  she  ex- 
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perienced  daily  episodes  of  amaurosis 
fugax  of  the  right  eye.  She  denied  soft 
tissue  swelling  of  any  joint,  morning 
stiffness,  and  gelling  phenomena.  Phy- 
sical examination  revealed  a pleasant, 
oriented,  elderly  white  female.  Tmax 
on  day  of  admission  was  101  °F. 
HEENT  examination  was  remarkable 
for  tenderness  over  the  temporal  and 
zygomatic  regions  bilaterally.  No 
swollen,  bulging  or  red  temporal  ar- 
teries were  noted.  Early  cataracts 
were  noted  on  ophthalmoscopic  ex- 
amination but  no  retinal  abnormalities 
were  found.  Cardiopulmonary,  ab- 
dominal, neurological  and  skin  exami- 
nations were  remarkable.  Musculo- 
skeletal examination  revealed  some 
tenderness  on  palpation  of  the  shoul- 
der and  hip  girdle  musculature  but  no 
synovitis,  nodules  or  myofascial  trig- 
ger/tender points  were  noted.  Lab- 
oratory work  revealed  Westergren 
ESR  of  110  mm,  Hct  32,  Hgb  10.4 
with  normal  indices.  Remainder  of 
CBC,  SMA-18,  serology,  muscle  en- 
zymes, blood  cultures,  serum  and 
urine  immunoelectrophoresis  were 
negative  or  normal. 

Because  of  this  patient’s  visual 
symptoms,  she  was  placed  on  60  mg. 
prednisone  daily,  and  a right  super- 
ficial temporal  artery  biopsy  was  per- 
formed two  days  later.  The  biopsy  re- 
vealed a marked  chronic  inflamma- 
tory cell  infiltration  with  the  presence 
of  a few  giant  cells  located  as  a band 
near  the  adventitia  and  outer  third  of 
the  media.  The  intima  was  normal. 
This  histological  picture  resembles 
that  seen  in  Case  One. 

She  tolerated  60  mg.  of  prednisone 
daily  very  well.  She  was  kept  on  this 
dose  for  another  two  weeks,  However, 
she  had  several  episodes  of  amaurosis 
fugax  during  that  period,  although 
these  episodes  were  not  as  frequent  or 
severe  as  they  had  been  prior  to  the 
initiation  of  steroid  therapy.  A repeat 
ESR  performed  after  these  two  weeks 
was  52  mm.  Because  of  persistent 
symptoms  and  an  ESR  that  was  still 
elevated,  her  prednisone  dose  was  in- 
creased to  80  mg.  per  day.  On  that 
dose,  she  ceased  to  have  visual  prob- 
lems, muscular  aches,  and  headache. 
After  two  weeks  of  this  dose,  her  ESR 
had  fallen  to  12  mm.  Her  prednisone 
was  tapered  slowly.  Calcium  and  vita- 
min D were  also  prescribed. 


Comment: 

This  patient  had  classic  giant-cell 
arteritis  with  polymyalgia  rheumatica. 
Her  vision  was  in  jeopardy,  so  she 
was  given  prednisone  before  the  biotsy 
was  taken.  The  patient’s  arteritis  also 
caused  fever  which  disappeared  with 
initiation  of  steroid  therapy.  Giant- 
cell arteritis  is  known  to  cause  fever 
and  must  be  considered  in  an  elderly 
patient  who  has  a fever  of  undeter- 
mined origin  (FUO).8  Although  this 
patient  was  treated  with  60  mg.  of 
prednisone  initially,  her  visual  symp- 
toms did  not  completely  disappear,  so 
an  increase  in  her  steroid  dose  was 
mandated. 

Case  Three 

An  82-year-old  white  female  presen- 
ted with  a one-month  history  of  swol- 
len. tender  blood  vessels  on  both  sides 
of  her  head,  intermittent  headache 
but  no  fever,  recent  visual  symptoms, 
musculoskeletal  discomfort  or  facial 
pain.  Her  past  medical  history  was  re- 
markable for  the  abrupt  onset  of 
blindness  in  the  left  eye  several  weeks 
after  apparently  successful  cataract 
surgery  approximately  one  year  prior 
to  admission. 

On  physical  examination,  she  was 
afebrile  and  in  no  distress.  She  had 
no  visual  perception  in  the  left  eye 
but  ophthalmoscopic  examination  re- 
vealed no  abnormality  with  the  an- 
terior portion  of  the  eye  except  for  a 
well-healed  iridectomy.  Both  temporal 
arteries  were  tender  and  slightly  war- 
mer than  surrounding  skin  areas.  She 
had  been  placed  on  60  mg.  of  predni- 
sone four  days  earlier  by  her  referring 
doctor.  Her  temporal  swelling  and  ten- 
derness had  diminished  dramatically 
since  she  started  the  medication.  The 
remainder  of  the  physical  examination 
was  unremarkable.  Laboratory  tests 
revealed  a Westergren  ESR  of  87,  Hct 
34,  Hgb  12.  Remainder  of  her  tests 
were  normal. 

A left  temporal  artery  biopsy  was 
performed  three  days  after  admission 
( seven  days  after  the  start  of  oral 
prednisone ) . It  revealed  the  presence 
of  giant  cells  and  an  inflammatory 
cell  infiltration  similar  to  that  seen  in 
the  first  two  patients  (Figure  2)  des- 
pite one  week  of  prednisone  therapy. 
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Figure  2.  Case  3.  High- power  (400x) 
view  of  left  temporal  artery  specimen. 
Note  the  presence  of  giant  cells  despite 
one  week  of  prednisone  therapy. 

She  continued  on  60  mg.  of  predni- 
sone for  three  more  days  but  stated 
that  she  felt  “funny”  and  “not  nor- 
mal.” Fearing  steroid  psychosis,  we 
decreased  the  prednisone  dose  to  50 
mg.  and  then  to  40  mg.  over  the  next 
week.  She  ceased  having  these  com- 
plaints and  a repeat  ESR  performed 
after  one  week  of  40  mg.  prednisone 
daily  was  18  mm. 

Comment: 

This  patient  also  had  biopsy-proven 
giant-cell  arteritis  and  responded  to 
oral  prednisone  although  the  dose  had 
to  be  diminished  due  to  side  effects. 
What  is  interesting  to  note  is  that  the 
vision  in  her  left  eye  may  not  have 
been  lost  because  of  unsuccessful  sur- 
gery for  her  cataract  but  rather  may 
have  been  due  to  occlusion  of  the  left 
posterior  ciliar  artery  as  a consequence 
of  unrecognized  giant-cell  arteritis.  In 
elderly  patients,  abrupt  loss  of  vision 
or  diminution  in  visual  acuity  for  no 
obvious  reason  should  prompt  the  pa- 
tient’s physician  to  consider  occult 
giant-cell  arteritis  and,  at  the  very 
least,  question  the  patient  very  closely 
regarding  the  conditions  surrounding 
the  visual  symptoms  and  obtain  an 

ESR. 

If  elevated,  a temporal  artery  biop- 
sy is  indicated.  Even  before  the  biopsy 
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can  be  obtained,  the  patient  should  be 
started  on  high-dose  prednisone  to 
prevent  potential  disastrous  conse- 
quences. Even  after  one  week  of  high- 
dose  prednisone,  giant  cells  were 
demonstrable  in  the  biopsy  specimen. 
This  is  in  agreement  with  data  found 
in  the  literature. 

Case  Four 

A 70-year-old  white  female  had  a 
two-month  history  of  back  pain.  She 
was  referred  because  of  an  elevated 
ESR.  She  had  no  history  of  weight 


It  is  an  actuarial  certainty 
that  our  elderly  population  mill 
increase , as  mill  the  maladies 
attendant  to  them. 


loss,  fever,  confusion,  visual  symp- 
toms, masticatory  claudication,  head- 
ache, bitemporal  tenderness/ pain,  or 
shoulder  and  hip  girdle  discomfort. 
A work-up  revealed  no  evidence  of  in- 
fection or  tumor  (especially  multiple 
myeloma  ) . The  back  pain  was  due  to 
two  spontaneous  compression  fractures 
(T12  and  LI).  Treated  with  analgesia 
and  physical  therepy,  she  improved. 
No  etiology  of  the  elevated  ESR  was 
found.  Two  months  later  she  began  to 
develop  confusion  and  photophobia. 
She  was  admitted  and  a temporal  ar- 
tery biopsy  was  performed.  It  was  nor- 
mal. Her  ESR  was  108  mmg,  Hct  32, 
Hgb  11.  Clinically,  she  appeared  to 
have  a form  of  arteritis  of  her  intra- 
cranial vessels.  She  was  started  on 
60  mg.  of  prednisone.  Three  days 
later,  she  was  significantly  improved. 
Her  sensorium  cleared  and  photo- 
phobia disappeared.  One  month  later 
her  ESR  reverted  to  normal  and  the 
prednisone  was  tapered.  She  was 
placed  on  oral  calcium  and  vitamin  D. 

Comment: 

Several  problems  occurred  in  the 
management  of  this  patient.  Her  bi- 
opsy was  negative.  The  decision  to 
start  prednisone  was  made  purely  on 
clinical  grounds.  The  literature  sug- 
gests that  a small  but  significant  per- 
centage of  giant-cell  arteritis  presents 
with  a negative  temporal  artery  biop- 
sy.9 Because  she  had  already  sustained 
compression  fractures  probably  on  the 
basis  of  postmenopausal  osteoporsis. 


the  decision  to  use  prednisone,  an 
agent  that  enhances  pre-existing  osteo- 
porosis, was  not  an  easy  one  to  make. 
However,  her  confusion  and  visual 
symptoms  dictated  that  action  he 
taken  and  prednisone  was  started.  For- 
tunately, she  responded  nicely;  her 
sensorium  cleared,  and  eyesight  was 
preserved. 

Dementia  and  confusion  have  been 
described  as  presenting  manifestations 
of  giant-cell  arteritis.10 

Discussion 

It  is  an  actuarial  certainty  that  our 
elderly  population  will  increase,  as 
will  the  maladies  attendant  to  them. 
It  is  necessary  to  be  aware  of  such 
entities  as  giant-cell  arteritis  and  to 
recognize  the  importance  of  early  di- 
agnosis and  prompt  treatment.  Blind- 
ness is  a dreaded  complication,  and 
preventative  treatment  should  be  ini- 
tiated before  the  temporal  artery  bi- 
opsy if  the  patient’s  vision  is  in  jeo- 
pardy. 

One  must  realize  that  giant-cell 
arteritis  is  a systemic  disease11  and 
that  a wide  variety  of  complications 
can  ensue  including  neurological,12 
circulatory  and  cardiac.11 

Etiology  and  Incidence 

GCA  is  a disease  of  unknown  etio- 
logy and  appears  to  be  more  common 
among  people  of  Scandinavian  descent 
and  less  common  in  blacks,  1415  al- 
though cases  in  blacks  have  been  re- 
ported.16,17 It  is  rarely  found  in  pa- 
tients under  50  years  of  age.  The  peak 
age  incidence  is  around  the  seven- 
tieth year.  Women  are  affected  twice 
as  often  as  men.  Polymyalgia  is  a fea- 
ture in  50  per  cent  of  patients.  In  an 
epidemiologic  study  in  Minnesota  a 
prevalence  of  GCA  of  133  per  100,000 
population.  50  years  of  age  and  older, 
was  found.18 

Pathology 

GCA  is  a systemic  vascular  disease 
originating  from  the  tunica  media. 
The  histopathologic  findings  are  in- 
flammation and  necrosis  of  the  media, 
fragmentation  of  the  internal  elastic 
membrane,  thickening  of  the  intima, 
and  eventual  obliteration  of  the  lumen 
of  the  vessel. 


The  inflammatory  cells  such  as  lym- 
phocytes, plasma  cells,  histiocytes,  ep- 
ithelioid cells  and  giant  cells  are  lo- 
cated on  either  side  of  the  fragmented 
and  distorted  internal  elastic  lamina. 
GCA  presents  a histophathologic  pic- 
ture of  a granulomatous  process. 
Electron  microscopic  examination  has 
revealed  that  giant  cells  lie  in  close 
proximity  to  the  fragments  of  the  dis- 
rupted internal  elastic  lamina.  The 
apperance  is  consistent  with  that  of 
a cell-mediated  immune  response  pos- 
sibly provoked  by  altered  elastic  tis- 
sue. The  aorta  is  frequently  involved 
with  resultant  aneurysms.  The  exter- 
nal and  internal  carotid  arteries  and 
the  vertebral  artery  may  be  involved. 
Occlusion  of  the  ophthalmic  or  cen- 
tral retinal  artery  leads  to  blindness. 
Involvement  of  iliac,  femoral,  mesen- 
teric and  coronary  arteries  may  cause 
ischemia  and  infarction. 

Symptomatology/ Physical  Findings 

The  symptoms  often  may  be  non- 
specific at  the  onset  and  may  be  limit- 
ed for  weeks  or  months  to  systemic 
symptoms  including  fever,  chills, 
sweats,  malaise,  fatigue,  weakness, 
anorexia  and  weight  loss. 


Headache  is  probably  the 
most  common  complaint  in 
temporal  arteritis,  and  is  pres- 
ent in  tivo  thirds  of  patients. 


A fever  of  unknown  origin  in  an 
elderly  patient,  accompanied  by  a very 
high  erythrocyte  sedimentation  rate, 
should  raise  the  strong  possibility  of 
temporal  arteritis.  Headache  is  prob- 
ably the  most  common  complaint  in 
temporal  arteritis,  and  is  present  in 
two  thirds  of  patient.  Swollen,  tender 
temporal  or  cranial  or  cervical  arteries 
may  be  present.  The  headache  is  usu- 
ally a severe,  boring  type  in  the  tem- 
poral area,  unilateral  or  bilateral.  It 
may  migrate  from  the  temporal  area 
to  the  neck  and  is  aggravated  by 
straining,  sneezing,  coughing  and 
chewing.  Pressure  on  the  vessels  will 
usually  make  the  headache  more  se- 
vere. Loss  of  vision  is  the  most  serious 
complication  and  may  be  caused  by 
occlusion  of  the  central  retinal  artery 
or  of  the  short  posterior  ciliary  arte- 
ries that  supply  the  optic  nerve.  Visual 
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loss  develops  in  about  20  per  cent  of 
cases.  Blindness  usually  develops  sud- 
denly without  warning  but  mild  visual 
disturbances  may  herald  total  vision 
loss. 


Loss  of  vision  is  the  most 
serious  complication  and  may 
be  caused  by  occlusion  of  the 
central  retinal  artery  or  of  the 
short  posterior  ciliary  arteries 
that  supply  the  optic  nerve. 


Intermittent  claudication  of  the 
jaws  and  tongue  upon  mastication  or 
talking  may  occur.  Also,  upper  or 
lower  extremity  claudication  may  de- 
velop. Careful  palpation  of  the  tem- 
poral and  occipital  arteries  is  essen- 
tial. When  the  involved  vessel  is  com- 
pressed against  the  underlying  cran- 
ium, the  vessel  cannot  be  flattened  to 
the  point  of  disappearance  in  many 
cases. 

Laboratory  Findings 

The  hallmark  of  GCA  is  a very  high 
erythrocyte  sedimentation  rate  (ESR) 
which  frequently  is  above  100  mm  by 
Westergren’s  method.  Hypo-prolifera- 
tive anemia,  decreased  albumin,  in- 
creased alpha-2  globulins,  fibrinogen, 
platelet  counts  and  alkaline  phospha- 
tase may  also  be  found.  GCA  in  pa- 
tients with  normal  ESRs  have  been 
described19  but  this  is  the  exception 
rather  than  the  rule. 

Diagnosis 

The  diagnosis  of  GCA  should  be 
considered  in  any  patient  over  the  age 
of  50  who  has  an  unexplained,  pro- 
longed fever,  anemia,  weakness,  ma- 
laise, anorexia,  headache,  transient  or 
sudden  loss  of  vision,  polymyalgia 


rheumatica  and  high  erythrocyte  sed- 
imentation rate. 

Diagnostic  temporal  artery  biopsy 
is  recommended  in  all  patients  sus- 
pected of  having  temporal  arteritis. 
An  adequate  sample  (up  to  6 cm) 
should  he  obtained,  and  many  sections 
should  be  studied  carefully.  The  in- 
flammation commonly  is  scattered 
randomly  in  “skip  lesions.”20  Nega- 
tive biopsy  findings  cannot  exclude 
the  diagnosis  of  GCA. 

T realm  ent 

As  soon  as  the  diagnosis  is  estab- 
lished, the  patient  should  be  given 
corticosteroid  treatment.  The  starting 
dose  is  45  to  60  mgm  of  prepnisone 
daily. 

After  clinical  and  laboratory  find- 
ings have  become  normal,  the  dose 
can  be  gradually  reduced.  The  main- 
tenance dose  is  usually  10  mgm  pred- 
nisone daily  but  many  patients  can 
stop  taking  steroids  after  one  to  two 
years. 
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President’s  Page 


Our  Public  Image 


There  is  a growing  and  healthy 
concern  in  the  profession  for  the 
way  physicians  are  perceived  by  the 
people  they  serve. 

The  clues  are  everywhere.  The 
Medical  Association  in  a neighboring 
state  has  embarked  on  an  elaborate 
campaign  which  has  as  one  of  its 
objectives  improving  behavioral  ap- 
proaches of  physicians  towards  pa- 
tients. The  Association  of  American 
Medical  Colleges  recently  published 
its  report  on  the  General  Professional 
Education  of  the  Physician  (GPEP 
Report)  in  which  it  repeatedly  em- 
phasized the  need  for  the  physician 
“to  develop  the  values  and  attitudes 
in-training  essential  for  members  of  a 
caring  profession,  and  to  contribute 
to  the  society  of  which  they  are  a 
part.” 

The  AMA  recently  conducted  an 
in-depth  survey  of  400  randomly  se- 
lected West  Virginians.  Physicians 
are  given  good  marks  for  ethical  stan- 
dards, medical  knowledge,  and  acces- 
sibility. We  are  rated  low  in  having 


too  much  concern  for  the  economics 
of  our  practice  and  too  little  concern 
for  the  patient’s  time  in  the  waiting 
room.  We  are  given  poor  marks  for 
not  spending  enough  time  communi- 
cating with  patients  about  their  prob- 
lems or  our  fees. 

Unfortunately,  public  relations 
groups  and  surveys  can’t  he  counted 
on  to  change  anything.  And,  as  a 
medical  educator,  I know  how  difficult 
it  is  for  institutions  to  be  certain  they 
are  selecting  caring  and  concerned 
medical  students.  It  may  be  possible 
for  medical  faculties  to  work  harder  at 
instilling  these  attitudes  in  their  train- 
ees. 

Most  of  our  acts  of  dedication  and 
commitment  to  our  patients  are  hid- 
den from  public  view.  This  is  as  it 
should  be. 

But  our  image  might  be  drama- 
tically improved  if  each  of  us  attempt- 
ed to  answer  the  question,  “What  can 
1 do  this  coming  year  that  would  bene- 
fit my  community?” 


We  could  take  a few  lessons  from 
our  spouses.  In  many  of  the  societies 
I have  visited,  the  Auxiliary  has  been 
significantly  involved  in  assisting  with 
important  community  concerns. 

Physicians  often  avoid  such  a pub- 
lic role,  preferring  to  maintain  a low 
profile.  There  is  no  better  time  than 
now  to  change. 


David  Z.  Morgan.  M.  D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


Message  Is  Clear:  Support  WESPAC 


As  physicians  continue  their  struggle 
to  find  legislative  relief  for  the  cur- 
rent professional  liability  insurance 
crisis  on  behalf  of  their  patients  and 
themselves,  the  importance  of  political 
action  continues  to  manifest  itself. 

In  a democratic  society,  elected  rep- 
resentatives are  called  upon  to  make 
legislative  decisions  which  impact 
upon  all  our  lives.  Many  times  these 
elected  officials  from  all  walks  of  life 
are  expected  to  make  decisions  on  is- 
sues about  which  they  really  know 
very  little.  It  is  the  role  of  those  who 
have  appropriate  information  about 
the  issue  to  share  that  information 
with  those  who  have  to  vote. 

Obviously,  any  issue  has  two  or 
more  sides.  Each  person  or  group 
with  a view  on  the  issue  has  the  task 
of  presenting  properly  persuasive 
arguments  for  adopting  his  view  on 
the  issue.  The  elected  have  to  decide 
how  much  of  what  they’re  told  is  fact 
or  fiction,  self-serving  or  in  the  true 
public  interest,  and  then  they  must 
decide  how  to  vote. 

Beyond  this  direct  legislative  edu- 
cational effort  undertaken  by  persons 
commonly  called  “lobbyists,”  our 
democratic  system,  in  addition  to  giv- 
ing each  citizen  a vote,  offers  financial 
incentives  to  help  support  our  candi- 
dates of  choice. 

Political  contributions  offer  the 
contributor  an  opportunity  to  gain  tax 
credits  when  filing  the  federal  income 
tax  return.  The  law  currently  permits 
an  individual  to  enter  one  half  of  his 
contribution  up  to  S50  ($100  on  joint 
return)  as  a credit  on  line  44  (1984 
tax  form).  While  the  law  permits  only 


a 50-per  cent  credit,  the  effect  for  the 
tax  payer  in  the  50-per  cent  tax 
bracket  is  doubled.  Thus  a $100  po- 
litical contribution  really  costs  the 
50-per  cent  taxpayer  nothing,  and 
even  a 25-per  cent  bracket  payer 
would,  in  effect,  actually  spend  only 
$25  net  to  make  a $100  contribution. 

An  excellent  way  to  make  your 
political  contribution  is  by  writing 
your  personal  check  to  WESPAC,  the 
political  action  arm  of  West  Virginia’s 
physicians.  A $100  contribution 
makes  you  a sustaining  member  of 
WESPAC-AMPAC  (the  AMA’s  poli- 
tical action  arm)  and  entitles  you  to 
wear  the  “99 + ” pin.  A $50  annual 
contribution  makes  you  a regular 
member  of  WESPAC-AMPAC.  Larger 
amounts  can  be  contributed. 

Remember,  checks  must  be  on 
your  personal  account  and  not  from  a 
corporate  account  if  the  money  is  to 
have  impact  in  terms  of  being  contrib- 
uted directly  to  a candidate  for  politi- 
cal office.  Federal  election  laws  forbid 
corporate  contributions  to  political 
candidates.  Any  money  coming  in  on 
corporate  checks  can  be  used  only  as 
“soft”  money,  i.e.,  for  educational 
purposes,  etc.  Obviously,  an  individ- 
ual cannot  claim  a personal  tax  credit 
for  a contribution  he  or  she  did  not 
make,  and  a corporation,  professional 
or  otherwise,  is  not  the  same  as  a per- 
son. 

The  WESPAC  Board  meets  period- 
ically to  consider  candidate  support 
and  determines  how  much  money  will 
be  given  to  which  political  candidates. 
WESPAC  is  bipartisan  and  supports 
candidates  from  both  political  parties 
for  House  and  Senate  races  on  the 


state  level  only.  National-level  Con- 
gressional and  Senate  races  are  sup- 
ported by  AMPAC  with  monies  col- 
lected in  West  Virginia  going  to 
support  selected  candidates  from  the 
state. 

Approximately  15  per  cent  of  the 
WVSMA  members  have  made  a 
WESPAC  contribution  in  1985.  Both 
WVSMA  leaders  and  WESPAC  board 
members  would  like  to  see  that  per- 
centage grow  considerably  in  the  com- 
ing months  as  we  move  into  the  pri- 
mary and  general  elections  this.  year. 
“While  a political  contribution  does 
not,  cannot  and  should  not  ‘buy’  a 
candidate  for  office,  it  does  indicate 
support  for  that  candidate  or  office- 
holder and  improves  relationships  and 
access  to  that  individual.”  notes  David 
Z.  Morgan,  M.D.,  WVSMA  President. 

“Since  so  much  of  what  happens  in 
medicine  is  controlled  externally  by 
the  decision  made  in  legislative  bodies, 
it  is  imperative  that  physicians  take 
a strong  interest  in  the  political 
process,”  Doctor  Morgan  continues. 
“This  means  not  only  financially  sup- 
porting candidates  who  are  philosophi- 
cally thinking  along  similar  lines, 
but  actively  involving  ourselves  in 
their  campaigns  through  distributing 
literature,  working  in  precincts,  lick- 
ing stamps,  answering  phones,  knock- 
ing on  doors  or  whatever  else  it 
takes.” 

Doctor  Morgan  shares  a view  which 
is  slowly  gaining  currency  in  medical 
circles  that,  ultimately,  the  only  way 
to  truly  influence  governmental  poli- 
cies is  to  seek  out,  support  and  elect 
candidates  who  are  committed  to  the 
same  philosophical  and  social  views 
of  those  doing  the  electing. 

Physicians  have  been  by  tradition 
virtually  apolitical  or  non-political  for 
the  most  part,  but  are  beginning  to 
realize  that  such  non-involvement  is 
costly.  “Sure,  the  physician’s  ox  is 
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being  gored  by  the  cost  of  professional 
liability  insurance,”  says  Doctor 
Morgan,  “but  to  say  that  physicians 
are  asking  for  special  treatment  under 
the  law  is  simply  not  true.  What  we 
are  seeking  is  relief  for  our  patients 
who  ultimately  pay  the  price  not  only 
for  expensive  insurance  and  the  court 
system  which  resolves  disputes,  but 
pays  in  loss  of  health  care  availability 
when  physicians  are  forced  to  no 
longer  offer  high-risk  services.” 


Looking  beyond  the  immediate  is- 
sues, physicians  must  continue  to  be 
involved  in  society’s  issues  and  be 
prepared  to  work  with  legislators  on 
a broad  range  of  matters  of  public 
interest.  “We  can’t  be  here  today  and 
gone  tomorrow,”  says  Doctor  Morgan. 
“We  must  be,  for  the  long  term, 
ready  to  offer  our  expertise  and  best 
opinions  for  the  good  of  the  patients 
and  public  we  serve  year  after  year. 


“We  can  and  will  do  all  the  lobby- 
ing necessary  to  convince  the  govern- 
ment ( state  or  federal ) of  the  validity 
of  our  positions  on  various  issues  and 
I believe  we  will  succeed,  but  the  ef- 
fort would  be  so  much  easier  if  we 
were  talking  to  politicians  whom  we 
know  personally  and  had  helped  elect 
in  the  first  place,”  Doctor  Morgan 
concludes. 

The  message  is  clear:  send  your 
WESPAC  contribution  today. 


Medicare’s  Prospective  Payment  System 


Editor’s  Note:  Reprinted  with  per- 
mission by  Blue  field  Daily  Telegraph 
I November  20,  1985,  Dave  Pedneau, 
columnist) . 

The  scene:  A hospital  room. 

The  time:  The  near  future. 

(A  physician,  accompanied  by  a 
nurse  carrying  a chart,  enters  the 
room  and  greets  the  patient,  an  elderly 
lady.) 

“How  do  we  feel  this  morning?”  the 
physician  asks. 

The  patient  manages  a smile. 
“Pretty  good.  A little  better  than 
yesterday.” 

The  doctor  asks  for  and  receives  the 
patient’s  charts.  He  studies  them. 
“Hmm,  I was  hoping  for  a little  more 
progress  in  your  case.” 

“Is  there  something  wrong?”  the 
woman  asks. 

“Well,  not  wrong,  at  least  not  medi- 
cally, but  you’re  just  not  making  the 
improvement  that  the  government  ex- 
pects.” 

The  patient  frowns.  “The  govern- 
ment?” 

The  doctor  nods,  still  intently  study- 
ing the  thick  packet  of  papers. 

“I  don’t  understand,  doctor,”  says 
the  patient.  “What’s  the  government 
have  to  do  with  it?” 

The  physician  shakes  his  head  and 
hands  the  charts  back  to  the  nurse. 
“The  government  says  you  should  be 
well  enough  to  leave  by  tomorrow.” 

“By  tomorrow?  I can’t  even  walk 
yet.” 


“Well,  that  may  be,  but  you  know 
for  your  particular  condition  . . .” 

The  patient’s  agitation  mounts. 
“But  the  government  isn’t  my  doctor. 
They  haven’t  even  been  in  to  examine 
me.” 

The  doctor  nods.  “I  understand, 
but  they  base  their  standards  on  pre- 
determined data.  For  your  condition, 
they  say  a stay  of  10  days  should  be 
sufficient.” 

“So  what  if  I’m  not  well  enough  in 
ten  days?” 

“Then  we  would  of  course  advise 
you  to  stay,”  the  doctor  says. 

“Well,  you  had  me  worried  for  a 
minute.” 

“Can  you  afford  it?”  asks  the  doc- 
tor. 

The  patient's  eyes  widen.  “Afford 
it?  I have  Medicare.” 

The  doctor  shakes  his  head.  “Not 
after  ten  days  you  don’t.  Now  we 
don’t  want  to  place  you  under  any 
stress,  so  try  not  to  concern  yourself, 
at  least  not  right  now.” 


If  the  above  scene  sounds  outrage- 
ous, it  should,  but  that  doesn’t  make 
it  any  less  of  a possibility.  In  fact,  in 
perhaps  less  dramatic  ways,  the  scene 
is  happening  right  now. 

In  an  effort  to  reduce  costs,  the 
Medicare  system  has  adopted  a pro- 
gram called  the  “prospective  payment 
system.”  or  PPS  to  the  bureaucrats. 
It’s  based  on  a concept  called  “diag- 
nostic related  groups”  or  DRG’s. 

What  do  all  these  initials  mean? 
To  be  blunt,  they  mean  a lot  of  misery 


and  worry  for  the  nation’s  senior  citi- 
zens. The  Medicare  system  has  de- 
cided that  patients  with  certain  condi- 
tions should  be  well  enough  to  leave 
hospitals  within  pre-established  time 
frames.  If.  according  to  government 
standards,  a condition  doesn’t  warrant 
hospitalization,  then  Medicare  will  re- 
fuse to  pay  for  any  hospitalization. 

Now  this  doesn’t  mean  that  a gov- 
ernment doctor  is  going  to  come  look 
at  a particular  patient.  At  the  initial 
determination,  the  decision  is  based 
on  general  assumptions  about  general 
conditions,  not  on  the  facts  of  a parti- 
cular case.  If  hospitals  or  doctors  or 
patients  feel  abused  by  the  system, 
there  does  appear  to  be  a series  of 
appeals  available,  assuming  the  pa- 
tient manages  to  live  that  long  without 
the  proper  medical  treatment. 

The  U.S.  Congress  adopted  the 
plan  to  reduce  Medicare  costs.  One  as- 
sumes that  the  plan  was  adopted  be- 
cause of  a belief  that  physicians  and 
hospitals  were  padding  hospital  stays 
and  admitting  patients  to  hospitals 
when  such  admissions  were  not  indi- 
cated. 

That  may  or  may  not  be  the  case, 
but  the  method  developed  to  combat 
that  assumption  causes  the  senior  citi- 
zens a lot  more  problems  than  it  causes 
the  medical  community.  Imagine  the 
dilemma  of  an  elderly  patient  who  is 
told  by  a doctor  that  he  or  she  needs 
to  be  hospitalized  but  is  also  told  at 
the  same  time  that  Medicare  may  dis- 
agree and  not  pay  for  that  hospital 
stay. 
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WV  Malpractice  Claims/Suit  Experience 
Revealed  By  WVSMA  Member  Survey 


(Pull  out  this  insert  for  convenient  reference) 


Purpose 

The  purpose  of  this  survey  was  to  gather  data 
concerning  professional  liability  insurance  prob- 
lems facing  physicians  in  West  Virginia.  This 
survey  attempted  to  identify  the  type,  and  num- 
ber, of  suits  filed  in  West  Virginia  as  well  as 
particular  trends  or  patterns  by  certain  variables 
such  as  specialty  or  geographic  region. 

The  survey  also  attempted  to  ascertain  the 
impact  the  professional  liability  problem  has  had 
on  the  actual  practice  of  West  Virginia  physi- 
cians and  the  type  and  quality  of  health  care 
they  provide. 

Methodology 

The  survey  was  conducted  by  written  question- 
naire. The  questionnaire  was  mailed  to  each 
active,  full  dues-paying  member  of  the  West  Vir- 
ginia State  Medical  Association.  Approximately 
two  weeks  were  allowed  for  the  return  of  the 
completed  questionnaire. 

Percentages  in  this  report  have  been  rounded 
to  the  nearest  per  cent  (in  most  instances); 
consequently,  totals  may  not  he  exactly  100%. 

Sample  Characteristics 

Questionnaires  were  mailed  to  1,850  West 
Virginia  doctors.  Slightly  more  than  50% 
returned  completed  questionnaires.  This  high 
rate  of  return  provides  us  with  data  that  has 
a degree  of  accuracy  of  plus  or  minus  2.2%  at 
the  95%  confidence  interval. 


Of  those  returning  questionnaires,  less  than 
1%  were  30  years  old  or  under,  24%  were 
between  31  and  40  years  old,  35%  were  in  the 
41-50  category,  nearly  22%  fell  between  51  and 
60  years  of  age,  and  18%  were  over  60  years 
old. 

Men  accounted  for  87  % of  the  returns,  women 
8%,  and  5%  did  not  respond  to  this  question. 

The  state  was  divided  into  eight  different 
regions  to  assist  us  in  our  analysis.  The  counties 
in  each  region  may  be  found  in  Appendix  A of 
this  report.  Approximately  30%  of  the  respond- 
ents were  in  Region  #1,  5%  in  Region  #2, 
5%  in  Region  #3,  16%  in  Region  #4,  15% 
in  Region  #5,  11%  in  Region  #6,  7%  in 
Region  #7,  2%  in  Region  #8,  and  9%  did  not 
answer  this  question. 

Respondents  were  asked  to  name  the  country 
of  the  medical  school  from  which  they  graduated. 
The  USA  was  named  by  68%  while  30%  indi- 
cated a foreign  country.  Approximately  17% 
said  they  graduated  in  1950  or  before,  nearly 
one-fourth  said  they  graduated  between  1951-60, 
33%  said  they  graduated  from  medical  school 
between  1961-70,  18%  between  1971-75,  7.5% 
between  1976-80,  and  less  than  1%  from  1981 
to  the  present. 

When  asked  to  list  their  specialty,  16%  named 
family  or  general  practice,  18%  internal  medi- 
cine, 20%  surgery,  6%  pediatrics,  7%  OB-GYN, 
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3%  anesthesiologists,  13%  radiology /patho- 
logy /psychiatry,  and  17%  some  other  specialty. 

Of  those  responding,  71%  said  they  were 
board  certified,  21%  were  hoard  eligible,  and 
8%  were  neither. 

The  respondents  were  nearly  evenly  divided 
between  group  (47%  ) and  solo  (50%  ) practice. 

Findings 

Some  45%  of  1,033  physicians  responding  to 
a WVSMA  poll  sent  to  1,850  active,  dues-paying 
members  indicated  they  have  been  sued  one  or 
more  times  in  their  practice  career  to  date. 

The  numbers  of  suits  is  showing  a steady  in- 
crease as  illustrated  in  the  following  table. 

TABLE  I 

Suits  Filed  by  Year 


1975  or  before 

16% 

1976-80 

24% 

1981-83 

37% 

1984-Sept.  ’85 

24% 

It  is  instructive  to  note  that  fully  61%  of  all 
suits  reported  by  West  Virginia  physicians  have 
been  filed  since  1981.  Also  noteworthy  is  the 
fact  that  the  21-month  period  from  January, 
1984,  through  September  of  1985  generated  as 
many  suits  as  the  entire  five-year  period,  1976- 
80.  Clearly  more  patient-physician  encounters 
are  generating  lawsuits  today  than  ever  before. 

Reasons  for  bringing  claims  are  spread  among 
six  categories  plus  the  catch-all  “other”  as  a 
seventh  category.  The  most  common  reason  for 
which  the  claim  was  brought  was  “bad  result” 
(31%)  which  would  tend  to  support  the  theory 
that  many  claims  are  based  on  a “maloccurrence” 
rather  than  true  “malpractice,”  that  is,  the  pa- 
tient is  simply  unhappy  with  the  result  of  the 
medical  encounter  rather  than  truly  alleging  that 
the  doctor  truly  did  something  wrong,  i.e., 
“malpracticed”  in  the  situation. 

TABLE  n 

Grounds  on  Which  Suit  was  Based 


Bad  result  31% 

Failure  to  diagnose 22% 

Failure  to  follow  standard  of  care 13% 

Inappropriate  Rx 8% 

Failure  to  get  informed  consent  5% 

Abandonment  2% 

Other  19% 


When  the  data  was  analyzed  for  numbers  of 
suits,  it  became  apparent  that  the  vast  majority 
of  physicians  reporting  having  been  sued  had 
had  only  one  suit  (264)  while  15  reported 
having  been  sued  5 or  more  times. 


TABLE  III 

Numbers  of  Suits  Reported 


Times  Sued  Number  of  Doctors 

Total  Suits 

1 

264 

264 

2 

108 

216 

3 

50 

150 

4 

24 

96 

5 or  more 

15 

75 

TOTAL 

461 

801 

When  the  data 

is  analyzed 

for  suits  by 

specialty,  the  following  picture  emerges 

(Table 

IV). 

TABLE  IV 

Suits  By  Specialty 

Never 

Specialty 

Sued 

Sued 

Total 

% Sued 

Family  Physicians  

52 

115 

167 

31% 

Internal  Medicine  

54 

122 

176 

31% 

All  Surgeons  

131 

62 

193 

68% 

Pediatrics  

......  22 

44 

66 

33% 

OB-Gyn  

56 

16 

72 

78% 

Anesthesiology 

11 

16 

27 

40% 

Radiology/  pathology/ 

psychiatry  

......  53 

82 

135 

39% 

All  Others  

79 

97 

176 

44% 

In  relation  to  the  above  table,  a further  break- 
down of  the  data  indicates  that  physicians  in 
the  higher  risk  specialties  are  more  apt  to  have 
multiple  suits.  Of  interest  as  well  is  the  number 
of  cases  where  the  doctor  has  been  exonerated 
of  malpractice  by  a finding  of  “not  guilty.” 
While  it  is  difficult  to  draw  any  firm  conclusions 
from  such  a finding,  there  is  reason  to  think  that 
many  of  the  actions  brought  are  perhaps  without 
merit  and  are  frivolous  or  nuisance  in  nature. 

Among  family  physicians,  for  example,  only 
eight  report  having  been  sued  twice,  and  one 
had  three  suits.  Thirteen  (25%)  of  the  total  52 
family  physicians  reporting  suits  won  “not 
guilty”  verdicts. 

Sixteen  internists  were  sued  twice,  and  one 
three  times  while  the  rest  reported  only  one  suit. 
Internists  collectively  were  exonerated  12  times 
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with  “not  guilty”  verdicts  including  two  who 
each  won  two  such  verdicts. 

Of  the  22  pediatricians  reporting  suits,  only 
four  had  been  sued  twice,  and  four  cases  resulted 
in  acquittals. 

Among  surgeons  of  all  types  responding,  53 
reported  one  suit,  38  had  two  suits,  19  had  three 
suits,  12  had  four  suits  and  9 had  five  suits. 
Collectively,  48  of  these  claims  resulted  in 
exoneration  including  one  surgeon  who  won  “not 
guilty”  verdicts  all  five  times  he  was  sued. 

A total  of  72  obstetrician-gynecologists  re- 
sponded to  the  survey  out  of  a total  of  127  known 
members  of  the  WV  Chapter  of  the  American 
College  of  Obstetricians/ Gynecologists.  Col- 
lectively, they  accounted  for  125  of  the  801 
suits  reported  in  the  survey.  Nineteen  of  them 
have  had  only  one  suit;  15  have  been  sued 
twice;  14  have  been  sued  three  times;  6 of  them 
have  been  sued  four  times  and  two  have  been 
sued  five  times  each.  Together,  OB-GYNs  have 
won  25  acquittals  in  the  125  suits  in  which  they 
were  named. 

Only  two  anesthesiologists  reported  having 
two  suits  while  one  has  had  three  suits.  Three 
anesthesia  cases  have  produced  findings  of  “not 
guilty.” 

Among  radiologists,  pathologists  and  psychi- 
atrists who  were  grouped  together  as  being  pri- 
marily class  I insurance  risks,  there  were  11  who 
had  experienced  two  suits,  five  who  have  had 
three  suits  and  three  who  have  had  four  suits. 
Collectively,  this  group  has  been  exonerated  24 
times  in  83  suits. 

All  other  physicians  responding  together  had 
only  14  who  were  sued  twice,  nine  sued  three 
times,  three  sued  four  times  and  four  sued  five 
times.  Collectively,  this  group  has  been  exoner- 
ated 29  times  including  one  doctor  who  has 
won  all  four  of  his  cases. 


Based  on  the  rounded  figures  and  percentages 
obtained  from  the  reported  data,  some  300  of 
the  800  cases  reported  are  still  pending  in  some 
stage  of  litigation. 

Reported  settlements  number  288  while  178 
cases  went  to  a jury.  Of  the  jury  cases,  158 
resulted  in  acquittals  while  20  provided  a jury 
award. 


TABLE  V 

Suits  by  Disposition  and  Award 


Settlement 
(out  of  court) 

To  Jury 

Award  Acquittal 

Percentage  Disposed  * 

62% 

4% 

34% 

Range  of  Award: 

$ 0-$  25,000 

58% 

40% 

$ 25,001-$  50,000 

16% 

15% 

— 

$ 50,001-$  100,000  . 

14% 

10% 

— 

$100,001-$  500,000 

8% 

15% 

— 

$500,001-$1,000,000 

4% 

5% 

— 

Over  $1,000,000  

1% 

15% 

— 

To  determine  independent  of  insurance  com- 
pany data  the  probable  payout  made  by  insurers 
on  behalf  of  West  Virginia  physicians,  the  above 
percentages  are  related  to  the  previous  table  indi- 
cating numbers  of  suits  and  the  mathematical 
calculations  are  presented  herewith. 

In  studying  these  figures  it  should  be  noted 
that  the  low  range  amount  would  be  skewed 
considerably  by  those  jury  awards  and  settle- 
ments made  prior  to  1980  when  the  majority  of 
the  cases  tended  to  be  concluded  for  amounts 
under  $100,000. 

The  great  concern  remains  the  ever-increasing 
numbers  of  suits  and  claims  and  the  dramatically 
increasing  size  of  the  awards.  Recent  reports  in 
the  literature  from  Jury  Verdicts  Research  out 
of  Solon,  Ohio,  indicate  that,  on  average,  one 
million-dollar  jury  award  is  being  made  per  week 
in  the  U.S.  Other  figures  indicate  that  the  aver- 
age court  award  is  now  at  $950,000. 
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TABLE  VI 

Range  of  Payouts  for  Settlements  and  Jury  Awards 


Dollar  Value  of  Settlements 


% 

No. 

Payout  would  be  between- 

58% 

(175) 

between 

$0-$25,000 

$0  -$  4,375,000 

16% 

(48) 

$25,000-$50,000 

$ 1,200,000-$  2,400,000 

14% 

(42) 

» 

$50,001-$ 100,000 

$ 2,100,000-$  4,200,000 

8% 

(24) 

$100,001-$500,000 

$ 2,400, 000-$12, 000, 000 

4% 

(12) 

99 

$50,001-$1,000,000 

$ 6,000, 000-$12, 000, 000 

1% 

(3) 

over 

$1,000,000 

Dollar  Value  of  Jury  Awards 

TOTAL 

Average 

$ 3,000,000-$  ?????? 
$14,700,000-$37,975,000 
$48,355  -$111,176 

40% 

(8) 

between 

$0-$25,000 

$0  -$  200,000 

15% 

(3) 

» 

$25,001-$50,000 

$ 75,000-$  150,000 

10% 

(2) 

99 

$50,001-$100,000 

$ 100,000-$  200,000 

15% 

(3) 

» 

$100,001-$500,000 

$ 300,000-$  1,500,000 

5% 

(1) 

» 

$500,001-$1,000,000 

$ 500,000-$  1,000,000 

15% 

(3) 

over 

$1,000,000 

TOTAL 

Average 

$ 3,000,000-$12,000,000' 
$ 3,975,000-$15,050,000 
$198,750  -$752,500 

"Includes  known  $10,000,000  jury  award  in  Southern  West  Virginia 


When  added  together,  settlements  and  awards 
total  an  amount  somewhere  between  $18,675,000 
on  the  minimum  side  to  perhaps  as  much  as 
$52,000,000  on  the  maximum  side.  The  actual 
payout  is  somewhere  between  the  two  extremes, 
with  the  best  educated  guess  to  be  around  the 
$30,000,000  mark. 

It  is  important  to  note  that  the  figures  pre- 
sented here  do  not  include  defense  costs  and  are 
based  on  reported  data  from  physicians  and  not 
from  the  insurance  companies  themselves.  Con- 
servatively estimating,  defense  costs  could  add 
an  additional  $8,000,000  to  the  payout  picture 
if  they  follow  the  national  average  of  25  per 
cent.  Defense  costs  are  incurred,  of  course,  on 
every  case  whether  or  not  there  is  a jury  award 
or  settlement. 

One  must  also  note  that  the  data  here  and 
the  projected  payouts  are  based  only  on  the  ex- 
perience reported  in  the  survey.  Assuming  that 


physicians  not  responding  (whether  WVSMA 
members  or  not)  have  a similar  experience  and 
claim  ratio,  it  is  possible  to  project  perhaps 
again  as  much  payout  for  the  additional  exposure 
represented.  Or  the  converse;  if  the  data  report- 
ed here  represented  the  sum  total  of  all  lawsuits 
ever  filed  against  physicians  in  West  Virginia, 
the  picture  is  sufficiently  adequate  to  illustrate 
that  insurers  in  West  Virginia  have  paid  out 
sums  in  excess  of  the  money  available  to  pay 
claims  from  premium  monies  collected. 

Effects  of  Liability  Problem 

An  overwhelming  majority  of  the  responding 
doctors  (70%)  believed  that  the  professional 
liability  insurance  crises  has  affected  their 
practice  in  some  way.  The  following  table  out- 
lines by  each  category  and  by  multiple  actions 
taken  or  considered,  the  various  ways  these 
doctors  have  altered  their  practice  in  response 
to  the  liability  crises. 
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TABLE  Vn 

How  Liability  Problem  Affected  Practice 

Total  Actions 
Each  Taken  or 
Category  Considered 


Increased  testing  (defensive 

medicine)  56%  34% 

Reduced  risk  exposure 

procedures  - 40%  24% 

Considering  leaving  West  Va.  ...  23%  14% 

Declining  to  provide  Medicaid 

services  18%  11% 

Reduced  coverage  to  save 

premium  dollars  14%  9% 

Limiting  new  patient  access  14%  8% 


Age 

The  age  distribution  of  the  respondents  ap- 
pears to  follow  a fairly  normal  curve. 

The  only  apparent  difference  in  age  by  region 
is  that  Region  # 1 has  fewer  physicians  over  60 
years  old  than  the  average,  and  Region  #6  has 
more  than  the  average  over  60  years  old. 

The  only  major  difference  in  specialty  and  age 
group  is  that  more  (7%)  31  to  40-year-old 
doctors  specialize  in  internal  medicine  that  the 
average  for  all  age  groups,  6%  fewer  doctors 
specialize  in  family  practice  in  the  41-50  age 
group,  and  8%  more  doctors  60  and  over  are  in 
family  practice  than  the  average  for  all  age 
groups. 

There  appears  to  be  a greater  percentage  of 
physicians  graduated  from  US  medical  schools 
in  the  31-40  and  60+  age  groups,  while  a 
greater  percentage  of  foreign-graduated  doctors 
appears  in  the  41-50  age  group  than  the  average. 
Also,  as  the  age  of  the  physician  gets  younger, 
the  per  cent  that  are  board  certified  gets  greater. 
Of  all  age  groups,  the  41-50  age  group  has  the 
highest  number  ( 57  % ) in  group  practice. 

When  asked  if  they  had  ever  been  sued,  the 
51-60  age  group  responded  in  the  affirmative 
most  often  with  54%.  The  31-40  age  group  had 
the  fewest  suits. 


TABLE  vra 
Physicians  Sued  by  Age 


Sued 

Not  Sued 

30  years  old  or  under" 

33% 

67% 

31-40  years  old 

28% 

69% 

41-50  years  old 

50% 

49% 

51-60  years  old 

54% 

44% 

Over  60  years  old 

45% 

55% 

"represents  less  than  1%  of  respondents  (3  responses); 
thus,  percentages  for  this  age  group  are  fairly  meaningless. 


There  was  no  significant  difference  by  age 
group  and  the  number  of  times  they  were  sued 
compared  to  the  total  survey  average. 

The  31-40  age  group  appeared  to  be  less 
willing  to  agree  to  an  out-of-court  settlement 
(52%  to  the  overall  average  of  62%)  and 
consequently  were  acquitted  46%  of  the  time 
compared  to  the  total  survey  average  of  34%. 
Additionally,  only  2%  of  the  suits  in  this  age 
bracket  received  jury  awards,  compared  to  4% 
of  all  suits  disposed  of  in  the  total  survey.  Also, 
of  all  suits  filed  against  physicians  in  this  age 
group,  60%  were  still  pending  compared  to  39% 
for  the  total  survey. 

The  51-60  age  group  agreed  to  out-of-court 
settlements  more  often  with  70%  compared  to 
the  survey  average  of  62%.  27%  were  acquitted 
compared  to  34%  for  the  survey  average.  This 
group  also  had  only  29%  of  the  total  suits  filed 
against  them  still  pending  compared  to  39%  for 
the  overall  survey. 

The  60+  age  group  differed  only  slightly 
from  the  whole  with  57%  agreeing  to  out-of- 
court  settlements  and  7%  of  the  suits  disposed 
of  involving  jury  awards,  although  this  is  not  a 
significant  difference.  However,  this  age  group 
only  had  23%  of  their  total  suits  still  pending 
compared  to  39%  for  the  total  survey. 

Each  age  group  paralleled  fairly  closely  the 
average  for  the  total  survey  in  the  number  that 
believed  the  professional  liability  insurance 
crises  has  affected  their  practice.  The  older  the 
physician  the  less  he  considered  leaving  West 
Virginia  as  an  alternative;  however,  7%  more 
physicians  in  the  31-40  age  group  said  they  were 
considering  leaving  the  state.  This  translates 
into  a 30%  greater  possibility  of  a young  doctor 
in  his/her  30s  leaving  the  State  than  for  the 
average  for  all  age  groups. 

Those  in  the  31-40  range  were  less  inclined 
to  reduce  risk-exposure  procedures,  while  those 
over  60  were  more  inclined. 

Sex 

Not  surprisingly,  the  number  of  females 
responding  to  the  survey  increases  as  the  age 
group  gets  younger.  There  are  no  significant 
differences  by  region,  except  there  are  slightly 
more  females  in  Region  # 6 than  the  overall 
average. 

There  are  significantly  fewer  women  than  the 
average  for  the  specialties  of  internal  medicine 


The  West  Virginia  Medical  Journal 


5 


I 10%  compared  to  18%  for  all  physicians)  and 
surgery  (10%  to  19%).  However,  there  were 
nearly  twice  as  many  women  as  a per  cent  in 
anesthesiology,  and  there  were  nearly  three  times 
as  many  women  than  the  overall  average  in 
pediatrics  (21%  to  7%). 

There  was  a lower  percentage  of  women 
graduated  from  US  medical  schools  (56%  ) than 
men  (70%).  More  male  physicians  were  board 
certified  than  female  (72%  to  61%)  but  more 
female  physicians  were  board  eligible  than  male 
(32%  to  20%).  Approximately  9%  more 
women  were  in  group  practice  than  men  (56% 
to  47%). 

Male  physicians  were  sued  much  more  fre- 
quently (45%)  than  their  female  counterparts 
(28%  ).  There  were  no  major  differences  in  the 
grounds  on  which  the  suits  were  filed  by  sex. 
Men  considered  the  professional  liability  in- 
surance crises  as  having  affected  their  practice 
more  often  (72%)  than  women  (59%). 

Region 

There  was  no  significant  difference  in  the 
regions  until  it  came  to  the  per  cent  graduated 
from  US  or  foreign  medical  schools. 


TABLE  IX 

Country  of  Medical  School  by  Region 


U.S. 

Foreign 

Region  #1  _____ 

...  73% 

25% 

Region  #2  



76% 

22% 

Region  #3  ..... 



...  69% 

30% 

Region  #4  

_ 51% 

47% 

Region  #5  

...  74% 

23% 

Region  #6  

80% 

19% 

Region  #7  

...  . 

68% 

31% 

Region  #8  ..... 

— 

62% 

38% 

Table  X shows  the  regional  breakdown  of  per- 
centage of  physicians  who  have  been  sued. 

TABLE  X 

Physicians  Sued  by  Region 


Sued  Not  Sued 


Region  #1 

...  38% 

60% 

Region  #2  .... 



50% 

45% 

Region  #3  .... 

...  33% 

65% 

Region  #4  .___ 



48% 

51% 

Region  #5  ... . 

...  51% 

49% 

Region  #6  ____ 

...  49% 

49% 

Region  #7  .... 

50% 

49% 

Region  #8 

.__  43% 

57% 

It’s  clear  that  the  fewest  number  of  suits  were 
filed  in  Regions  #1  and  3,  followed  closely  by 
Region  #8.  The  frequency  of  suits  was  spread 
fairly  evenly  over  the  other  regions  of  the  state. 

The  largest  percentage  of  physicians  who  felt 
the  professional  liability  insurance  crises  had 
affected  their  practice  (81%)  were  in  Region 
#4,  and  the  lowest  percentage  (62%)  was  in 
Region  #1. 

Specialty 

Women  were  found  more  often  than  the  over- 
all average  in  pediatrics  and  anesthesiology. 

The  following  table  shows  the  percentage  of 
physicians  graduated  from  US  or  foreign  medi- 
cal schools  by  specialty. 


TABLE  XI 

Country  of  Medical  School  by  Specialty 


U.S. 

Foreign 

Family  practice  or  general 

practice  

._  75% 

24% 

Internal  medicine 

75% 

23% 

Surgery  

61% 

36% 

Pediatrics  

_ 55% 

40% 

OB-GYN  

. 69% 

27% 

Anesthesiology  

..  50% 

50% 

Radiology /Pathology/Psychiatry 

68% 

29% 

Other  

..  70% 

28% 

The  specialty  category 

labeled 

Radiology/ 

Pathology /Psychiatry  had  the  highest  percentage 
of  board-certified  physicians  at  85%,  followed  by 
OB-GYN  (80%)  and  surgery  (78%).  The 
specialty  category  with  the  highest  percentage 
board  eligible  was  family  practice  with  15%. 
Family  practice  was  also  the  specialty  with  the 
highest  percentage  (33%)  neither  board  certi- 
fied nor  board  eligible. 

The  following  table  shows  the  percentage  of 
physicians  sued  by  specialty. 


TABLE  XII 

Physicians  Sued  by  Specialty 


Sued 

Not  Sued 

Family  practice  or  general 

practice 

31% 

68% 

Internal  medicine  

30% 

67% 

Surgery  

. 67% 

32% 

Pediatrics  

33% 

66% 

OB-GYN  

_ 77% 

22% 

Anesthesiology  

. 39% 

57% 

Radiology/Pathology/Psychiatry 

39% 

60% 

Other 

44% 

55% 
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It  is  clear  from  the  table  above  that  the 
specialties  of  surgery  and  OB-GYN  are  the 
specialties  being  sued  most  often.  And  as  one 
could  anticipate,  the  doctors  in  these  two 
specialties  had  the  highest  percentage  that  be- 
lieved that  the  professional  liability  insurance 
problem  had  affected  their  practice  with  82%  of 
the  surgeons  and  89%  of  the  OB-GYNs  respond- 


ing affirmatively.  The  radiology /pathology  / 
psychiatry  group  and  the  anesthesiologists  had 
the  lowest  percentage  with  52%  and  53%, 
respectively. 

A whopping  58%  of  the  OB-GYNs  said  they 
were  considering  leaving  West  Virginia,  as  were 
32%  of  the  surgeons. 


TABLE  Xm 

How  Liability  Problem  Affected  Practice  by  Specialty 


Reduced  Considering  Decline  to 

Risk  Leaving  Limit  Provide  Has 

Reduced  Exposure  Increased  West  New  Medicaid  Affected 

Coverage  Procedures  Testing  Virginia  Patients  Services  Practice 


F/PorG/P 19%  57%  65%  17%  19%  17%  78% 

Internal  Medicine 7%  28%  54%  15%  12%  19%  65% 

Surgery  18%  55%  67%  32%  20%  25%  82% 

Pediatrics  13%  36%  57%  24%  12%  16%  64% 

OB-GYN  . ....  34%  36%  78%  58%  19%  41%  89% 

Anesthesiology  14%  18%  29%  18%  0%  0%  54% 

Radiology/Pathology/Psychiatry  3%  22%  32%  13%  2%  2%  52% 

Other 14%  44%  56%  24%  14%  17%  69% 


Country  of  Medical  School 

There  was  no  real  difference  between  men  and 
women  and  the  country  of  their  medical  school. 
There  was  a significant  difference  in  that  of  those 
graduated  by  a US  medical  school,  77%  were 
board  certified,  14%  board  eligible  and  8% 
neither.  Of  those  graduated  by  a foreign  medi- 
cal school,  57%  were  board  certified,  34% 
board  eligible  and  7%  neither. 

There  was  no  meaningful  difference  between 
the  two  categories  in  the  percentage  having  been 
sued  with  45%  and  43%  responding  yes.  Nor 
was  there  a difference  in  number  of  times  sued. 

Again,  in  suits  actually  disposed  of,  and  suits 
still  pending  from  all  suits  filed,  there  was  no 
significant  difference  between  the  two  groups. 


TABLE  XIV 

Suits  by  Disposition  by  Country  of  Medical  School 


U.S. 

Foreign 

Settlement 

.....  61% 

64% 

Jury  award 

4% 

4% 

Acquitted  

35% 

32% 

Still  pending 

38% 

40% 

Approximately  70%  of  both  groups  also  felt 
that  the  professional  liability  insurance  crises 
had  affected  their  practice. 


Medical  Certification 

The  following  table  shows  the  slight  dif- 
ferences between  those  physicians  sued  and  the 
type  of  medical  certification  they  have. 

TABLE  XV 

Physicians  Sued  by  Medical  Certification 


Sued 

Not  Sued 

Board  certified  

......  48% 

51% 

Board  eligible 

— 

___. 

.....  39% 

57% 

Neither  

.....  31% 

69% 

There  were  no  other  significant  differences 
according  to  medical  certification. 


Group  or  Solo  Practice 

There  were  very  few  meaningful  differences 
between  these  two  categories. 

For  those  doctors  in  group  practice,  76%  were 
graduated  from  a US  medical  school,  compared 
to  60%  of  those  in  a solo  practice.  Additionally, 
84%  of  those  in  a group  practice  were  board 
certified,  12%  board  eligible  and  3%  neither. 
This  compared  to  58%  board  certified,  29% 
board  eligible  and  13%  neither  for  those  having 
a solo  practice. 
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There  was  no  real  difference  in  the  percentage 
that  had  been  sued  in  either  category  (47%  to 
43%). 

Physicians  Sued 

The  only  noticeable  variance  with  those 
physicians  sued,  and  those  not  sued,  was  that 
80%  of  the  physicians  who  had  been  sued  felt 
the  professional  liability  insurance  problem  had 
affected  their  practice,  compared  to  62%  of 
those  physicians  who  had  not  been  sued. 

Also,  those  physicians  who  had  been  sued 
were  considering  leaving  the  state  at  twice  the 
percentage  of  non-sued  physicians  (32%  to 
16%). 

CONCLUSIONS: 

Nearly  two  thousand  questionnaires  were 
mailed  to  members  of  the  West  Virginia  State 
Medical  Association  and  over  50%  (1,033) 
completed  and  returned  the  questionnaires.  This 
exceptionally  high  rate  of  return  is  a clear  indi- 
cation of  how  seriously  the  physicians  in  West 
Virginia  view  the  problem  of  professional 
liability  insurance  and  rising  premiums. 

One  must  be  cautious  in  reviewing  this  data, 
however,  as  those  who  have  been  sued  are 
probably  more  likely  to  complete  and  return 
this  type  of  questionnaire. 

There  is  a clear  trend  of  an  increasing  num- 
ber of  suits  being  filed  with  each  passing  year, 
and  with  45%  of  the  responding  physicians 
indicating  they  had  been  sued  at  least  once, 
there  is  ample  evidence  of  the  size  and  serious- 
ness of  the  problem  and  the  escalating  trend 
that  is  continuing. 

It  is  vitally  important  that  all  parties  interested 
in  the  professional  liability  problem  for  physi- 
cians note  that  only  4%  of  the  suits  that  were 
actually  disposed  of  involved  a jury  award,  62% 
were  by  out-of-court  settlement,  and  slightly 
over  one-third  of  these  disposed  of  suits  were 
acquitted. 

This  acquittal  figure,  if  accurate,  represents 
a tremendous  amount  of  financial  strain  and 
emotional  stress  for  naught.  It  should  also  be 
noted  that  over  one-half  the  jury  awards  were 
for  less  than  $50,000.00,  as  were  nearly  three- 
fourths  of  those  cases  settled  out  of  court. 

The  grounds  upon  which  a suit  was  most  often 
filed  was  “bad  result”  followed  by  “failure  to 


diagnose.’  OB-GYNs  and  surgeons  were  sued 
most  often,  while  70%  of  all  physicians  felt  the 
professional  liability  insurance  problem  had 
affected  their  practice,  with  “increased  testing 
(defensive  medicine)”  and  “reduced  risk  ex- 
posure procedures”  leading  the  list  of  affected 
areas  of  practice. 

It  is  most  telling  that  70%  of  OB-GYNs,  and 
67%  of  surgeons,  having  been  sued,  that  over 
one-half  of  all  OB-GYNs  and  one-third  of  the 
surgeons  are  considering  leaving  the  state. 

There  is  also  some  evidence  that  for  those 
physicians  less  willing  to  agree  to  an  out-of-court 
settlement,  their  chances  for  acquittal  increases, 
as  with  the  31-40  year  old  age  group. 

As  a percentage,  the  number  of  female  physi- 
cians increased  as  the  age  of  the  physician(sl 
decreased.  Women  accounted  for  nearly  three 
times  the  average  in  the  specialty  of  pediatrics 
and  twice  the  average  in  anesthesiology.  There 
were  significantly  fewer  women  in  the  specialties 
of  internal  medicine  and  surgery. 

Male  physicians  were  sued  much  more 
frequently  than  female,  but  there  were  no  major 
differences  between  the  two  concerning  the 
grounds  upon  which  the  suits  were  filed. 

Region  #4  had  the  highest  percentage  of 
foreign  graduated  doctors  with  47%,  followed 
by  Region  #8  with  38%.  Regions  #5,  7,  2,  6 
and  4 had  the  highest  percentage  of  physicians 
sued,  with  Regions  #3  and  1 the  lowest  per 
cent. 

It  is  apparent  from  Table  XII  that  the  pro- 
fessional liability  insurance  problem  has  affected 
to  one  degree  or  another  nearly  every  area  of 
a physician’s  practice.  Defensive  medicine,  or 
increased  testing,  and  reduced  risk  exposure  pro- 
cedures are  the  two  most  heavily  affected  areas. 

It  was  also  clear  that  there  were  no  significant 
differences  in  per  cent  of  physicians  sued,  or 
disposition  of  suits,  between  graduates  of  US  or 
foreign  medical  schools. 

There  is  no  doubt  that,  according  to  the  one 
thousand  and  thirty-three  physicians  responding 
to  the  survey,  the  professional  liability  insurance 
problem  for  physicians  is  a crisis  and  is  growing 
more  intense  with  each  passing  year.  This  is 
underscored  by  the  fact  that  nearly  one-fourth 
of  all  the  physicians  surveyed  said  they  are  con- 
sidering leaving  the  State  of  West  Virginia. 
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APPENDIX  A 


Region  #1 

Region  #2 

Brooke 

Berkeley 

Hancock 

Grant 

Harrison 

Hampshire 

Marion 

Hardy 

Marshall 

Jefferson 

Monongalia 

Mineral 

Ohio 

Morgan 

Preston 

Pendleton 

Wetzel 

Region  #5 

Region  #6 

Kanawha 

Cabell 

Clay 

Lincoln 

Mason 

Putnam 

Wayne 

Region  #3 

Region  #4 

Barbour 

Boone 

Greenbrier 

F ayette 

Pocahontas 

Logan 

Randolph 

McDowell 

Taylor 

Mercer 

Tucker 

Mingo 

Monroe 

Raleigh 

Summers 

Wyoming 

Region  #7 

Region  #8 

Calhoun 

Braxton 

Doddridge 

Gilmer 

Jackson 

Lewis 

Pleasants 

Nicholas 

Ritchie 

Upshur 

Roane 

Webster 

Tyler 

Wirt 

Wood 
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A great  many  people  have  worked 
faithfully  for  many  years  to  have  a 
little  money  with  which  they  can  en- 
joy their  retirement.  Congress  comes 
along  and  with  one  thoughtless  piece 
of  legislation  wipes  out  those  hopes. 

By  some  means  this  nation  needs 
desperately  to  tackle  rising  medical 
costs.  Perhaps  the  medical  commu- 
nity is  guilty  of  gouging  Medicare. 
But  to  devise  this  type  of  nonsensical 
plan  to  address  the  problem  borders 
on  the  criminal  neglect  of  our  senior 
citizens. 

If  most  of  us  are  lucky,  we’ll  get  to 
be  senior  citizens  one  day.  Do  we 


want  to  be  faced  with  such  cruel, 
bumbling  bureaucratic  schemes  when 
we  reach  our  “golden  years”? 

Physicians  claim  that  the  new 
Medicare  program  denies  them  the 
right  and  ability  to  exercise  their  medi- 
cal judgments.  Those  who  initated  the 
plan  will  probably  argue  that  the  lack 
of  good  medical  judgment  prompted 
the  new  plan.  That’s  a high-powered 
debate  that  deserves  to  be  settled,  but 
as  we  debate  that  issue  we  shouldn’t 
be  imposing  the  punishment  for  the 
suspected  wrongs  of  the  medical  com- 
munity on  the  people  least  responsible 
for  it. 


The  medical  community  needs  to 
take  a hard  look  at  itself.  There  are 
a great  meany  problems  that  it  must 
address,  but,  for  all  of  that,  I’d  rather 
depend  on  my  doctor  to  prescribe  my 
treatment  than  some  invisible  govern- 
ment bureaucrat. 

I’m  tempted  to  urge  folks  to  write 
letters  to  their  elected  representatives. 
On  the  other  hand,  any  Congress  that 
could  adopt  such  a cruel,  misapplied 
program  as  PPS  probably  wouldn’t 
even  bother  to  read  those  letters.  Any- 
one with  any  sense  at  all  had  to  see 
what  PPS  would  cause  when  they 
passed  it  the  first  time. 


Our  Readers  Speak 

Diagnosis  Of  JRA  Questioned 


The  article  entitled  “Urticaria 
Associated  With  Juvenile  Rheumatoid 
Arthritis”  by  Dr.  [Jung  W.]  Park  in 
the  October,  1985,  issue  of  The 
Journal  was  very  interesting.  Unfor- 
tunately, I don’t  believe  that  this  pa- 
tient had  juvenile  rheumatoid  arthritis 
(JRA).  A patient  must  have  docu- 
mented swelling  of  more  than  one 
joint  for  at  least  six  weeks  before  a 
diagnosis  can  be  made.1  In  addition, 
the  rash  described  by  Doctor  Park  is 
not  typical  of  JRA  for  several  reasons. 
First  of  all,  the  rash  does  not  look  like 
“a  fresh  bruise.”  In  addition,  the  rash 


often  tends  to  come  and  go  with  the 
patient’s  fever.  It  can  often  be  re- 
produced by  scratching  the  skin 
( the  Koebner  phenomenon ) } Doctor 
Park’s  patient  had  swelling  for  only 
a few  days  and  the  rash  described  is 
not  typical. 

Urticarial  rashes  are  not  common 
in  association  with  connective  tissue 
diseases.  However,  the  presence  of  a 
rash  in  association  with  arthritis 
should  raise  the  question  of  systemic 
lupus  erythematosus,  vasculitis,  hepa- 
titis, and  viral  arthritis.  I have  seen 
several  children  such  as  described  by 


Doctor  Park  who  turned  out  to  have 
viral  arthritis. 

It  is  most  important  to  make  a cor- 
rect diagnosis  of  JRA  since  there  are 
many  other  childhood  arthritides  that 
require  other  treatment. 

Brian  D.  Houston,  M.D. 
Rheumatology 
Bridgeport,  WV  26330 

1.  JRA  Criteria  Subcommittee:  criteria 

for  classification  of  juvenile  rheumatoid  arth- 
ritis. Bull  Rheum  Dis  1973;  25:712-719. 

2.  Juvenile  Rheumatoid  Arthritis.  In: 
Jacobs  JC.  Pediatric  Rheumatol.  New  York: 
Springer-Verlag  New  York,  Inc,  1982:191- 
192. 


The  worst  tempered  people  Tve  ever  met  were  people  who  knew 
they  were  ivrong.  . . . W ilson  Mizner. 
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General  News 


Harry  S.  Weeks,  Jr.,  M.  D. 


James  C.  Crews 


PPOs,  HMOs  Physicians'1  Session  Focus 


COPD,  Cardiac  Rehab  Papers 
Complete  ‘Mid -Winter’  Program 


Speakers  for  papers  on  “Chronic 
Obstructive  Pulmonary  Disease”  and 
“Cardiac  Rehabilitation”  have  been 
announced  by  the  Program  Committee 
for  the  19th  Mid-Winter  Clinical  Con- 
ference. 

The  former  paper  will  be  given  by 
Sam  T.  Bebawy,  M.  D.,  Assistant  Pro- 
fessor of  Medicine,  Marshall  Uni- 
versity, during  the  Saturday  afternoon 
session  on  “Common  Problems  En- 
countered in  Office  Practice;”  the 
latter  paper,  by  Charleston  cardiolo- 
gist Harold  Selinger,  M.  D.,  during 
the  Sunday  morning  session,  “Sym- 
posium on  the  Management  of  Acute 
Myocardial  Infarction.” 

The  CME  event,  again  under  the 
sponsorship  of  WVSMA  and  Marshall 
University  and  West  Virginia  Uni- 
versity schools  of  medicine,  will  begin 
at  2 P.  M.  on  Friday,  January  24, 
and  close  at  noon  on  Sunday,  January 
26. 


In  addition  to  the  two  sessions 
mentioned  above,  the  opening  Friday 
afternoon  session  will  be  on  “On- 
cology,” concurrent  sessions  for  phy- 
sicians and  the  public  will  be  held 
Friday  evening,  and  a session  on 
“Problems  in  Our  Aging  Population” 
is  scheduled  Saturday  morning. 

The  meeting  site  again  will  be  the 
Charleston  Marriott. 

“We  believe  we  have  an  excellent 
program  planned,”  said  Dr.  William 
O.  McMillan,  Jr.,  of  Charleston,  Pro- 
gram Committee  Chairman,  “and 
we’re  hoping  for  the  best  attendance 
ever. 

Exhibit  Visitation  Urged 

“We  would  like  to  remind  doctors 
that,  for  the  first  time  ever,  we  are 
having  a limited  number  of  com- 
mercial exhibits  along  with  the  usual 
scientific  exhibits.  We'd  like  to  urge 
everyone  to  visit  all  the  exhibits  and 


give  them  full  support  so  that  they 
will  want  to  return  next  year.” 

“PPOs,  HMOs:  To  Go  or  Not  to 
Go”  will  be  the  discussion  topic  for 
the  Friday  evening  Physicians’  Ses- 
sion. Dr.  Harry  S.  Weeks,  Jr.,  of 
Wheeling,  will  preside  and  serve  as 
one  of  the  speakers,  along  with  James 
C.  Crews,  President  of  Charleston 
Area  Medical  Center  and  Chairman  of 
HealthNet,  Charleston,  and  Kenneth 
L.  Robinson,  Jr.,  Vice  President  of 
Legal  Affairs  and  Corporate  Secretary. 
Blue  Cross  and  Blue  Shield  of  West 
Virginia,  Inc.,  Charleston. 

Medical  Institute  Director 

Doctor  Weeks,  a former  WVSMA 
President  (1971-72),  is  Medical  Di- 
rector of  the  West  Virginia  Medical 
Institute,  Inc.,  in  Charleston,  and  has 
been  a key  force  in  the  development 
of  the  Institute  since  its  inception. 

The  Institute  will  provide  the  pre- 
admission certification  and  utilization 
review  programs  for  the  statewide 
PPO  being  formed  by  the  WVSMA. 

Doctor  Weeks,  who  also  is  a 
WVSMA  Delegate  to  the  AMA,  has 
had  experience  with  a PPO  operating 
in  the  Wheeling  area. 

Robinson  earned  his  B.A.  degree  in 
1969  from  Ohio  Wesleyan  University, 
and  his  J.D.  degree  in  1973  from  the 
University  of  Michigan  Law  School. 
He  has  been  admitted  to  practice  in 
West  Virginia  and  New  Hampshire. 

Hospital  Affiliation  Since  1969 

Crews  was  Executive  Vice  President 
of  CAMC  in  1972-81,  and  Admini- 
strator of  the  former  Charleston 
General  and  McMillan  ( Charleston ) 
hospitals  in  1969-72. 

Among  a number  of  professional 
and  civic  posts  held  by  Crews  are 
those  as  Adjunct  Professor,  WVU 
Department  of  Community  Medicine, 
and  as  member:  Advisory  Council, 

West  Virginia  Health  Care  Cost  Re- 
view Authority;  Board  of  Advisors, 
American  Health  Capital,  and  Execu- 
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tive  Board  of  Directors  (also  Treasur- 
er), Voluntary  Hospitals  of  America, 
Inc. 

He  was  graduated  from  Wisconsin 
State  University,  and  received  an 
M.  A.  degree  in  1964  in  hospital  ad- 
ministration from  the  University  of 
Iowa. 

The  concurrent  Friday  evening 
public  session  will  be  entitled  ‘"Adoles- 
cent Sexuality.”  Speakers  will  be 
Frances  L.  Jackson,  R.  N.,  M.  N., 
Director  of  the  Department  of  Youth 
Health  Services,  Memorial  General 
Hospital,  Elkins,  and  Jack  L.  Smith. 
M.  D.,  Associate  Professor  of  Be- 
havioral Medicine  and  Psychiatry, 
WVU  Medical  Center,  Charleston  Di- 
vision. 

Cancer  Center  Tour, 

WESPAC  Dinner 

The  previously  announced  Friday 
afternoon  cash  bar  has  been  cancelled 
and  in  its  place  will  be,  from  5:30  to 
7:30,  an  informal  open  house  with  a 
tour  of  The  Cancer  Care  Center  of 
Southern  West  Virginia  at  the  CAMC 
Memorial  Division  (see  story  ac- 
companying this  article). 

On  Saturday  evening,  there  will  he 
a reception  at  6 o’clock  courtesy  of 
Chapman  Printing  Company,  followed 
by  a WESPAC  dinner  at  7 o’clock 
featuring  a prominent  speaker  to  be 
announced. 

The  dinner  will  be  a ticketed  func- 
tion. 


Kenneth  L.  Robinson,  Jr. 


Sam  T.  Bebawy,  M.  D. 

Doctor  Bebawy  is  Acting  Director 
of  the  Pulmonary  Division  at  MU, 
and  is  staff  physician  and  Attending 
Consultant  in  Critical  Care  and 
Pulmonary  Diseases  at  the  Veterans 
Administration  Medical  Center  in 
Huntington. 

He  also  is  Medical  Director,  In- 
tensive Care  Unit,  at  the  VA  Medical 
Center,  and  is  a member  of  the  staff 
at  St.  Mary’s  Hospital  and  Cabell 
Huntington  Hospital  in  Huntington. 

Doctor  Bebawy  came  to  MU  in 
1984  from  a teaching  post  at  St.  Louis 
LTniversity. 

He  received  his  M.  D.  degree  in 
1976  from  Cairo  (Egypt)  LTniversity, 
took  his  internship  and  residency  in 
internal  medicine  at  Sinai  Hospital  of 
Baltimore,  and  completed  a fellowship 
in  pulmonary  medicine  at  St.  Louis 
LTniversity. 

Started  Catheterization  Lab 

Doctor  Selinger  is  Clinical  Profes- 
sor of  Medicine,  WVU  Charleston 
Division.  He  established  the  cardiac 
catheterization  laboratory  at  Memorial 
Division,  CAMC  when  he  came  to 
West  Virginia  in  1962,  and  has  been 
its  Director  since  that  time. 

He  is  Consultant  in  Cardiology, 
Division  of  Crippled  Children.  West 
Virginia  Department  of  Health,  and 
was  a member  of  the  CAMC  Board 
of  Trustees  in  1972-77. 

Born  in  New  York  City,  Doctor 
Selinger  was  graduated  from  Brooklyn 


Harold  Selinger,  M.  D. 


College,  and  received  his  M.  D.  degree 
in  1953  from  Downstate  Medical 
Center,  New  York  State  LTniversity. 

He  did  his  postgraduate  work,  in- 
cluding a fellowship  in  cardiology  and 
cardiopulmonary  laboratory  and  as  a 
heart  fellow  at  Jewish  Hospital  of 
Brooklyn. 

Doctor  Selinger  currently  is  princi- 
pal investigator  in  the  research  study, 
“Lopressor  Intervention  Trial  — A 
Multicenter  Study.” 

Speakers  Announced  Previously 

Speakers  and  topics  announced 
previously  are: 

Friday  Afternoon  (Oncology)  — 
“Chemotherapy  of  Common  Can- 
cers,” Peter  C.  Raich,  M.  D.,  Profes- 
sor of  Medicine  and  Chief,  Section  of 
Hematology /Oncology,  WVU,  Mor- 
gantown; “West  Virginia  Community 
Clinical  Oncology  Program  (CCOP): 
An  Update,”  Steven  J.  Jubelirer, 
M.  D.,  Medical  Director,  CAMC’s 
Cancer  Center,  and  Clinical  Associate 
Professor  of  Hematology /Oncology, 
WVU  Charleston  Division;  “The 
Chronic  Lymphoid  Leukemias:  Their 
Recognition  and  Management,"’ 
Anthony  J.  Bowdler,  M.  D.,  MLT 
Professor  of  Medicine;  and  “Screen- 
ing for  Cancer,”  David  P.  Winches- 
ter, M.  D.,  Associate  Professor  of 
Clinical  Surgery,  Northwestern  Medi- 
cal School,  Evanston,  Illinois; 

Saturday  Morning  (Problems  in 
Our  Aging  Population ) — “Osteo- 
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Other  Meetings  During  Conference 


The  WVU  Alumni  Association 
will  hold  a luncheon  meeting  on 
Friday,  January  24  at  11:30  A.M. 
at  the  Marriott.  The  luncheon  will 
be  a ticketed  function  (room  to  be 
assigned).  For  further  details,  con- 
tact Linda  Nine,  WVU  School  of 
Medicine,  G104  Basic  Science 
Building,  Morgantown,  WV  26506. 
* * * 

The  Finance  Committee  of  the 
West  Virginia  Chapter,  American 
Academy  of  Family  Physicians’ 
Board  will  meet  at  4:30  P.M.  on 
Thursday,  January  23,  in  Bill 
Ferrell’s  suite  at  the  Marriott. 

The  Family  Medicine  Founda- 
tion of  West  Virginia  Board  will 
meet  Friday,  January  24,  at  4:30 
P.M.  in  Bill  Ferrell’s  suite  at  the 
Marriott. 

The  Board  of  Directors,  West 
Virginia  Chapter,  AAFP  will  hold  a 
dinner  meeting  at  6:00  P.M.  on 
Friday,  January  24,  at  the  Marriott 
(room  to  be  assigned). 

* * * 

The  WVSMA  will  sponsor  an 
AMPAC  Political  Education  Semi- 
nar on  Saturday,  January  25,  from 
8:00  A.M.  until  5:00  P.M.  The 
Seminar  will  be  held  in  Conference 
Room  203,  Charleston  Civic  Center 
(across  the  street  from  the  Marri- 
ott). The  Seminar  is  primarily 
being  held  for  Auxilians;  however, 
other  interested  persons  may  at- 


tend. Attendance  limited  to  50  reg- 
istrants. For  further  information, 
contact  Dee  Crabtree,  WVSMA. 

* * 

The  luncheon  held  during  the 
AMPAC  seminar  will  be  open  to 
50  additional  guests  who  would  like 
to  hear  a West  Virginia  legislator’s 
address  on  political  involvement 
and  enjoy  a catered  lunch.  Cost  of 
the  luncheon  alone  is  $10.  Contact 
Dee  Crabtree  to  register  and/or 
determine  if  luncheon  vacancies 
exist. 

* * 

“Dutch  Treat”  Prayer  Breakfast 
will  be  held  Sunday,  January  26, 
at  7:30  A.M.  William  Standish 
Reed,  M.  D.,  of  Tampa,  Florida, 
President  of  the  Christian  Medical 
Foundation  International,  will  be 
the  guest  speaker.  The  breakfast 
will  be  held  at  the  Marriott  ( room 
to  be  assigned). 

* * * 

The  Executive  Committee  of  the 
West  Virginia  District  Branch. 
American  Psychiatric  Association 
has  scheduled  a luncheon  meeting 
at  noon  (following  the  adjournment 
of  the  Conference ) ; and  a business 
meeting,  with  guest  speaker,  at 
2 P.M.  on  Sunday,  January  26,  at 
the  Marriott  (room  to  be  assigned  ). 
Kenneth  M.  Fink,  M.  D.,  of  Hun- 
tington, President,  presiding. 


porosis,”  Patience  H.  White,  M.  D., 
Director,  Division  of  Rheumatology, 
and  Assistant  Professor  of  Medicine 
and  Child  Health  and  Development, 
The  George  Washington  University 
Medical  Center,  Washington.  DC; 
“Biology  of  Articular  Cartilage: 
Implications  for  Osteoarthritis,”  Ken- 
neth D.  Brandt,  M.  D.,  Professor 
of  Medicine  and  Head,  Rheumatology 
Division;  Director,  Indiana  Liniversity 
Multipurpose  Arthritis  Center,  Indi- 
anapolis; and  “Use  of  Estrogens  in 
Post-Menopausal  Women,”  Bruce  S. 
Chertow,  M.  D.,  MU  Professor  of 
Medicine  and  Chief,  Section  of 


Endocrinology  and  Metabolism,  De- 
partment of  Medicine;  and  Chief, 
Nuclear  Medicine,  VA  Medical  Center, 
Huntington; 

Saturday  Afternoon  ( Common 
Problems  Encountered  in  Office  Prac- 
tice ) — “Acute  Asthma,”  L.  Blair 
Thrush,  M.  D..  Clinical  Associate  Pro- 
fessor of  Allergy  and  Clinical  Im- 
munology, Department  of  Medicine, 
WVU  Charleston  Division;  and  “New 
Techniques  in  the  Management  of 
LVinary  Calculi,”  Stanley  J.  Kandzari, 
M.  D.,  WVU  Professor  of  Urology, 
Morgantown; 


Sunday  Morning  ( Symposium  on 
the  Management  of  Acute  Myocardial 
Infarction  ) — “Current  Trends  in  the 
Treatment  of  Acute  Myocardial  In- 
farction.” Robert  J.  Marshall.  M.  D., 
Clinical  Professor  of  Medicine,  WVU 
and  ML1  schools  of  medicine.  Hunting- 
ton;  “Thrombolysis  in  Acute  Myo- 
cardial Infarction,”  Robert  C.  Tou- 
chon,  M.  D.,  MU  Associate  Professor 
of  Medicine;  and  “Angioplasty,” 
Stafford  G.  Warren,  M.  D.,  Clinical 
Professor  of  Medicine,  WVL!  Charles- 
ton Division. 

CME  Credit,  Registration 

The  conference  has  been  approved 
for  15  and  one  half  credit  hours  in 
Category  1 by  MET,  and  for  12  Pre- 
scribed hours  by  tbe  American 
Academy  of  Family  Physicians. 

The  conference  registration  fee  is 
$75  for  WVSMA  members  and  $100 
for  non-members. 

For  advance  registration,  make 
checks  payable  to  West  Virginia 
State  Medical  Association  and  mail 
to  the  Association  at  P.  0.  Box  4106, 
Charleston,  WV  25364. 


Tours  Of  Cancer  Care 
Center  At  CAMC  Offered 

A special  tour  of  Charleston  Area 
Medical  Center’s  new  Cancer  Care 
Center  of  Southern  West  Virginia 
will  be  offered  Friday  evening, 
January  24,  following  the  first  ses- 
sion of  the  19th  Mid-Winter  Clini- 
cal Conference. 

The  tour  will  begin  at  5:30  P.  M. 
with  wine  and  hors  d’oeuvres 
served  in  the  new  cancer  treatment 
facility,  located  at  CAMC’s  Mem- 
orial Division. 

CAMC  will  provide  free  bus 
service  between  the  main  entrance 
of  the  Charleston  Marriott  and  the 
Cancer  Care  Center  beginning  at 
5:15  P.  M. 

The  tour  replaces  the  previously 
announced  cash  bar. 

All  conference  attendees  and 
their  spouses  are  invited. 
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Program  Committee 

In  addition  to  Doctor  McMillan, 
members  of  the  Program  Committee 
are  Drs.  Maurice  A.  Mufson,  Hunting- 
ton;  Joseph  T.  Skaggs,  Charleston;  C. 
Carl  Tully,  South  Charleston;  Richard 
G.  Starr,  Berkley;  and  John  W. 
Traubert,  Morgantown. 


Massachusetts  law  requiring  physi- 
cians to  accept  assignment  for  all 
services  to  Medicare  beneficiaries  has 
been  challenged  in  a lawsuit  filed  hy 
the  AMA  and  the  state  medical 
society.  The  law  allows  physicians 
to  charge  no  more  than  Medicare’s 


services  to 

Physicians  must  agree  to  comply 
with  the  law  as  a condition  of 
licensure. 

Gov.  Michael  S.  Dukakis  signed  the 
measure  into  law  November  12. 


Mandatory  Assignment  Law  Challenged  By  AMA 

‘reasonable  charge’  for 
beneficiaries. 


Scientific  Exhibits 

Family  Medicine  Foundation  of 

West  Virginia  University  Drug 

West  Virginia 

Information  Center 

West  Virginia  Division  of  Voca- 

West  Virginia  University  School 

tional  Rehabilitation 

of  Medicine,  Continuing  Medical 

West  Virginia  State  Health  De- 

Education 

partment,  Bureau  of  Venereal  Di- 

Marshall  University  School  of 

sease  Control 

Medicine,  Department  of  Obstetrics 

West  Virginia  Department  of 

and  Gynecology 

Health,  Division  of  Health  Educa- 

Medical,  Part  B,  Nationwide  In- 

tion 

surance  Company 

Social  Security  Disability  De- 
termination Section  of  the  West 

Marshall  LTniversity  School  of 

Virginia  Division  of  Vocational 

Medicine,  Department  of  Medicine, 

Rehabilitation 

Division  of  Gastroenterology 

Commercial  Exhibits 

Charleston  Area  Medical  Center 

Wyeth  Laboratories, 

Strategic  Ventures,  Inc.,  Charleston 

Philadelphia,  PA 

McDonough  Caperton  Shepherd 

Nuclear  Medicine  Services,  Inc., 

Group,  Charleston 

Charleston 

Ramsey  Medical  Systems, 

Abbott  Laboratories,  North 

Charleston 

Chicago,  IL 

E.  R.  Squibb  & Sons,  Arlington 

St.  Francis  Hospital,  Charleston 

Heights,  IL 

McLain  Surgical  Supply,  Inc., 

WV  Hospital  Social  Work  Direc- 
tors, Charleston 

Charleston 

Boehringer  Ingelheim  Ltd., 

Searle  Pharmaceuticals,  Inc., 
Chicago,  IL 

Ridgefield,  CT 

McDonough  Caperton  Systems, 

Geigy  Pharmaceuticals,  Summit, 
NT 

Charleston 

The  Upjohn  Company,  Kalama- 

Glaxo,  Inc.,  Research  Triangle 
Park,  NC 

zoo,  MI 

Foster  Medical  Corporation, 

Whitman  Computer  Systems, 
Inc.,  Logan 

Home  Health  Care  Division, 

Charleston 

Smth  Kline  & French  Labora- 

Provider  Office  Services  and 

tories,  Philadelphia,  PA 

Telecommunications,  Inc.,  Charles- 

Sandoz/  Dorsey  Pharmaceuticals, 

ton 

East  Hanover,  NJ 

Under  a pre-existing  schedule,  all 
physicians  in  the  state  are  required 
to  renew  their  certificates  of  registra- 
tion by  January  15. 

Complaint  Filed 

The  AMA  filed  a complaint  Novem- 
ber 19  asking  a U.S.  district  court 
to  declare  the  new  state  law  unconsti- 
tutional because  it  purports  to  regu- 
late a federal  program.  In  addition, 
it  conflicts  with  federal  Medicare 
legislation  that  authorizes  physicians 
to  collect  more  than  the  ‘reasonable 
charge’  set  by  the  U.S.  Department 
of  Health  and  Human  Services. 

“It  is  inappropriate  for  a state  to 
tie  the  privilege  of  licensure  to  manda- 
tory acceptance  of  the  Medicare- 
determined  amount,”  AMA  Executive 
Vice  President  James  H.  Sammons, 
M.  D.,  said  in  a statement.  “At  the 
present  time,  Medicare  beneficiaries 
in  Massachusetts  benefit  from  a very 
high  rate  of  acceptance  by  physicians 
of  the  Medicare-determined  amount. 
This  legislation  could  discourage 
physicians  from  participating  in  the 
Medicare  program,”  Doctor  Sammons 
said. 


Charleston  Otologist 
Study  Group  Member 

William  C Morgan,  Jr.,  M.  D., 
Charleston  otologist,  recently  became 
a member  of  the  Otosclerosis  Study 
Group  at  its  1985  Annual  Meeting  in 
Atlanta. 

The  group  met  in  conjunction  with 
the  1985  annual  meeting  of  the 
American  Academy  of  Otolaryngology 
— Head  & Neck  Surgery  Foundation. 

The  purpose  of  the  study  group  is 
to  promote  research  and  exchange 
ideas  with  fellow  physicians  interested 
in  otosclerosis. 
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1794  Cesarean  Section  First  In  Americas 


Mason  Doctor  Wants  Doctor  Bennett  Credited 


Doctor  Grubb  holds  one  of  two  log 
books  used  by  Doctor  Bennett.  The  en- 
tries in  the  log  book,  which  start  in  1801, 
“shows  he  treated  Colonel  Charles  Lewis 
and  the  Clemens  Family  (Mark  Twain),’’ 
Doctor  Grubb  said. 

The  Journal  article  about  Dr.  Jesse 
Bennett,  who  performed  the  first  suc- 
cessful New  World  cesarean  section 
and  oophorectomy  in  1794,  has 
sparked  interest  both  in  this  country 
and  abroad. 

The  dramatic  account  of  Doctor 
Bennett’s  medical  feat,  conducted  in 
a pioneer  cabin  near  Staunton,  Vir- 
ginia, appeared  in  the  October,  1984, 
issue  of  The  Journal  (“The  First  Suc- 
cessful Cesarean  Section  and  the  First 
Oophorectomy  in  the  Americas”). 

The  author  was  Dr.  John  W.  Grubb, 
Point  Pleasant  obstetrician-gynecolo- 
gist, who  currently  is  leading  a cam- 
paign to  have  Doctor  Bennett  offici- 
ally recognized  as  having  conducted 
the  first  successful  cesarean  section 
in  the  Americas. 

Even  though  the  Medical  Society 
of  Virginia  also  has  recognized 
Doctor  Bennett’s  accomplishment, 
Doctor  Grubb  said,  official  credit  has 
been  given  the  cesarean  operation 
performed  in  1827  by  Dr.  John  Rich- 


mond of  Newton,  Ohio — 33  years 
after  Doctor  Bennett's  surgery. 

Doctor  Bennett’s  patient  was  his 
own  wife,  and  he  saved  both  her  and 
her  child,  a daughter. 

Shortly  after,  in  1797,  Doctor 
Bennett  and  his  family  moved  to  Point 
Pleasant  where  he  lived  and  practiced 
medicine  until  his  death  there  in  1842. 


by  James  Barlow,  a Lancashire 
surgeon,  on  Jane  Foster,  a woman 
about  40  years  old. 

Readers  of  Doctor  Grubb’s  article 
will  recall  that  the  Bennetts’  daughter, 
Maria,  grew  up,  married,  and  lived 
until  the  age  of  77.  His  wife  lived 
“to  accompany  him  to  the  Ohio 
Valley.” 


English  Reader  Writes 

Doctor  Grubb  received  a letter  last 
October  from  an  English  doctor*  who 
had  read  Doctor  Grubb’s  article  in 
The  Journal.  The  English  doctor  said 
he  had  researched  and  written  a paper 
( which  he  enclosed ) about  the  first 
cesarean  section  performed  in  the 
United  Kingdom  a year  before  Doctor 
Bennett’s  operation — 1793. 

“But  this  operation  wasn’t  success- 
ful,” said  Doctor  Grubb.  “The  baby 
died.” 

According  to  the  English  doctor, 
the  1793  surgery  in  England  was  done 


°Dr.  N.  H.  Naqvi,  Consultant  Anaesthetist, 
Bolton  General  Hospital,  Famworth , Bolton, 
England. 


Doctor  Bennett’s  tombstone  as  Doctor 
Grubb  found  it  in  June,  1983,  in  Bennett 
Cemetery,  a cemetery  neglected  and  out 
of  reach  of  the  public.  “It  took  my  wife 
and  myself  two  days  to  locate  Doctor 
Bennett’s  original  grave  site  as  it  was 
so  hidden  in  the  brush,”  Doctor  Grubb 
said. 


Doctor  Grubb  said  he  has  contacted 
the  AMA  for  assistance  in  “changing 
the  record  books”  concerning  Doctor 
Bennett. 

Body  Moved 

The  Point  Pleasant  doctor’s  keen 
interest  in  Doctor  Bennett  continues 
unabated.  He  was  instrumental  in 
having  Doctor  Bennett’s  body  ex- 
humed and  moved,  along  with  the 
massive  marker,  to  a more  accessible 
cemetery  in  Point  Pleasant  last  Oc- 
tober. “It  took  about  two  years  to  get 


“After  legal  and  court  proceedings  and 
procedures  through  the  State  Health  De- 
partment, I received  permission  to  move 
the  remains  from  the  site  to  the  Pioneer 
Cemtery  in  downtown  Point  Pleasant,” 
Doctor  Grubb  said.  He  was  able  to  get 
the  National  Guard  to  take  on  the  task 
of  dismantling,  moving  and  reassembling 
the  tombstone  in  October,  1985.  A re- 
burial ceremony  was  conducted  by  a 
local  minister  in  the  presence  of  a small 
group  consisting  of  Doctor  and  Mrs. 
Grubb,  members  of  the  Daughters  of  the 
American  Revolution,  and  other  interest- 
ed citizens. 
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all  the  paper  work  done  and  get  per- 
mission to  move  the  body,”  he  said. 

He  now  is  making  arrangements  for 
a sealed  historical  display  case  to  con- 
tain Doctor  Bennett’s  log  books  and 
portrait  to  be  placed  in  the  lobby  of 
Pleasant  Valley  Hospital  in  Point 
Pleasant  as  a project  of  the  Mason 
County  Medical  Society. 

Feature  stories  about  Doctor 
Grubb’s  Journal  article,  the  response 
by  the  English  doctor,  and  the  moving 
of  Doctor  Bennett’s  body  appeared 
last  year  in  the  June  21  and  Novem- 
ber 8 issues  of  The  New  West  Virginia 
Review  (Jim  Comstock,  Editor),  suc- 
cessor to  the  former  West  Virginia 
Hillbilly,  in  Richwood. 

The  1985  WVSMA  Annual  Meeting 
printed  program  included  the  portrait 
of  Doctor  Bennett  and  was  dedicated 
to  his  memory. 

Doctor  Bennett  was  25  when  he 
performed  his  historic  surgery.  He 
became  a distinguished  citizen,  soldier 
and  surgeon  in  Mason  County  and. 
as  noted  in  Doctor  Grubb’s  article, 
was  one  of  the  jurors  in  the  trial  of 
Aaron  Burr. 


In  Patient  Relations 

Golden  Mountaineer 
Program  Opportunity 

Physicians,  perhaps  more  than  any 
other  group,  are  keenly  aware  of  the 
problems  faced  by  their  elderly  pa- 
tients both  from  a health  as  well  as 
financial  standpoint. 

Physicians  who  treat  elderly  Medi- 
care patients  are  also  keenly  aware  of 
the  impact  of  the  current  Medicare 
freeze  on  payment  levels  for  physician 
services.  Doctors  know  that  Medicare 
pays  a percentage  of  the  actual 
charges  submitted  and  that  the  fee 
profiles  on  which  those  payments  are 
based  are  garnered  from  charges  sub- 
mitted in  1983. 

Nonetheless,  physicians  remain  sen- 
sitive to  the  needs  of  their  elderly 
patients,  and  several  hundred  West 
Virginia  physicians  extend  that  sen- 
sitivity by  recognizing  the  Golden 
Mountaineer  discount  program. 


President  David  Z.  Morgan,  M.  D., 
prepares  to  field  a question  during  the 
WVSMA  news  conference  held  Decem- 
ber 5 to  announce  the  results  of  the 
Association  survey  (See  pull-out  insert 
in  this  issue  of  The  Journal)  of  members 
on  professional  liability  experience.  The 
news  conference  was  well  attended  by 
the  media  at  the  Capitol  Building  in 
Charleston. 

While  the  Council  of  the  West 
Virginia  State  Medical  Association 
stopped  short  of  urging  participation 
in  the  Golden  Mountaineer  program 
since  it  is  well  recognized  that  every 
physician  who  accepts  Medicare  as- 
signment is  already  offering  a discount 
for  senior  citizens,  it  did  endorse  the 
concept  in  principle. 

Thus,  any  West  Virginia  physician 
can  decide  whether  to  participate  in 
the  Golden  Mountaineer  program  and 
offer  a special  discount  to  senior  citi- 
zens. 

With  that  in  mind,  presented  here- 
with are  the  basic  operational  tenets  of 
the  program: 

• The  purpose  of  the  Governor’s 
Golden  Mountaineer  Discount  Pro- 
gram is  to  assist  in  the  economic 
security  of  the  senior  citizens  in 
West  Virginia  by  expanding  their 
purchasing  power. 

• The  Program  is  administered  by  the 
West  Virginia  Commission  on  Ag- 


ing backed  by  an  Advisory  Com- 
mittee of  businessmen  and  other 
community  leaders. 

• Your  participation  in  the  Program 
is  entirely  voluntary.  You  choose 
the  size  of  the  discount  you  wish  to 
offer.  The  State  of  West  Virginia 
will  provide  the  necessary  decals, 
posters,  and  other  materials  to  help 
you  let  your  customers  and  poten- 
tial customers  know  that  you  are 
participating  in  the  Program. 

• You  can  withdraw  from  the  Pro- 
gram at  any  time,  and  you  can  in- 
crease or  decrease  the  discount  you 
offer  to  senior  citizens  as  your  busi- 
ness circumstances  indicate.  You 
may  offer  a discount  on  select  goods 
or  services,  but  you  don’t  have  to 
offer  a discount  on  everything  you 
provide  or  sell.  In  addition,  you 
may  wish  to  begin  by  providing  the 
discount  only  on  selected  days. 

• Many  merchants  and  professionals 
have  experienced  an  increased  vol- 
ume of  business  not  only  from  sen- 
ior citizens  but  from  family  mem- 
bers and  friends  who  do  not  receive 
a discount  but  who  wish  to  support 
the  merchant  or  professional. 

• To  ensure  that  only  senior  citizens 
receive  the  special  discount,  the 
State  of  West  Virginia  has  issued  a 
Golden  Mountaineer  Senior  Citi- 
zens’ Discount  card  to  over  362.000 
West  Virginians  sixty  ( 60  ) years  of 
age  or  older.  The  Card  is  easily 
recognized  and  is  your  guarantee 
that  the  person  to  whom  it  was  is- 
sued is  entitled  to  participate  in  the 
Golden  Mountaineer  Program. 

Physicians  having  further  questions 
or  desiring  a participating  member 
enrollment  form  can  contact: 

Mike  Marlowe,  Director 
Golden  Mountaineer  Program 
for  Senior  Citizens 
The  State  Capitol 
Charleston,  WV  25305 

WVSMA  would  be  interested  in 
knowing  of  members  who  are  partici- 
pating in  the  program  presently  or 
who  sign  up  in  the  future.  Please 
copy  WVSMA  with  any  decision  made 
to  participate  in  the  program. 
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Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1986,  as  compiled 
by  Ernest  W.  Chick.  M.  D.,  MU 
Interim  Director  of  Continuing  Medi- 
cal Education;  Robert  E.  Kristofco, 
WVU  Assistant  to  the  Dean/  Con- 
tinuing Medical  Education,  and  J. 
Zeb  Wright,  Ph.D.,  Coordinator,  Con- 
tinuing Education.  Department  of 
Community  Medicine,  WVU  Charles- 
ton Division.  The  schedule  is  pre- 
sented as  a convenience  for  physicians 
in  planning  their  continuing  education 
program.  I Other  national,  state  and 
district  medical  meetings  are  listed  in 
the  Medical  Meetings  Department  of 
The  Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown.  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  from:  Office  of  Continu- 
ing Medical  Education,  MU  School  of 
Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU 
Medical  Center,  3110  MacCorkle  Ave- 
nue, S.  E.,  Charleston  25304;  Office 
of  Continuing  Medical  Education, 
WVU  Medical  Center,  Morgantown 
26506;  or  Office  of  Continuing  Med- 
ical Education,  Wheeling  Division, 
WVU  School  of  Medicine,  Ohio  Val- 
ley Medical  Center,  2000  Eoff  Street, 
Wheeling  26003. 

West  Virginia  University 

Feb.  9-12,  Snowshoe  Mountain  Re- 
sort, Fourth  Annual  Snowshoe 

Vascular  Surgery  Conference 

Feb.  22-23,  Charleston,  Advance 

Cardiac  Provider  Course 

March  7-8,  Charleston,  Oncology  Up- 
date 1986 


March  21,  Charleston,  Annual  New- 
born Day 

April  11-12,  Charleston.  Cardiac 
Rehabilitation 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Bluefield,  Bluefield  Community  Hos- 
pital. First-Floor  Conference  Room. 
3rd  Thursday,  Noon-2  P.  M.  - — - 
Jan.  (vacation) 

Cabin  Creek , Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday, 
8-10  A.  M.  — Jan.  8,  “Update: 
Coronary  Heart  Diseases,”  David 
L.  Namay,  M.  D. 

Feb.  12,  “Pediatric  Allergies,” 
Chandra  Kumar,  M.  D. 

Cassaivay,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— Jan.  ( vacation) 

Madison,  Boone  Co.  Health  Dept.  — 
Conference  Room,  2nd  Tuesday, 
7-9  P.  M.  — Jan.  (vacation) 

Oak  Hill,  Plateau  Vocational  Center 
( Oyler  Exit,  N 19 ) 4th  Tuesday, 
7-9  P.  M.  — Jan.  (vacation) 

Summersville,  Summersville  Memorial 
Hospital,  630-8:30  P.  M.  — Jan. 
( vacation ) 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
Jan.  (vacation) 

W hitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Jan.  (vacation) 

Williamson,  Williamson  Memorial 
Hospital.  1st  Thursday,  6:30-8:30 
P.  M.  — Jan.  (vacation) 


WVSMA  Loss  Control 
Seminars  For  1986 

WVSMA  Loss  Control  Seminars  for 
1986  are  as  follows: 

March  8,  Lakeview,  Morgantown: 
April  19,  Oglebay/ Wilson.  Wheeling; 
May  10,  Sheraton  Inn,  Martinsburg; 
June  18,  Marriott,  Charleston;  Sep- 
tember 20,  Holiday  Inn,  Parkersburg; 
October  18,  Ramada  Inn,  Beckley,  and 
November  8,  Holiday  Inn,  Hunting- 
ton. 


Medical  Meetings 


Jan.  13-15— Consensus  Development  Confer- 
ence on  Health  Implications  of  Smoke- 
less Tobacco  Use  (sponsored  by  NIH), 
Bethesda,  MD. 

Jan.  23-25— Neurosurgical  Society  of  the  Vir- 
ginias, Hot  Springs,  VA. 

Jan.  24-26— 19th  Mid-Winter  Clinical  Con- 
ference, Charleston. 

Feb.  2-5— Am.  Hospital  Assoc.,  Washing- 
ton, DC. 

Feb.  2-7— Am.  College  of  Medical  Imaging, 
Lake  Tahoe,  NV. 

Feb.  20-25— Am.  Academy  of  Orthopaedic 
Surgeons,  New  Orleans. 

Feb.  21-23— Va.  Chapter,  Am.  Academy  of 
Pediatrics;  Va.  Pediatric  Society,  Wil- 
liamsburg. 

March  5-9— Am.  Medical  Student  Assoc., 
Washington,  DC. 

March  9-13— Am.  College  of  Cardiology, 
Atlanta. 

March  13-16 — Physicians  for  Social  Respon- 
sibility, Philadelphia. 

March  15-18— Southeastern  Surgical  Con- 
gress, Louisville,  KY. 

March  22-26— Am.  Academy  of  Allergy  & 
Immunology,  New  Orleans. 

April  3-6— Am.  College  of  Preventive  Medi- 
cine, Atlanta. 

April  13-17— Am.  Assoc,  of  Neurological 
Surgeons,  Denver. 

April  14-18— Am.  Roentgen  Ray  Society, 
Washington,  DC. 

April  27-May  3— Am.  Academy  of  Neurolo- 
gy, New  Orleans. 

May  5-8— Am.  College  of  Obstetricians  & 
Gynecologists,  New  Orleans. 

May  7-9— Am.  Society  for  Artificial  Internal 
Organs,  Anaheim,  CA. 

May  11-14— Am.  Thoracic  Society,  Kansas 
' City,  MO. 

May  11-16— Am.  Society  of  Colon  & Rectal 
Surgeons,  Houston. 

May  29-30— Am.  Society  of  Transplant  Sur- 
geons, Chicago. 

May  29-June  1— VA  Society  of  Ophthalmol- 
ogy, Norfolk. 

Aug.  12-17 — 119th  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 
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NOW  WHEN  YOU  ENTER 
THE  WORLD  OF 
BMW  SPORTS  SEDANS, 
YOU  CAN  BRING 
YOUR  ENTIRE  FAMILY. 

Typically,  2-door  sports  sedans  have  been  the  exclusive  province 
of  drivers  with  no  real  use  for  the  backseat. 

The  new  BMW  4-door;  3-Series  sports  sedans  have  opened  their 
doors  to  a more  diverse  group:  those  who  desire  exhilarating  perform- 
ance, but  have  something  special  to  put  in  the  backseat— a family. 

If  youd  like  to  test-drive  one  of  our  new  4-door  BMW’s,  bring  your 
entire  family  to  visit  us. 


© 1985  BMW  of  North  America  Inc  The  BMW  trademark  and  logo  are  registered 


Harvey  Shreve,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical 
Center  News 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


State  Doctors'  Response  ‘ Encouraging ’ 

MARS  Handles  500  Calls  A Month 


Incoming:  calls  occupy  MARS  secretary  Dawn  Prickett  while  the  system’s  Medical 
Coordinator,  Dr.  Michael  Lewis,  and  Program  Manager  Alita  Humphrey  work  in  the 
background. 


“We’re  handling  400  to  500  calls  a 
month  and  25  a day  is  now  fairly 
routine.” 

That’s  how  West  Virginia  physicians 
have  responded  to  the  news  MARS 
system  at  WVU,  compared  with  an 
average  of  about  250  calls  a year 
under  the  prior  system. 

MARS  stands  for  Medical  Access 
and  Referral  System,  and  its  job  is  to 
make  Medical  Center  expertise  in 
patient  care  available  to  physicians  on 
a one-to-one  basis.  They  can  call  to 
ask  advice,  refer  a patient  to  a 
specialist,  check  on  a referred  patient, 
even  find  out  about  new  services  and 
equipment  at  the  Medical  Center. 

MARS  started  in  late  August,  and 
Director  Michael  J.  Lewis,  M.  D., 
said  that  at  present  rates  it  will  handle 
more  than  5,000  calls  the  first  12 
months,  20  times  the  old  volume. 

“Despite  this  very  encouraging 
growth  there  are  still  physicians  out 
there  who  aren’t  aware  of  our  service, 
so  there’s  plenty  of  potential  for  serv- 
ing more  doctors  and  patients,”  said 
Doctor  Lewis,  Associate  Professor  in 
the  School  of  Medicine’s  Department 
of  Family  Practice. 

Doctor  Lewis  brought  nine  years  of 
experience  as  a family  doctor  with 
him  when  he  joined  the  medical 
faculty  last  April  — so  he  knows  first- 
hand the  help  professionals  can  use. 
A one-time  research  scientist  for 
Union  Carbide  in  Charleston,  he 


received  his  medical  degree  from 
WVU  in  1974  and  practiced  at  St. 
Marys  in  Pleasants  County. 

The  MARS  operators  have  exact 
call  schedules  for  each  department 
and  division  and  can  usually  make 
immediate  contact.  The  service  oper- 
ates 24  hours  every  day  and  all  calls 
go  to  faculty  members,  not  to  resi- 
dents. 


The  MARS  name  is  being  plugged 
because  it  also  represents  the  phone 
number  physicians  call  to  reach  the 
MARS  operators.  “A  health  profes- 
sional can  dial  1-800,  then  WVA- 
MARS  and  the  call  will  come  right 
to  us,”  he  said. 

“We  want  to  make  that  name-num- 
ber part  of  the  thought  process  of 
physicians.” 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Obituaries 


LEONARD  M.  ECKMANN,  M.  D. 

Dr.  Leonard  M.  Eckmann  of 
Charleston  died  on  December  5 at  his 
home.  He  was  71. 

Doctor  Eckmann  was  a family 
physician  in  South  Charleston  for  47 
years,  and  was  a charter  staff  member 
at  Thomas  Memorial  Hospital  there. 

He  conducted  a medical  radio  pro- 
gram. 

An  Army  veteran  of  World  War  II, 
his  letters  of  World  War  II  are  cur- 
rently being  published  in  a state 
magazine. 

Doctor  Eckmann,  horn  in  New  York 
City,  received  both  his  undergraduate 
degree  and  M.  D.  degree  (1937)  from 
New  York  University.  He  interned  at 
Samaritan  Hospital  in  Troy,  New 
York,  and  took  his  residency  at  St. 
Francis  Hospital  in  Charleston. 

He  was  an  honorary  member  of  the 
Kanawha  Medical  Society,  West  Vir- 
ginia State  Medical  Association  and 
American  Medical  Association. 

Survivors  include  the  wife,  Muriel 
Eckmann;  a daughter,  Mrs.  Marjorie 
Calm  of  Worcester,  Massachusetts; 
a son,  Stuart  Eckmann  of  Mountain 
View,  California;  the  father,  Julius 
Eckmann  of  Riverside,  California;  a 
sister,  Mrs.  Dorothy  Solomon  of  West 
Palm  Beach,  Florida,  and  a brother, 
Bert  Eckmann  of  Riverside. 


JOE  W.  RHUDY,  M.  D. 

Dr.  J oe  W.  Rhudy  of  Morgantown 
died  on  November  15.  He  was  46. 

Doctor  Rhudy  was  the  founder  and 
senior  partner  of  the  Morgantown 
Internal  Medicine  Group. 

He  was  Chief  of  the  Department  of 
Internal  Medicine  of  Monongalia 
General  Hospital  in  1972  and  in  1974. 

Born  in  Crumpler  (McDowell 
County),  his  early  education  was 
completed  in  Franklin,  which  he  con- 
sidered his  home. 

He  was  graduated  from  Berea 
(Kentucky)  College,  and  received  his 
M.  D.  degree  in  1965  from  West  Vir- 
ginia University  School  of  Medicine. 

His  specialty  training  in  internal 
medicine  was  completed  at  Charleston 
(Continued  on  Page  xxv) 


Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8(4 
by  11  in.)  white  paper.  Wide 
margins  at  least  1(4  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  (or  names)  of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  he 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
billed  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and,  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor, 
West  Virginia  Medical  Journal, 
Box  4106,  Charleston,  W.  Va. 
25364. 


Need  A 
Temporary 
Physician? 

You  can  take  time  off 
while  your  practice 
keeps  working! 

Lease  CompHealth 
physicians  for  your 
vacations,  CME’s  or  for 
supplementary  help. 

★ 

Want  Free  Time 
While  You 
Practice 
Medicine? 

Join  CompHealth’s 
Locum  Tenens 
Physician  Group. 

★ 

For  further  information 
about  temporary  coverage 
or  locum  tenens  practice 
opportunities 

Call  toll-free  1 800  445-7677 

» CompHealth 

A Physician  Group 

★ 

WILSON  ROSS, 
Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 
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Introducing 

The  standout. 


The  world's  leading  beta  blocker 
and  diuretic-foronce-daily 
convenience  without  compromise 


When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide-with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

Die  controlled-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  daily  routines. 

Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  for  comfortable 
morning  diuresis 

Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

-one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL®  LA- 
80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide- 
50  mg 


Once-daily 

INDERIDELA 


Convenience  without  compromise 
One  capsule-Once  daily 


'The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 

INDERIDE  ‘ LA  Brand  0‘  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 


HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455— Each  INDERIDE®  LA  80/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  80  mg 

Hydrochlorothiazide  50  mg 

No  457— Each  INDERIDE®  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®LA)  120  mg 

Hydrochlorothiazide  50  mg 

No  459— Each  INDERIDE®  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  160  mg 

Hydrochlorothiazide  50  mg 


INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can  in  some  cases  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and.  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician  s advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are 
given  propranolol  for  other  indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg.  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD.  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL6): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine.  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 
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CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  m both  rats  and  mice  employing  doses  up  to  150  mg/kg/day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth  thirst 
weakness  lethargy,  drowsiness,  restlessness  muscle  pains  or  cramps,  muscular  fatigue 
hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  trank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  pro- 
longed thiazide  therapy  The  common  complications  of  hyperparathyroidism  such  as  renal 
lithiasis  bone  resorption,  and  peptic  ulceration  have  not  been  seen  Thiazides  should  be 
discontinued  before  carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarme 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 


ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL6): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension paresthesia  of  hands,  thrombocytopenic  purpura  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia 
lassitude  weakness,  fatigue:  reversible  mental  depression  progressing  to  catatonia  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping  diarrhea 
constipation,  mesenteric  arterial  thrombosis  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat  laryngospasm  and  respiratory  distress 

Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia  gastric  irritation,  nausea  vomiting,  cramping,  diarrhea,  constipa- 
tion; iaundice  (mtrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias,  headache,  xanthopsia 

Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 

Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis 
cutaneous  vasculitis),  fever,  respiratory  distress  including  pneumonitis  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia  muscle  spasm,  weakness,  restless- 
ness. transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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Ayerst, 


AYERST  LABORATORIES 
New  York,  NY  10017 


GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1 ,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

□ Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


CENTRAL  WEST  VIRGINIA 

The  Central  West  Virginia  Medical 
Society  met  on  October  23  in  Buck- 
hannon  at  the  Bicentennial  Motel. 

Dr.  Stephen  M.  Smith  reported  on 
CME. 

Dr.  John  A.  Mathias  reported  on  his 
final  meeting  as  a member  of  the 
WVSMA  Council,  and  emphasized  the 
importance  of  WESPAC  contribu- 
tions. 

Dr.  R.  Paul  Bennett  announced  that 
a National  Health  Service  Corps 
physician,  Geoffrey  Bowers,  will  be 
joining  him  in  practice  in  Webster 
Springs. 

New  officers  were  elected.  — - Green- 
brier Almond,  M.  D.,  Secretary- 
Treasurer  (1985). 


FAYETTE 

The  Fayette  County  Medical  Soci- 
ety met  on  November  6 at  the  Oak 
Hill  Holiday  Inn. 

Dr.  David  Z.  Morgan  of  Morgan- 
town, WVSMA  President,  was  the 
guest  speaker.  Everybody  enjoyed 
his  most  informative  talk. — Saghir  R. 
Mir,  M.  D.,  Secretary-Treasurer. 


WESTERN 

West  Virginia  Insurance  Commis- 
sioner Fred  E.  Wright  was  the  guest 
speaker  for  the  meeting  of  the 
Western  Medical  Society  on  Novem- 
ber 12. 

The  meeting  was  held  at  Roane 
General  Hospital  in  Spencer. 

Commissioner  Wright  gave  a com- 
prehensive review  of  the  past  and 
present  facts  about  insurance,  espe- 
cially narrowing  down  on  liability 
insurance. 

He  said  he  thought  tort  reform 
definitely  is  needed  in  West  Virginia 
since  it  is  the  only  state  that  has  not 
had  this  legislation. 

His  talk  was  followed  by  a question- 
and-answer  period. 

It  was  agreed,  on  a voluntary  basis, 
to  place  stamped  envelopes  in  our 
offices  for  the  use  of  patients  in  send- 


ing messages  concerning  the  mal- 
practices insurance  crisis  to  their 
legislators. — Ali  H.  Morad,  M.  D., 


McDowell 

The  McDowell  County  Medical 
Society  met  on  November  13  at  the 
Bonanza  Restaurant  in  Welch. 

The  guest  speaker  was  Dr.  John 
Huntwork  of  Huntington,  who  dis- 
cussed “Osteoarthritis  and  the  Elder- 
ly,''  as  seen  by  the  primary  care 
physician. 

Doctor  Huntwork  concentrated  on 
non-steroidal  and  anti-inflammatory 
drugs  and  their  use  for  particular 
conditions  and  patients. 

Dr.  Vernon  J.  Magnus,  President, 
gave  a brief  report  on  his  volunteer 
medical  work  in  Haiti. — John  S. 
Cook.  M.  D.,  Secretary. 


MINGO 

The  Mingo  County  Medical  Society 
met  October  9 at  the  Williamson 
Memorial  Hospital. 

Discussion  centered  around  candi- 
dates for  the  state  Senate,  drinking 
and  driving,  medicine’s  image,  the 
special  session  of  the  WVSMA  House 
on  November  3,  and  increases  in  mal- 
practice insurance  rates. 

( Continued  on  Page  xxv ) 
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Now  paying  10.94%. 

U.S.  Savings  Bonds  now 
pay  like  money  market  accounts! 
At  the  current  rate— 10.94%— you 
could  double  your  money  in  less 
than  seven  years.  Just  hold  Bonds 
for  five  years  and  you  get  the  new 
higher  variable  rates.  Plus,  you 
get  a guaranteed  return.  That’s 
the  kind  of  change  anyone  can 
appreciate. 

But  some  of  the  best 
things  about  Bonds  haven’t 
changed.  Savings  Bonds  are  still 
as  safe  as  ever.  They’re  still 
exempt  from  state  and  local  in- 
come taxes.  And  since  Bonds 
cost  as  little  as  $25,  they’re  as 
affordable  as  ever.  What’s  more, 
Bonds  remain  a great  way  to 
keep  our  country  strong. 

You  can  purchase  Bonds 
almost  anywhere.  At  neighbor- 
hood banks,  savings  and  loans 
and  credit  unions.  Or  easier  still, 
right  through  the  Payroll  Savings 
Plan  where  you  work. 

For  your  free  booklet,  unite: 
“50  Q&A,"  U.S.  Savings  Bonds 
Division,  Washington,  DC  20226. 

US  SAVINGS  BONDsSl. 

Paying  Better  Than  Ever  " 
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Introducing  TIPS 


The  Total  Information 
For  Physicians  System 

A COMPLETE  MEDICAL  OFFICE 
MANAGEMENT  SYSTEM 


OUR  COMMITMENT/ 

YOUR  SOLUTION 

THE  MCDONOUGH  CAPERTON 
INSURANCE  GROUP  has  always 
been  responsive,  productive  and 
innovative.  No  other  privately- 
owned  insurance  company  has 
grown  so  much  to  meet  the  needs 
of  clients,  insureds  and  now,  pro- 
viders of  health  care  services. 

PRICE  PERFORMANCE 

At  McDonough  Caperton  Systems 
we  have  a strategy  that  works.  We 
have  combined  superior  technology 
and  proven  programming  to  create 
the  most  efficient  and  practical 
medical  office  management  system 
available  to  a group  or  an  individual 
practice.  We  selected  the 
IBM  A/T  personal  computer 
because  of  its  dependability,  great 
storage  capacity,  and  unequaled 
responsiveness.  Our  Software  is 
TIPS  (Total  Information  for  Phys- 
icians) and  was  selected 
because  of  the  engineered  re- 
search which  created  it  and  the 
incredible  benefit  it  gives  the  user. 
TIPS  provides  the  user  with  a 
custom  system,  a choice  of  function 
levels,  and  a choice  of  investment 
costs.  To  these  we  add  total  hard- 
ware and  software  support  for  the 
life  of  the  system.  It’s  a simple 
strategy  that  works  and  is  working 
with  individual  and  group  practices 
in  West  Virginia  and  across  the 
United  States. 


Aul'HJ'i/ed 
va'ue  Added 
Deaf 


Personal 

Computers 


The  comprehensive  clinical  and 
management  solution  for  today’s 
doctor  features: 

• Patient  Past  History/Lab  Results/ 
Treatment  Information 

• Statistical  Retrieval  and  Analysis  of 
Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and  Management 
Reporting 

• Insurance  Forms  Preparation 

• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including  master 
ON/OFF  capability. 

A COMPLETE  SYSTEM 

In  addition  to  the  IBM  Personal 
Computer  and  TIPS  software,  we 
install  the  printer  of  your  choice 
with  draft  and  letter  quality  print, 
a fast  modem  for  telephone  data 
transmission  and  access  to  medical 
and  financial  services.  We  install 
your  system  with  a structured  train- 


ing program  for  your  office  staff 
and  ongoing  customer  support. 

We  also  include  an  onsite  service 
contract  plus  a special  telephone 
response  line  available  during 
business  hours. 

FILL  OUT  YOUR  LAST 
CLAIM  FORM 

Just  as  direct  communication 
between  people  is  preferred  for 
accuracy,  computer-to-computer 
communication  reduces  the 
potential  for  errors  and  delays. 
Electronic  submission  of  claims  to 
more  than  one  payor  is  possible 
with  TIPS  using  phone  line  trans- 
mission or  floppy  diskette.  You 
may  also  purchase  a stand  alone 
electronic  claims  submission 
package  independent  of  the  office 
management  program  and  still 
receive  claims  payment  within 
10  days. 

For  More  Information: 

Call  us  at  1-800-344-5139  or  at 
346-0611  in  Charleston.  We’re 
your  systems  analyst  and  welcome 
your  questions.  Our  job  is  to  help 
you  reduce  your  paperwork,  in- 
crease your  productivity  and 
improve  your  cash  flow. 

McDonough 

Caperton 

Systems 


P.  O.  Box  1551 
Charleston,  W.  Va.  25326 
Bradley  E.  Layne,  Pres. 


GREENBRIER  PHYSICIANS,  INC 

A Muitispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-51 15 

INTERNAL  MEDICINE 

OBSTETRICS/GYNECOLOGY 

PSYCHOLOGY 

Robert  K.  Modlin,  M.  D. 

James  L,  Pteiff,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

Helen  R.  Perez,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

EAR,  NOSE  & THROAT 

ANCILLARY  SERVICES 

SURGERY 

Amir  A.  Alidina,  M.  D. 

Physical  Therapy 

Tom  Moore,  R.  T. 

General  & Vascular 

OPHTHALMOLOGY 

Wood  McCue,  R.  T. 

H.  P.  Dinsmore,  M.  D. 

Robert  K.  Scott,  II,  M.  D. 

General  & Thoracic 

Respiratory  Therapy 

B.  L.  Plybon,  M.  D. 

PEDIATRICS 

James  D.  Creasman,  R.R.T. 

ORTHOPEDIC  SURGERY 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

Audiology 

Conrad  D.  Tamea,  Jr.,  M.  D. 

Gary  M.  Vandevander,  M.S. 

James  W.  Banks,  M.  D. 

RADIOLOGY 

Charles  Weinstein,  M.  D. 

ADMINISTRATION 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

UROLOGY 

Sandra  W.  Ayers,  Business  Manager 

E.  T.  Cobb,  M.  D. 

Kyle  F.  Fort,  M,  D. 

THE  WHEELING  CLINIC 


Wheeling,  232-3600 


WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527  1230 


INTERNAL  MEDICINE 
General 

B L.  VanPelt,  M.  D 

P.  Ft  Hedges,  M.  D. 

J.  Holloway,  M.  D. 

R N Lewis,  M.  D (St.  Clairsville) 

M.  J Lohne,  M.  D (St.  Clairsville) 

R D.  Morris.  D.  O.  (New  Martinsville) 
Cardiovascular 
A.  M Valentine,  M.  D. 

W.  E.  Noble,  M D 
Gastroenterology 
T.  E.  Chvasta,  M D 

L Ft  Cain,  M.  D. 

Hematology/Oncotogy 
C.  A Vasquez,  M.  D 
Nephrology/ Hypertension 
D L.  Latos.  M D 
M,  H Drews,  M.  D 
T.  G Kenamond,  M D 
Pulmonary 

C.  J.  Begley,  M.  D. 

T.  V.  Burke,  M.D 
GENERAL  SURGERY 

C.  D Hershey,  M D. 

E C Voss,  M D 

J H Mahan,  M D (St  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 

ORTHOPEDICS 

E L Barrett,  M D 
R S Glass,  M D. 


UROLOGY 

D C Trapp,  M.  D 
B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold.  M.  D. 

R T.  Brandfass,  M.  D. 

OBSTETRICS  & GYNECOLOGY 
T.  A Athari,  M.  D. 

J.  W.  Campbell,  M.  D 
C V.  Porter,  M.  D 
OPHTHALMOLOGY 
W.  F.  Park,  M.  D. 

M E.  Nugent,  M.  D 
Ft  V.  Pangillnan,  M D. 

H S.  Berlin,  M.  D. 
OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A Porterfield,  M.  D. 

(St  Clairsville) 

G L Cholak,  M.  D (St  Clairsville) 

E.  L.  Coffield,  M.  D (New  Martinsville) 
NEUROSURGERY 

F.  J.  Payne,  M D 
NEUROLOGY 

H.  L.  Kettler,  M.  D 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

S.  Govindan,  M.  D. 

Neuropathology 
S.  Govindan,  M.  D 


PSYCHIATRY 

S D.  Ward.  M.  D. 

D H Smith,  M D. 

D P Hill,  M.  D 
J G Tellers,  M.  D 
Pediatric  Psychiatry 
V Stein,  M.  D 

ANCILLARY  SERVICES 
Optical 

W.  E.  Schul,  Optician 

Speech  Therapy/Audiology 
J.  P.  Frum,  M.  S.,  S P A 
Biofeedback  Laboratory 
M G.  Simon,  P.  A 
Electrology/Cosmetlc  Therapy 
J E.  Beserock,  R E 

TECHNOLOGISTS 

Electrocardiography 

B.  Maguire,  R N 
B.  Muklewicz,  R.  N 
Electroencephalography 
J.  Stone,  R.  N.,  CMET 
J Green,  R N 
Roentgenology 
E Forester.  R T 

PULMONARY  DIAGNOSTICS  LAB 

R Kordack,  R.  T. 
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STRENGTH 


. . . “and  you 
thought  you'd 
gone  as  far  as 
you  could  go-  'i 


INTRODUCING 
One  Financial  Place:- 

Where  your  success  is  just 
the  starting  point. 

Your  position  in  life  is  enviable.  But  you 
face  complex  financial  decisions.  And,  find 
yourself  asking  if  there  is  somewhere  to  go 
for  help. 

There  is. 

One  Financial  Place,  the  Financial  and 
Trust  Services  Group  of  Kanawha  Valley  Bank. 

A group,  unlike  any  other  in  West  Virginia, 
designed  exclusively  for  the  successful,  like 
yourself,  who  seek  a single  comprehensive 
source  of  financial  information  and  assistance. 

At  One  Financial  Place  we  can  help  you 
make  the  most  of  your  success  by  offering 
you  a personalized  relationship  based  on 
strategies  that  reflect  your  attitudes  and 
objectives.  Asset  and  investment  manage- 
ment, financial  planning,  trust  administration, 
retirement  planning  and  other  specialties  to 
suit  your  needs.  We  operate  quickly,  indepen- 
dently and  objectively  to  keep  you  in  control 
of  your  finances. 

If  you  want  to  turn  financial  opportunities 
into  profitable  realities,  call  One  Financial 
Place  at  (304)  348-7081. 

One  Financial  Place.  Where  success  is  just 
the  beginning. 


©Kanatdurifolky  Bank 

A One  Valley  Bank 

Box  I 793  'Charleston.  WVA  25326  - Member  FDIC 
THREE  CONVENIENT  LOCATIONS: 

Downtown,  One  Valley  Square  at  Summers  and  Lee  ( 304-348-  7000) 
Kanawha  City,  57th  &.  MacCorkle  at  Kanawha  Mall  (304-348-  I I 77) 
West  Charleston,  Patrick  Street  and  Hills  Plaza  (304  348-  I 450) 


I l 


A Continuing  Medical  Education  Event! 


The  19th  Mid-Winter  Clinical 
Conference 

Charleston  Marriott  Hotel 

200  Lee  Street,  East,  Charleston,  WV 

January  24-26,  1986 

West  Virginia  State  Medical  Association 
Marshall  University  School  of  Medicine 
West  Virginia  University  School  of  Medicine 

WATCH  THE  JOURNAL  FOR  PROGRAM  DETAILS 

THE  PROGRAM  CHAIRMAN  is  William  O.  McMillan,  Jr.,  M.  D.,  of  Charleston.  Other  members  of 
the  Program  Committee  are  Joseph  T.  Skaggs,  M.  D.,  Charleston;  Maurice  A.  Mufson,  M.  D.,  Huntington; 
Richard  G.  Starr,  M.  D.,  Beckley;  John  W.  Traubert,  M.  D.,  Morgantown,  and  C.  Carl  Tully,  M.  D.,  South 
Charleston. 

REGISTRATION  FEE  is  $75  for  WVSMA  members  and  $100  for  non-members.  Please  make  checks 
payable  to  “WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION.” 

ACCREDITATION:  The  program  has  been  approved  for  15%  hours  of  Category  I CME  credit,  and 
AAFP  Prescribed  Credit  has  been  approved  for  12  hours. 

OVERNIGHT  ACCOMMODATIONS:  Physicians  should  communicate  directly  with  the  reservation 
manager  of  the  hotel  or  motor  inn  of  their  choice,  with  the  conference  headquarters  hotel  setting  aside 
rooms  for  registrants.  Reservations  at  the  headquarters  hotel  should  be  made  by  January  2.  In  order  to 
obtain  group  rates,  those  who  make  reservations  directly  with  the  headquarters  hotel  should  specify  that 
they  will  be  attending  the  Mid-Winter  Clinical  Conference.  Group  rates  are  $58  for  a single  room  and 
$66  for  a double.  Those  who  register  in  advance  for  the  Conference  with  the  State  Medical  Association 
(see  below)  will  receive  from  the  Association  a postage-paid  Marriott  reservation  request  card  specifically 
designed  for  Mid-Winter  Clinical  Conference  registrants. 

FOR  ADVANCE  REGISTRATION,  please  complete  the  form  below  and  mail  to:  WEST  VIR- 
GINIA STATE  MEDICAL  ASSOCIATION,  P.  O.  BOX  4106,  CHARLESTON,  W.  VA.  25364. 


Please  register  me  for  the  19th  Mid-Winter  Clinical  Conference  in  Charleston,  WV,  January  24-26,  1986. 
My  $75  registration  fee  (is  not)  enclosed. 


Name  (please  print) 


Specialty 


Address 


City 
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JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


ry* 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

In  Internal  Medicine  To  Associate  With 

Radiology: 

Internal  Medicine: 

Family  Practice: 

Halberto  G.  Cruz,  M.  D. 

Karl  J.  Myers,  Jr.,  M.  D. 

Charles  L.  Arnett,  M.  D. 

Pathology: 

Wm.  A.  SanPablo,  M.  D. 

R.  Gregory  Juckett,  M.  D. 

James  A.  Arnett,  M.  D. 

Fulvio  Franyutti,  M.  D. 

Pediatrics: 

Surgery: 

E.  G.  Kreider,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D. 

J.  W.  Woodford,  M.  D. 

Dentistry: 

Telephone:  (304)  457-2800 

Boyd  R.  Wickizer,  M.  D. 

Glenn  B.  Poling,  D.  D.  S. 

WV  (800)  346-2800 

SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D.  697-7036 

K.  M.  Fink,  M.  D.  525-8191 

R.  W.  Hibbard,  M.  D.  697-4752 

F.  Hoback,  M.  D.  697-7036 

D.  H.  Webb,  M.  D.  697-7955 


J.  Corcella,  M.  D.  525-7851 

J.  V.  Ottaviano,  M.  D.  525-7851 

L.  C.  Smith,  M.  D.  697-7036 

M.  M.  Bateman,  M.  D.  526-0580 

R.  A.  Kayser,  M.  D.  526-0580 
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HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  P.  O.  Box  4359 
Charleston,  West  Virginia  25364 

(304)  925-4756 

CHILDREN’S  PAVILION 

• Psychiatric  treatment  for  emotionally  disturbed  children  — ages  5 to  13 — a 15-bed,  separate 
unit  from  adult  psychiatric  care. 

ADULT  PSYCHIATRIC  CARE  UNIT 

« Program  provides  the  care  and  environment  necessary  for  recovery. 

PRIMARY  PSYCHIATRIC  CARE  UNIT 

• Care  for  the  older  adults  who  require  more  intensive  nursing  care  and  observation. 

ALL  PROGRAMS  OFFER: 

• Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


ADULT  PSYCHIATRY 

Charles  C.  Weise,  M.  D. 

Thomas  S.  Knapp,  M.  D 

Pablo  M.  Pauig,  M.  D. 

Ralph  S.  Smith,  Jr.,  M.  D. 

Lee  L.  Neilan,  M.  D 

Edmund  C.  Settle,  Jr.,  M.  D. 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 


CHILD  PSYCHIATRY 


925-2159  Gina  Puzzuoli,  M.  D.  925-6914  Pablo  M.  Pauig,  M.  D. 

768-1212  John  P MacCallum,  M.  D.  925-6966  Ralph  S.  Smith,  Jr.,  M.  D. 

343-8843  Sid  Lerfald,  M.  D.  925-0004  John  P.  MacCallum,  M.  D. 

925-0349  Elma  Bernardo,  M.  D.  768-1212 

925-0349  Steve  Kissinger,  M.  D.  925-6966 

925-0624 


Serving  the  community  for  over  30  years 


343-8843 

925-0349 

925-6966 


INTRODUCING  THE  BURROUGHS  B25. 

A TRUE  MULTI-USER  MICRO  COMPUTER 
THAT  GROWS  WITH  YOUR  PRACTICE. 

APPOINTMENT  SCHEDULING  NOW  AVAILABLE 

The  825  is  modular,  so  when  you  need  more  memory  or  storage,  you 
simply  snap  on  more  modules.  It  has  the  ability  to  expand  up  to  120 
megabites  of  harddisc  & 1,000,000  bites  of  memory. 


Another  feature  that  allows  the  B25  to  grow  with 
you  is  its  ability  to  network.  You  just  add  work- 
stations and  people  will  be  able  to  share  the  same 
data  and  memory  at  the  same  time. 

You  can  also  share  peripherals  — like  printers. 
Which  means  several  workstations  can  be  linked  to 
one  printer  so  many  people  can  use  it. 

THE  PHYSICIAN  OFFICE  ACCOUNTING  SYSTEM 
BENEFITS  YOUR  PRACTICE  BY  PROVIDING: 

Quick  access  to  timely,  accurate  information 
through  high-resolution  computer  screens,  printed 
reports  and  immediate  updating.  Flexibility  through 
user-defined  system  parameters,  print  and  report 
options.  Financial  control  through  extensive  report- 
ing. On-line  inquiry  and  automation  of  routine  office 
tasks  to  minimize  clerical  duties.  Improved  cash 
flow  through  automatic  generation  of  charge  tickets, 
insurance  bills,  demand  bills  and  statements. 

Whitman  Computer 
Systems , Inc. 

BURROUGHS  B25  DEALER 

Alicia  Lewis  Terri  Whitman.  President 

Sales  Representative  P O.  Box  47008 

P O Box  8477  St  Petersburg,  FL  33707 

South  Charleston,  WV  25303  (813)  345-8241 

(304)  744-4231 

MS-DOS  is  a trademark  of  Microsoft  Corporation 

CP/M  is  a registered  trademark  of  Digital  Research,  Inc. 


THE  QUESTION  ISN’T  WHO'S  BIGGER.  IT'S  WHO'S  BETTER 
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Classified 


WEEKLY  SEMINARS  — Most  major  ski 
resorts,  Disney  World,  aboard  sailboats  in 
the  Virgin  Islands  and  a Mississippi  paddle- 
wheeler. CME  accredited.  Medical-legal 
and  financial  management  topics.  Fee 
$175.  Current  Concept  Seminars  (Since 
1980).  3301  Johnson  Street,  Hollywood, 
FL  33021.  Telephone  (800)  428-6069.  In 
Florida  (305)  966-7690. 


The 

White  House 
Fellowships 


A unique  opportunity 
for  outstanding  Americans 
early  in  their  careers  to 
work  for  a year  at 
the  highest  levels  of 
the  Federal  Government 

For  more  information: 

The  President’s  Commission  on 
White  House  Fellowships 
712  Jackson  Place,  N.W. 
Washington,  D.C.  20503 
(202)  395-4522 


POSTAGE  METER— Pitnel-Bowes  Model 
5830  mailing  machine.  Seals  and  stamps. 
Original  cost  $765,  used  1 year.  No 
reasonable  offer  refused.  327-6611  or 
325-3714. 


MARIETTA,  OHIO  — Emergency  Depart- 
ment directorship  and  staff  position  avail- 
able at  200  bed  facility.  Board  certification 
or  Board  eligibility  in  Emergency  Medicine 
or  primary  specialty  preferred.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Road,  Traverse  City,  Ml  49684;  or  call 
1-800-253-1795,  in  Michigan  1-800-632-3496. 


UNIQUE  OPPORTUNITY 
IN  PENNSYLVANIA 

Building  new  Emergency  Department 
in  progressive,  academic  community 
hospital.  New  facility,  in-the  round. 
Base  station,  active  paramedic  training 
program,  resident  education.  Opportuni- 
ties for  research  and  teaching  affiliation 
with  nationally  prominent  Emergency 
Medicine  Residency  program.  Competi- 
tive salary  with  paid  malpractice,  dis- 
ability, life  insurance,  CME,  etc.  Emer- 
gency residency  trained,  Board  certified 
or  Board  qualified  and  actively  seeking 
certification.  Contact  Nathan  C.  Schafer, 
M.  D.,  Chairman,  Department  of  Emer- 
gency Medicine,  St.  Margaret  Memorial 
Hospital,  815  Freeport  Road,  Pittsburgh, 
PA  15215;  (412)  784-4189  or  4782. 


CLASSIFIED  RATES:  $10  for  10  lines; 
for  every  line  over  10  lines  there  will  be 
an  additional  charge  of  $2  per  line.  Cost 
to  be  figured  after  ad  has  been  set  by 
the  printer.  $15  for  confidential  ad  (10 
lines). 

DEADLINE:  Copy  must  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the  Au- 
gust issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV  25364. 
Telephone:  (304)  925-0342. 


OBITUARIES — Continued 

Memorial  and  WVU  hospitals,  and  he 
was  Chief  Resident  in  Internal  Medi- 
cine in  1971. 

Following  a fellowship  in  pulmo- 
nary diseases,  Doctor  Rhudy  began 
practice  in  Morgantown. 

He  was  a member  of  the  American 
College  of  Physicians,  Monongalia 
County  Medical  Society,  West  Vir- 
ginia State  Medical  Association  and 
American  Medical  Association,  and  a 
Fellow  of  the  American  College  of 
Chest  Physicians. 

Survivors  include  his  mother, 
Brooke  FI.  Rhudy;  his  wife,  Nancy  T. 
Rhudy;  two  sons,  David  W.  and  Paul 
W.  Rhudy;  a daughter,  Susan  Jo 
Rhudy,  and  two  sisters,  Louise 
Fawcett  of  New  York  City  and  Sara 
Taylor  of  Ronceverte. 


COUNTY  SOCIETIES — Continued 

The  Society  met  again  on  Novem- 
ber 13  at  Williamson  Memorial  Hos- 
pital. 

New  officers  for  1986  were  elected. 

Dr.  Diane  Shafer,  member  of  the 
WVSMA  Council,  reported  on  the 
November  2 Council  meeting  and  the 
special  session  of  the  House  Novem- 
ber 3. 

The  Society  approved  donations  of 
$100  to  Southern  West  Virginia  Com- 
munity College,  $50  to  the  Salvation 
Army,  and  $100  to  the  Tug  Valley 
Recovery  Shelter. — -Diane  E.  Shafer, 
M.  D.,  Secretary-Treasurer. 


Charlestony^>-^y  George  E.  Toma,  M.D.,  EACS 

Eye  CareiSvrSll  Stephen  P.  Cassis,  M.D. 

Associates  Inc.vy// 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 


CORNEAL  TRANSPLANTS 


PERMANENT  COSMETIC 
EYELINER 


4430  Kanawha  Turnpike 
24  HOUR  South  Charleston,  WV  25309 


344-3937  ANSWERING  SERVICE  768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 5:00  P.M.  (800)  344-3993 
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January  Advertisers 


Army  Reserve  viii 

Ayerst  Laboratories Insert 

Cardiac  Rehabilitation  Institute  ii 

Charleston  Data  Systems iv 

Charleston  Eye  Care  Associates,  Inc xxvi 

Chapman  Printing  Company  xviii 

CompHealth xvi 

Curtis  1000  Information  Systems xv 

Ear,  Nose  & Throat  Associates 

of  Charleston,  Inc xxiii 

ElComp  Systems,  Inc ix 

Eye  & Ear  Clinic  of  Charleston,  Inc.,  The vii 

Eye  Physicians  and  Surgeons iii 

Greenbrier  Physicians,  Inc xx 

Harmarville  Rehabilitation  Center,  Inc xii 


Harvey  Shreve  Ford,  Inc xiii 

Highland  Hospital  xxiv 

Kanawha  Valley  Bank,  NA xxi 

Kanawha  Valley  Hospital xi 
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You  don’t  have  to  move  mountains  to  make  a difference 
on  this  earth. 

By  leaving  even  the  smallest  legacy  to  the  American 
Cancer  Society  in  your  will,  you  can  leave 
a loving  and  lasting  impression  on  life. 

And  giving  life  is  the  greatest  way  of 
leaving  your  mark  on  it. 


I AMERICAN 
4?  CANCER 
? SOCIETY® 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


••  . . appears  to  have 
the  best  safety  record  of  any 
benzodiazepines  ft 


of  the 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 


15-mg/30-mg 

capsules 
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DALMANE® 

flurazepam  HCI/Roche  (jv 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported,  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  eg, 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients.  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


1 FOR  SLEEP 


After  more  than  15  years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Pafienfs  are  safisfied  because  fhey  fall  asleep  fasf  and  sfay 
asleep  fill  morning. 18  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.7'9  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 


flurazepam  HCI/Roche  <£ 

sleep  that  satisfies 


Copyright  © 1985  by  Roche  Products  Inc.  All  rights  reserved. 
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€\KDLM 

Rehabilitation  Institute 


When  it’s  time  to  call  for  critical  cardiology  services 
for  your  patients,  make  the  choice  many  physicians, 
hospitals  and  clinics  in  the  Pittsburgh  Area  so  often 
make.  Choose  CRI  . . . Cardiac  Rehabilitation  Institute. 

Choose  CRI  for  the  widest  range  of  cardiology  services: 

• Non-invasive  peripheral  vascular  and 
echocardiography  imaging 

• Electrocardiography 

• Nuclear  cardiology  and  stress  testing 

• Holter  monitoring 

Choose  CRI  for  professional  expertise  and  capabilities. 

Trained  and  board  certified  cardiologists,  cardiovascular 
nurses  and  medical  technologists  use  state-of-the-art 
equipment,  advanced  technologies  and  proven  methods 
to  administer  and  interpret  cardiological  tests  and 
procedures.  CRTs  considerable  experience  and 
advanced  capabilities  get  you  highly  accurate  test 
results  quickly  ...  so  you're  never  in  doubt  and 
left  waiting. 

Choose  CRI  for  convenience.  Completely  equipped 
mobile  units  staffed  by  trained  technologists  bring  CRTs 
capabilities  and  expertise  practically  to  your  doorstep 
and  there's  never  a compromise  in  quality.  And  now 
CRI  offers  complete  nuclear  cardiology  services  in  a 
specially  equipped  40-foot  mobile  unit . . . the  only 
mobile  unit  of  this  type  in  the  United  States  approved 
and  licensed  by  the  Nuclear  Regulatory  Commission. 

Choose  wisely.  Choose  CRI  for  complete,  professional, 
accurate  cardiology  services,  tests  and  procedures. 

Cardiac  Rehabilitation  Institute 

5438  Centre  Avenue,  Shadyside,  Pittsburgh  15232. 
412/682-6201. 


ONCE  AGAIN, 
VOUIO  DON’T  LEAVE 
WELL  ENOUGH 

ALONE. 


Most  people  would  be  happy 
to  build  a car  with  an  average  life 
expectancy  of  15.6  years* 

But  Volvo  engineers  are 
harder  to  satisfy  than  most  peo- 
ple. That’s  why,  for  1986,  they’ve 
made  improvements  in  the  Volvo 
240.  Improvements  that  include 
heated  front  seats,  more  com- 
prehensive rust  proofing  and  a 


re-styled  body  aimed  at  bringing 
the  aerodynamics  of  the  240  to 
a new  low. 

Which  is  another  reason  why 
it’s  high-time  you  stopped  by  our 
Volvo  showroom  for  a test  drive. 

* Based  on  an  actuarial  analysis  of  the  1983-1984  U.S. 
Registration  Data  conducted  by  Ken  Warwick  & 
Associates.  Due  to  many  factors  including  mainte- 
nance, driving  conditions  and  habits,  your  Volvo  may 
not  last  as  long.  Then  again,  it  may  last  longer.  Sum- 
mary available  at  your  Volvo  dealer. 


THEVOtYOZK) 


See  VOLVO  at  TAG  GAL  YEAN 

1010  Washington  St.  East  — Heart  ’O  Town  Holiday  Inn 
Telephone  344-1776 


'86  Volvos  come  with  a 3-year  limited  warranty  that  puts  no  limit  on  mileage.  See  your  Volvo  dealer  for  terms  and  conditions.  © 1985  volvo  north  America  corporation 


'‘Time  is  what  we  want  most, 
hut  what  alas! 
we  use  it  worst ...” 

William  Penn 


MAKE  THE  RIGHT  CHOICE 

If  you  have  been  inundated  with  a morass  of  numbers, 
concepts,  and  technical  jargon  in  the  microcomputer 
marketplace,  it’s  time  to  make  the  right  choice. 

One  important  difference  separates  L/F  Technologies 
from  all  the  rest — solutions.  Computers  should  be  made 
to  work  for  people.  They  should  free  some  time  for  you 
to  concentrate  on  what  you  do  best:  think,  create,  pro- 
vide services  and  most  importantly — practice  medicine. 

The  computer  systems  that  allow  you  to  do  that  the 
fastest  (time  is  money),  and  the  most  cost-effective  way 
(money  is  money)  are  made  by  L/F  Technologies. 


CHARLESTON  DATA  SYSTEMS 

“The  largest  supplier  of  computerized  practice  management  systems  to 
West  Virginia  physicians  with  the  following  benefits:” 

. INCREASED  PRODUCTIVITY  • HIGH  RELIABILITY  AND  SERVICE 

• IMPROVED  CASH  FLOW  • OBSOLESCENCE  PROTECTION 

• REDUCED  OPERATING  EXPENSES  • FIVE  YEAR  GUARANTEE 

• SIMPLICITY  OF  OPERATION  • TAX  SAVINGS 


For  additional  information  call  (304)  744-2583 
or  contact  us  directly  at:  325  6th  Ave.,  So.  Charleston,  WV  25303 
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Physicians  Always  Are 
Referring  To  Our  Reputation. 


% 

Physicians  refer  to  Saint 
Albans  because  of  our  excel- 
lent reputation  as  Virginia’s 
only  full-service,  private,  not- 
for-profit  psychiatric  hospital. 

Since  1916,  that  reputation 
has  been  built  on  compre- 
hensive care.  We  have  fully 
accredited  treatment  programs 
for  adults,  adolescents  and 
substance  abusers.  Specialized 
programs  for  senior  adults, 
the  treatment  of  eating  dis- 
orders, phobias  and  pain 
management  also  are  offered. 

Today,  the  cost  of  such  care 
is  on  the  conscience  of 
patients  and  physicians.  We 
keep  that  in  mind,  too,  and  are  proud  that  Saint  Albans  has  the  lowest  current  average 
patient  daily  charge  of  any  private  psychiatric  hospital  in  Virginia. 

When  you  refer  patients  to  Saint  Albans,  you  can  rely  on  our  reputation  for  the 
best  possible  care  at  the  lowest  possible  cost.  That’s  why  physicians  have  been  refer- 
ring to  us  with  confidence  for  70  years.  Call  today,  toll-free  1 -800-368-3468,  for  a 
free  brochure  on  Saint  Albans  Psychiatric  Hospital  or  write  to  “Reputation,”  P.O. 


Box  3608,  Radford,  VA  24143. 


Soint  Albans 
Psychiatric  Hospital 


Private,  Not-For-Profit,  Full-Service 
Psychiatric  Care 


Radford,  Virginia 
1-800-368-3468 

Active  Medical  Staff: 


D.  Wilfred  Abse,  M.D. 
lames  K.  Barnes,  M.D. 
Hal  G.  Gillespie,  M.D. 
G.  Paul  Hlusko,  M.D. 
Ronald  L.  Myers,  M.D. 


Basil  E.  Roebuck,  M.D. 
O.  LeRoyce  Royal,  M.D. 
Morgan  E.  Scott,  M.D. 
Don  L.  Weston,  M.D. 


McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


You  can’t  keep  a good  man  down 


Because  Harmarville  will  pick  him 

up.  Our  Occupational  Health 
and  Rehabilitation  Services  program 
(OHRS)  works  solely  on  getting 
good  people,  like  Bob  Seaman,  with 
industrial  injuries  back  on  the  job. 

For  Bob,  back  on  the  job  means 
being  happy.  So  when  he  fell  off  a 
ladder  injuring  his  foot  and  couldn’t 
work,  something  was  lost.  That  just 
wouldn’t  do  for  Bob,  or  his  employer 
of  40  years,  the  L.  E.  Smith  Glass 
Company. 

OHRS  was  their  answer.  The 

doctors  at  our  rehabilitation  hospital 
discovered  that  Bob's  condition 
involved  nerve  compression  in  his 
foot.  They  placed  him  in  a rehabilitation 
program  designed  to  treat  his  particular 
disability.  The  result:  In  just  a few 
months,  Bob  was  back  on  the  job 
full-time. 


It  works.  Since  the  program  started 
in  1 978,  nearly  80%  of  all  patients  have 
returned  to  work.  Employers  reduce 
lost  time  and  workers’  compensation 
costs. 

Is  less  effort  acceptable?  Bob  and 

L.  E.  Smith  Glass  Company  didn’t 
think  so.  And  we  at  Harmarville  agree; 
only  the  best  care  possible  will  do  when 
someone’s  livelihood  is  at  stake. 

For  more  information  on  our  OHRS 
program,  call  any  of  our  four  locations: 
Harmarville  (782-5800); 

Allegheny  Center  Mall  (322-8400); 
Greensburg  (242-5600); 
or  Washington  (341  -4303). 


HARMARVILLE 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package" 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward — to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


i w Data  General 


EUCrTIF  systems,  iris. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386 


TOWER  OF  STRENGTH 


. . . “and you 
thought  youd 
gone  as  far  as 
you  could  go."  i 


INTRODUCING 
One  Financial  Place." 

Where  your  success  is  just 
the  starting  point. 

Your  position  in  life  is  enviable.  But  you 
face  complex  financial  decisions.  And,  find 
yourself  asking  if  there  is  somewhere  to  go 
for  help. 

There  is. 

One  Financial  Place,  the  Financial  and 
Trust  Services  Group  of  Kanawha  Valley  Bank. 
A group,  unlike  any  other  in  West  Virginia, 
designed  exclusively  for  the  successful,  like 
yourself,  who  seek  a single  comprehensive 
source  of  financial  information  and  assistance. 

At  One  Financial  Place  we  can  help  you 
make  the  most  of  your  success  by  offering 
you  a personalized  relationship  based  on 
strategies  that  reflect  your  attitudes  and 
objectives.  Asset  and  investment  manage- 
ment, financial  planning,  trust  administration, 
retirement  planning  and  other  specialties  to 
suit  your  needs.  We  operate  quickly,  indepen- 
dently and  objectively  to  keep  you  in  control 
of  your  finances. 

If  you  want  to  turn  financial  opportunities 
into  profitable  realities,  call  One  Financial 
Place  at  (304)  348-7081. 

One  Financial  Place.  Where  success  is  just 
the  beginning. 


®Kanawha>folley  Bank 

A One  Valley  Bank 

Box  I 793  • Charleston.  WVA  25326  • Member  FDIC 
THREE  CONVENIENT  LOCATIONS: 

Downtown,  One  Valley  Square  at  Summers  and  Lee  ( 304-348-  7000) 
Kanawha  City,  57th  & MacCorkle  at  Kanawha  Mall  (304-348-  1177) 
West  Charleston,  Patrick  Street  and  Hills  Plaza  ( 304-348-  I 450) 


There  are  lots  of  ways  to  make  money.  But  there's 
really  only  one  way  to  keep  it.  And  make  it  grow. 

You  have  to  have  a plan.  An  investment  plan. 

The  only  problem  is,  planning  takes  a lot  of  time. 

And  let's  face  it,  after  working,  throwing  a meal  together, 
reading  the  paper,  playing  with  the  kids,  walking  the  dog, 
and  mowing  the  lawn . . . who  has  time  left  over  to  spend 
thinking  about  investments? 

We  do.  Because  that's  our  job. 

At  Parker/Hunter,  whether  you  have  a little 
money  or  a lot,  the  first  thing  we  do  is  help  you  develop 
an  investment  plan.  A plan  to  help  you  keep  the  money  you 
make . . . and  make  more  from  the  money  you  keep. 

A plan  that  establishes  goals  and  objectives  that 
make  sense  for  you.  And  only  you. 

Then,  it's  on  to  the  fun  part. 

Because  once  we  know  where  you  want  to  go, 
we  can  help  you  make  the  right  investment  decisions  to 
put  you  where  you  ought  to  be. 

Get  started  today  with  a phone  call  or  visit  to  your 
local  Parker/Hunter  office. 

Have  we  got  plans  for  you. 

PARKER/ HUNTER 

V\Ie  just  might  he  the  most  important  part 
of  your  investment  portfolio. 

Clarksburg:  304/624-7444  ,WV  Toll  Free  800/352-8070 

Morgantown:  304/296-9133,  WV  Toll  Free  800/352-2519 

Parkersburg:  304/422-8405,  WV  Toll  Free  800/642-1984 

Parkcr/Hunter  Incorporated 
Member  New  York  Stock  Exchange,  Inc  Member  SIPC 


In  Celebration  of  the  Grand  Opening  of 

The 

CANCER  CAKE  CENTER 

of  Southern 
West  Virginia 

Charleston  Area  Medical  Center 
Invites  You  to  Attend 


ONCOLOGY  UPDATE  '86 

A Clinical  Perspective 

Steven  J.  Jubelirer,  M.D.,  Program  Chairman 
Medical  Director,  Cancer  Care  Center 


March  7 and  8 

West  Virginia  University  Auditorium 
Charleston  Area  Medical  Center/Memorial  Division 
Charleston,  West  Virginia 


Featured  Speakers  Include 


George  Terry  Bryan,  M.D. 

Professor  of  Human  Oncology 
Associate  Director,  Lab  Program 
Wisconsin  Clinical  Cancer  Center 
University  of  Wisconsin 

David  Seymour  Ettinger,  M.D. 

Associate  Professor  Oncology  /Medicine 
The  Johns  Hopkins  Oncology  Center 


Catherine  M.  Hogan,  R.N.,  M.N. 

Oncology  Clinical  Nurse  Specialist 
Oncology  Program  Director 
Western  Pennsylvania  Hospital 


John  Laszlo,  M.D. 

Professor  of  Medicine 

Duke  University  School  of  Medicine 


Featured  Topics 

Screening,  Etiology,  Case  Presentation,  Pain  Management,  Nausea  and  Vomiting  Control,  New 
Diagnostic  Approaches,  New  Therapies,  Chemotherapy  Drug  Administration,  Sexual 

Dysfunction,  Dying  and  Death 


CAMC 

Charleston  Area  Medical  Center 

We  Care  For  West  Virginia 


Cosponsored  by  WVU  School  of  Medicine 


For  information  or  to  register,  contact  CAMC  Department  of  Continuing  Education,  31  10  MacCorkle 
Avenue,  S.E.,  Charleston,  WV  25304  ( 304-348-9580). 


Coming  soon  from 
Burroughs  Wellcome  Co.  Research 


WELLBUTRIN 

(Bupropion  HC1) 


Wellcome 


: 


Consider  the 
causative  organisms... 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae , H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor  * (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemoph 
ilus  influenzae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  ORUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  ol  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs  the  drug  should  be  discontinued, 
and.  it  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg's  solutions  and  also  with  Climtest’ 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  In  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 IB.  0 20.  0 21,  and  0 16  mcg/ml  at  two. 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-llke  reactions 

Sythema  multiforme  or  the  above  skin  manifestations  accompanied 
arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
ese  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

[061782R] 


Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  lever  See  prescribing  information 
©1984.  ELI  LILLY  ANO  COMPANY 


aim, 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 

Indianapolis.  Indiana  46285 
Eli  Lilly  Industries,  Inc 
Carolina.  Puerto  Rico  00630 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


In  Hypertension*... 
When  Ihu  Need  to 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  Impaired. 

If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill.  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K+  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K+  intake  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  resen/e  with  possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
'Dyazide'.  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
'Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  Dyazidfe'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  'Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100, 
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Conserve  K+ 


Potassium-  Sparing 

DYAZIDE* 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


a product  of 

SK&F  CO. 

Carolina,  P R.  00630 


The  unique 
red  and  white 
Dyazide®  capsule: 
"Vbur  assurance  of 
SK&F  quality. 
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Scientific  Newsfront 


Treatment  Of  Lumbar 
Disc  Disease,  1986 


HOWARD  H.  KAUFMAN,  M.  D. 
Department  of  Neurosurgery, 

West  Virginia  University  Medical  School, 
Morgantown 

CHARLES  M.  DAVIS,  M.  D. 

Department  of  Orthopedic  Surgery, 

WVU  Medical  School 

JAMSHID  TEHRANZADEH,  M.  D. 
Department  of  Radiology, 

WVU  Medical  School 

ERIC  L.  RADIN,  M.  D. 

Department  of  Orthopedic  Surgery, 

WVU  Medical  School 


Chemonucleolysis  was  introduced 
for  the  treatment  of  lumbar  disc  dis- 
ease without  rigorous  comparisons  to 
surgery,  the  prior  standard  of  care. 
Our  review  of  the  literature  and  our 
own  experience  suggest  that  chemo- 
nucleolysis is  an  effective  treatment 
for  lumbar  disc  disease  but,  in  order 
to  fully  understand  its  role  in  patient 
care,  a prospective,  randomized  study 
of  adequate  size  and  sophistication  to 
compare  injections  with  surgery  is 
indicated. 

Introduction 


Thus,  there  are  only  a few  studies 
which  describe  with  any  adequacy  the 
natural  history  of  low  back  pain  and 
or  disc  disease,  3,6  the  effectiveness  of 
various  types  of  conservative  thera- 
pies,10 and  the  effect  of  surgery3,8,18 
or  chemonucleolysis.3,12,16  Indeed,  a 
recent  review  of  26  articles  describing 
19  series  of  chemonucleolysis  provides 
a critique  on  major  problems  concern- 
ing the  design  and  validity  of  these 
studies.10  In  an  addendum  the  author 
describes  two  subsequent  papers  which 
he  feels  do  demonstrate  that  chymopa- 
pain is  superior  to  a placebo. 

There  are  approximately  200.000 
operations  for  lumbar  disc  disease 
each  year  in  the  United  States.  How- 
ever. it  is  estimated  that  approxi- 
mately 45-60,000  of  these  patients  re- 
quiring intervention  were  treated  in- 
stead by  chymopapain  injection  in  the 
12  months  after  the  drug  was  released 
by  the  FDA  in  December.  1982.  This 
change  came  about  despite  the  limited 
amount  of  information  about  che- 
monucleolysis available  at  the  time 
and  the  fact  that  there  was  no  ran- 
domized trial  comparing  chemonu- 
cleolysis to  surgery,  the  current  stan- 
dard of  care. 

We  therefore  felt  compelled  to 
review  our  preliminary  experience 
with  this  technique. 

Materials  and  Methods 

A retrospective  chart  review  of  pa- 
tients on  the  Neurosurgical  and  Ortho- 
pedic services  at  West  Virginia 
University  Medical  School  who  had 
undergone  chemonucleolysis  was  car- 
ried out.  There  were  40  patients  with 
symptoms  and  signs  of  L5  or  SI 
radiculopathy,  who  had  discs  demon- 
strated at  the  appropriate  levels  by 
computerized  tomography  and/or 
myelography,  and  who  were  injected 
bet  ween  March,  1983,  and  November, 
1984.  Of  these.  31  were  males  and 


Lumbar  disc  disease  is  one  of  the 
most  prevalent  health  problems  in 
the  United  States  and  second  in  fre- 
quency only  to  upper  respiratory  in- 
fections as  a cause  of  lost  workdays. 
It  involves  hundreds  of  thousands  of 
victims  each  year  who  lose  the  pro- 
ductivity of  millions  of  workdays,  and 
generates  medical  and  legal  fees  prob- 
ably reaching  billions  of  dollars  a 
year.  The  vast  amount  of  information 
available  about  lumbar  disc  disease 
has  been  well  outlined  in  recent  re- 
views in  texts,  monographs  on  spine 
disease,15  monographs  on  lumbar  disc 
disease  including  discussions  of  che- 
monucleolysis, 3,i i,i 3,18  anc]  articles  on 
specific  topics. 

One  of  the  main  difficulties  with  this 
literature  has  been  the  problem  of 
study  design  and  statistical  validation. 


nine  were  females.  They  ranged  in 
age  from  16  to  60.  Sixteen  patients 
were  laborers.  Four  females  were 
housewives.  Two  males  were  students. 

The  injections  were  considered  suc- 
cessful if  the  patient  returned  to  work 
or,  in  the  case  of  the  housewives  and 
students,  to  their  normal  activities. 
However,  patients  engaged  in  manual 
labor  were  encouraged  not  to  return  to 
work  for  three  months  to  permit  “heal- 
ing.” Patients  who  continued  to  have 
intractable  pain  at  two  weeks  were 
considered  failures,  and  were  offered 
alternative  treatment,  generally  sur- 
gery. 

An  attempt  also  was  made  to  see 
whether  the  reasons  for  the  failures 
could  be  determined  from  a retro- 
spective analysis  of  the  radiologic  stu- 
dies. The  films  of  two  patients  were 
not  available  for  review.  One  of  these 
patients  had  a successful  chymopapain 
injection  and  the  other  failed.  Of  the 
remaining  38  patients,  all  had  plain 
radiographs  of  the  lumbosacral  spine; 
25  had  myelograms;  28  had  computed 
tomography  (CT),  and  15  had  both 
myelograms  and  CT.  In  six  cases,  CT 
was  performed  following  myelogram 
(CT  with  contrast).  Thirty-five  pa- 
tients had  discograms  at  the  time  of 
chemonucleolysis. 

The  radiologic  examinations  were 
reviewed  by  an  experienced  radiol- 
ogist who  did  not  have  information  on 
the  outcome  of  chemonucleolysis  in 
these  patients.  Bony  and  disc  abnor- 
malities were  noted.  The  cases  were 
classified  with  regard  to  bony  degen- 
erative changes  based  on  the  presence 
or  absence  of  scoliosis,  end  plate 
sclerosis,  osteophyte  formation,  apo- 
physeal joint  narrowing  and/or  sclero- 
sis both  at  the  level  of  injection  and  in 
general  for  other  levels.  It  was  plan- 
ned to  group  the  findings  into  four 
grades— minimal,  mild,  moderate,  and 
severe.  Disc  abnormalities,  including 
disc  space  narrowing,  vacuum  sign, 
and  size  and  position  of  herniation 
were  also  noted. 
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Results 

Successful  injections  were  seen  in 
28  of  40  (70  per  cent  ) patients.  Time 
to  return  to  work  or  usual  activities 
ranged  from  two  weeks  to  six  months 
(Table  1).  Ten  of  12  patients  in 
whom  injection  was  unsuccessful  were 
operated  on,  eight  successfully.  Find- 

Successful  injections  were 
seen  in  28  of  40  (70  per  cent) 
patients.  Time  to  return  to 
work  or  usual  activities  ranged 
from  tno  iceeks  to  six  months 
(Table  1). 


ings  at  surgery  included  bulging  discs, 
sequestered  discs  and  spinal  stenosis. 
Thus  a total  of  36  of  40  ( 90  per  cent ) 
of  all  patients  eventually  had  a suc- 
cessful outcome.  There  were  no  com- 
plications in  any  patient. 

Review  of  the  radiologic  studies  re- 
vealed that  24  patients  showed  min- 
imal-to-mild  degenerative  changes, 
and  14  patients  demonstrated  mod- 
erate degenerative  changes.  None  of 
the  patients  showed  severe  degener- 
ative changes.  Chemonucleolysis  failed 
in  eight  of  24  (33  per  cent)  patients 
from  the  first  group  and  three  of  14 
(21  per  cent)  patients  from  the  sec- 
ond group.  Therefore,  the  presence  or 
absence  of  even  moderate  degenera- 
tive changes  did  not  affect  the  success 
rate  in  this  small  group.  There  were 
no  statistically  significant  differences 
in  the  size  or  position  of  the  herniated 
disc  in  the  successful  and  failed  group 

TABLE  1 

Week  of  Return  to  Work  on  Patients 


except  for  one  patient  who  had  a com- 
plete block  on  myelogram  and  failed. 

Discussion 

Patients  with  lumbar  disc  hernia- 
tion treated  conservatively  will  have  a 
satisfactory  outcome  in  between  30 
per  cent6  and  67  per  cent3  of  cases 
or  perhaps  even  more.2  Those  with 
surgery  may  have  a good  result  in  86 
per  cent3  to  88  per  cent8  or  more. 
Chemonucleolysis  may  result  in  a good 
outcome  in  more  than  73  per  cent12  to 


After  surgery,  failure  rates 
are  two  to  17  per  cent,  and 
recurrence  rates  perhaps  five 
per  cent. 


80  per  cent3  to  90  per  cent’  of  well- 
chosen  patients  (Table  2).  However, 
even  in  well  designed  studies,  end 
points  may  differ,  and  detailed  infor- 
mation may  not  be  published. 

Failures,  recurrences  and  complica- 
tions have  been  evaluated  after  both 
surgery  and  chemonucleolysis.  After 
surgery,  failure  rates  are  two  to  17  per 
cent,  and  recurrence  rates  perhaps  five 
per  cent.  11  Mortality  rates  are  very 
low,  0.03  per  cent  (4/15,378),  ac- 
cording to  one  source.14  Major  com- 
plications include  injury  to  the  great 
vessels  or  abdominal  viscera,  infec- 
tions (most  significantly  discitis), 
damage  to  dura  or  neural  elements, 
instability,  secondary  stenosis,  ileus, 
urinary  retention,  atalectasis,  and 

who  had  Successful  Chemonucleolysis. 


deep  vein  thrombosis  and  pulmonary 
emboli.11  After  chemonucleolysis, 
failure  rates  may  be  20  to  30  per  cent 
and  recurrence  rates  may  be  1.4  per 
cent.13  Mortality  rates  of  0.03  per 
cent  (16/60,  000  f,1'  0.04  per  cent 
(11/29,075  I1  and  0.07  per  cent  (13/ 
17,480) 1 have  been  reported.  Major 
complications  are  anaphylaxis  ( 0.67 
per  cent),  neurological  complications 
including  strokes,  seizures,  and  para- 
plegia sometimes  due  to  delayed  trans- 
verse myelitis  (0.08  per  cent),  and 
infectious  or  local  aseptic  complica- 
tions.1 Prescreening  with  blood  tests, 
pretreatment  with  antihistamines  and 
steroids,  use  of  local  anesthesia,  avoid- 
ance of  discograms,  injection  of  only 
one  disc,  and  abortion  of  treatment  if 
significant  technical  problems  are  seen 
have  been  recommended  by  both  man- 
ufacturers of  the  drug  and  by  the 
FDA.4  Injection  is  not  recommended 
after  prior  surgical  treatment  at  the 
same  level.  Subsequent  surgery  has 
been  performed  in  five  per  cent’  to 


After  chemonucleolysis,  fail- 
ure rates  may  be  20  to  30  per 
cent  and  recurrence  rates  may 
be  1.4  per  cent. 


16  per  cent3  of  patients,  the  most  com- 
mon findings  being  a sequestered  frag- 
ment or  bony  compression  (Table  2 I. 
Surgery  has  usually  been  successful  in 
these  circumstances. 

We  believe  from  our  review  of  the 
literature  and  from  our  own  experi- 
ence that  chemonucleolysis  is  an  ef- 
fective treatment  for  lumbar  disc  her- 
niation. However,  we  feel  that  surgi- 
cal treatment  still  remains  the  stan- 
dard against  which  other  measures 
should  be  evaluated,  and  that  we  will 
not  know  the  true  place  for  chemonu- 
cleolysis until  a prospective,  ran- 
domized study  of  adequate  size  and 
sophistication  is  carried  out  to  com- 
pare the  two.  Such  a study  will  re- 
quire stratification  by  confounding 
factors,  such  as  physical  demands  of 
job  and  status  of  litigation,  and  out- 
come not  only  by  relief  of  symptoms 
and  signs  but  also  by  function  over 
time.  It  also  will  have  to  address  is- 
sues of  cumulative  risks  and  cost  as 
well  as  benefits. 
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Results  of  Different  Therapies* 

Success-% 

Failnre-% 

Recurrence-% 

Mortality-% 

Second 

Procednre-% 

Conservative 
Sureerv  __ 

30-67  or  more 
86-88  2-17 

5 

.03 

Chemonucleolysis  

*see  text  for  references 

73-90 

20-30 

1.4 

.03-.07 

5-16 
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A patient  with  complete  extrinsic 
occlusion  of  the  inferior  vena  cava  by 
metastatic  renal  cell  carcinoma  involv- 
ing the  retroperitoneal  lymph  nodes  is 
described.  Preoperative  CT  and  in- 
ferior venacavography  failed  to  dem- 
onstrate that  the  obstruction  was 
completely  caused  by  extrinsic  com- 
pression. Ultrasonography  accurately 
distinguished  between  extrinsic  and 
intrinsic  obstruction  of  the  inferior 
vena  cava.  Ultrasonography  should 
be  included  in  the  preoperative  evalua- 
tion of  the  inferior  vena  cava  in  pa- 
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tients  with  renal  tumors  in  all  age 
groups. 

bstruction  of  the  inferior  vena  cava 
by  tumor  extension  from  renal  cell 
carcinoma  and  other  retroperitoneal 
tumors  is  not  uncommon.  Renal  cell 
carcinomas  invade  the  inferior  vena 
cava  in  10  per  cent  of  patients  and  are 
the  most  common  tumors  causing  oc- 
clusion of  the  middle  third  of  the  in- 
ferior vena  cava.1 

The  obstruction  is  caused  by  a 
tumor  thrombus  which  either  pro- 
pagates along  the  renal  vein  and  into 
the  inferior  vena  cava  or  invades  the 
inferior  vena  cava  directly.  The 
thrombus  may  be  composed  of  either 
tumor  or  non-tumor  blood  elements  or 
a combination  of  the  two.  In  contrast, 
complete  extrinsic  occlusion  of  the  in- 
ferior vena  cava  by  metastatic  renal 
carcinoma  to  retroperitoneal  lymph 
nodes  also  may  occur  and  can  be  diffi- 


cult to  differentiate  from  intracaval 
tumor  extension.  Making  this  differ- 
entiation is  important  in  planning  sur- 
gical removal  in  suitable  patients.  A 
patient  with  such  a finding  is  de- 
scribed. 

Case  Report 

A 54-year-old  man  presented  with 
hematuria.  Intravenous  pyelogram  re- 
vealed a right  renal  mass.  Abdominal 
CT  scan  (Figure  1)  was  interpreted 
as  a renal  tumor  with  extension  into 
the  inferior  vena  cava  and  enlarged 
lymph  nodes  surrounding  the  inferior 
vena  cava.  An  inferior  venacavogram 
(Figure  2)  demonstrated  complete  ob- 
struction of  the  inferior  vena  cava 
with  collateral  circulation  through  the 
lumbar,  hemiazygous  and  azygous 
veins,  but  a tumor  thrombus  could  not 
be  clearly  delineated.  Ultrasonogra- 
phy of  the  abdomen  was  performed 
to  evaluate  the  extent  of  thrombus  in 
the  inferior  vena  cava  (Figures  3 and 
4 ) . The  inferior  vena  cava  was  found 
to  be  extrinsically  compressed  by  en- 
larged retroperitoneal  lymph  nodes.  A 
small  patent  channel  was  noted  in  the 
inferior  vena  cava  with  this  study. 

At  surgery,  vascular  control  of  the 
inferior  vena  cava  was  secured.  The 
right  renal  tumor  was  confirmed  but 
extension  of  tumor  into  the  inferior 
vena  cava  was  not  present.  The  in- 
ferior vena  cava  was  found  to  be  sur- 
rounded by  enlarged  lymph  nodes  with 
apparent  external  compression.  Upon 
removal  of  the  lymph  nodes  the 
inferior  vena  cava  changed  from  a 
collapsed  state  to  a normal  distended 
state.  Tumor  thrombus  could  be  pal- 
pated in  the  proximal  right  renal  vein 


Figure  1.  Computerized  tomography 
of  the  abdomen  showing  right  renal 
tumor  and  mass  in  the  area  of  the  in- 
ferior vena  cava. 


Metastatic  to  Retroperitoneal  Lymph  Nodes 

Complete  Extrinsic  Occlusion 
Of  The  Inferior  Vena  Cava 
By  Renal  Cell  Carcinoma 
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and  the  entire  tumor  and  renal  vein 
were  removed  with  a cuff  of  inferior 
vena  cava.  The  end  of  the  tumor 
thrombus  was  found  to  be  two  cm 
proximal  to  the  entrance  of  the  renal 
vein  into  the  inferior  vena  cava. 

Discussion 

The  inferior  vena  cava  may  be 
divided  into  three  anatomical  sections 
on  the  basis  of  collateral  circulation.2 
The  upper  inferior  vena  cava  lies 
above  the  level  of  the  hepatic  veins. 


Figure  2.  Inferior  venacavogram 
demonstrating  complete  obstruction  of 
the  inferior  vena  cava  with  collateral 
venous  circulation. 


Figure  3.  Longitudinal  ultrasonogra*- 
phy  showing  elevation  of  inferior  vena 
cava  ( ->  ) by  tumor  in  retrocaval  lymph 
nodes  ( A ). 


The  middle  inferior  vena  cava  lies  be- 
tween the  level  of  the  hepatic  veins 
and  the  renal  veins,  inclusive.  The 
lower  inferior  vena  cava  lies  below  the 
level  of  the  entrance  of  the  renal  veins. 

Renal  cell  carcinoma  is  the  most 
common  malignant  tumor  associated 
with  obstruction  of  the  middle  third 
of  the  inferior  vena  cava.  In  the  ma- 
jority of  patients  obstruction  is  in- 
trinsic and  due  to  tumor  thrombus. 
Less  commonly,  the  inferior  vena  cava 
can  suffer  extrinsic  compression  or 
elevation  by  renal  cell  carcinoma.3,4 
Elevation  does  not  normally  result  in 
total  occlusion  of  the  inferior  vena 
cava  when  the  etiology  is  renal  cell 
carcinoma.  In  contrast,  Wilms’  tumor 
causes  extrinsic  occlusion.5  Extrinsic 
compression  by  Wilms’  tumor  can  re- 
sult in  complete  obstruction  of  the  in- 
ferior vena  cava. 

Other  tumors  known  to  cause  ex- 
trinsic compression  with  occlusion  of 
the  inferior  vena  cava  include  retro- 
peritoneal ganglioneuroblastoma,  spin- 
dle cell  carcinoma  of  the  kidney, 
cystic  embryonalmesonephroma  of 
adrenal  origin,  giant  folicular  lym- 
phoma, and  retroperitoneal  lipoma.6 

Findings  Inconclusive 

In  the  case  presented,  the  CT  and 
angiographic  findings  were  inconclu- 
sive with  regard  to  intrinsic  occlusion 
of  the  inferior  vena  cava.  The  surgical 
approach  to  control  of  the  inferior 
vena  cava  and  removal  of  an  intra- 
caval  thrombus  was  hampered  by  in- 
complete diagnostic  information  and 
incomplete  information  on  cephalad 
tumor  thrombus  propagation  if  pres- 
ent. The  presence  of  collateral  cir- 
culation was  not  found  to  be  helpful  in 


Figure  4.  Transverse  ultrasonography 
showing  distinct  separation  between  in- 
ferior vena  cava  ( ) and  retroperi- 

toneal mass  ( A ). 


assessing  whether  the  obstruction  was 
extrinsic  or  intrinsic  in  nature.  Per- 
formance of  cavography  in  the  lateral 
decubitus  position  has  been  reported 
to  be  helpful  in  differentiation  in  the 
pediatric  age  group.  The  benefit  of 
this  method  in  the  adult  population 
has  not  been  described.  Another 
cause  of  a false  positive  cavogram 
with  renal  cell  carcinoma  is  the  oc- 
currence of  a valsalva  maneuver  dur- 
ing cavography.7 

In  the  case  presented,  ultrasono- 
graphy detected  displacement  and 
compression  of  the  inferior  vena  cava 
by  tumor  in  lymph  nodes.  Ultra- 
sonography has  been  used  in  children 
to  distinguish  between  tumor  exten- 
sion with  intrinsic  obstruction  and 
extrinsic  compression  of  the  vessel.8,9 
LHtrasonography  is  the  preferred  mo- 
dality to  evaluate  the  inferior  vena 
cava  in  children  because  it  is  not  inva- 
sive. The  use  of  CT  and  inferior 
venacavography  has  been  shown  to  be 
equal  in  detecting  vena  caval  involve- 
ment.10 

Combination  May  be  Necessary 

False  positives  can  occur  with  all 
of  these  modalities,  as  demonstrated 
with  our  patient.  A combination  of 
ultrasonography,  CT,  and  inferior 
vena  cavography  may  be  necessary  to 
clarify  the  diagnosis.  Inconclusive  re- 
sults of  these  studies  may  indicate  the 
use  of  a superior  vena  cavogram  as  an 
aid  to  the  final  selection  of  a surgical 
approach. 

References 

1.  Harris  RD,  Kahn  PC.  The  etiology  of 
inferior  vena  caval  obstruction  and  compres- 
ison.  CRC  Crit  Rev  Clin  Radiol  Nucl  Med 
1976;  8:57. 

2.  Missal  ME,  Robinson  JA,  Tatum  RW. 
Inferior  vena  cava  obstruction  clinical  mani- 
festations, diagnostic  methods,  and  related 
problems.  Ann  Int  Med  1965;  62:133. 

3.  Gosink  BB.  The  inferior  vena  cava: 
mass  effects.  Am  J Roentgen  1978;  130:533. 

4.  Kurtz  AB,  Rubin  C,  Goldberg  DB. 
Ultrasound  diagnosis  of  masses  elevating  the 
inferior  vena  cava.  AJR  1979;  132:401. 

5.  Kadir  S,  O’Neill  JA.  Pseudo-obstruc- 
tion of  the  inferior  vena  cava  in  pediatric 
abdominal  masses.  Cardiovasc  Intervent 
Radiol  1982;  5:25. 

6.  Goldman  S\l,  Zinreich  ES,  Cherry  JM. 
Case  profile:  Wilms’  tumor  completely  ob- 
structing inferior  vena  cava  without  invasion. 
Urology  1980;  16:224. 


24  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


7.  Soo  CS,  Chuang  VP.  Pseudo-obstruc- 
tion of  inferior  vena  cava  from  Valsalva’s 
maneuver.  J Urol  1981;  126:542. 

8.  Slovis  TL,  Philippart  AI,  Cushing  B, 
et  al.  Evaluation  of  the  inferior  vena  cava 
by  sonography  and  venography  in  children 
with  renal  and  hepatic  tumors.  Radiology 
1981;  140:767. 


MARK  MINOR,  M.  D. 

Fellow  in  Allergy  and  Immunology, 
University  of  South  Florida,  Tampa 

DAVID  SEIDLER,  M.  D. 

Chief,  Department  of  Emergency 
Medicine,  Charleston  Area  Medical 
Center,  Charleston,  West  Virginia 


CO  compromises  cardiovascular 
function  several  ways  in  patients 
with  coronary  artery  disease.  First, 
CO  decreases  the  blood’s  oxygen- 
carrying capacity  and  causes  tissue 
hypoxia.  In  addition,  COHb  reduces 
the  threshold  for  ventricular  arrhyth- 
mias and  has  a negative  inotropic 
effect.  CO  also  increases  the  throm- 
botic tendency  by  increasing  platelet 
stickiness.  In  patients  with  coronary 
artery  disease,  even  low  levels  of 
COHb  may  interfere  critically  with 
adequate  oxygen  delivery. 

Carbon  monoxide  (CO  I poisoning 
is  known  to  aggravate  angina, 
depress  myocardial  function,  and  con- 
tribute to  an  increased  incidence  of 
myocardial  infarction  in  patients  with 
coronary  artery  disease. 

This  paper  will  discuss  the  physio- 
logic effects  of  CO  poisoning  and  the 
clinically  important  effects  of  CO  ex- 
posure in  patients  with  coronary 
artery  disease. 

Case  Report 

A 59-year-old,  white  male  presented 
to  the  Emergency  Room  with  com- 
plaints of  light-headedness,  slight 
nausea,  shortness  of  hreath  and  chest 
pain.  Earlier  in  the  day,  the  patient 
had  been  working  in  the  garage, 
“tinkering”  with  a motor  vehicle  with 
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the  engine  running.  He  denied  any 
heavy  lifting  or  exertion  and  his 
activity  level  was  reported  to  be  less 
than  the  amount  usually  required  to 
cause  angina.  During  the  day,  the 
patient  developed  chest  tightness  and 
shortness  of  breath,  followed  by  chest 
pain.  The  chest  pain  lasted  approxi- 
mately three  hours.  The  patient 
typically  had  exertional  chest  pain 
that  would  be  relieved  by  rest.  This 
was  the  first  time  he  had  persisting 
symptoms.  At  first  the  patient  thought 
he  was  having  indigestion  and  took 
alka-seltzer  with  partial  relief  of  the 
chest  discomfort.  Sublingual  NTG  in 
the  Emergency  Room  promptly  re- 
lieved the  pain. 

Past  medical  history  was  significant 
for  diabetes  of  10  years’  duration  and 
angina.  Medications  included  insulin 
and  Isordil. 

An  EKG  obtained  in  the  Emergency 
Room  showed  frequent  PVCs.  Vital 
signs  upon  presentation:  Afebrile, 

P 120,  Resp.  20,  B/P  120/78. 
Physical  examination  was  unremark- 
able. COHb  level  obtained  in  the 
Emergency  Room  was  19.0  per  cent 
(nl  1.5-5. 1 ) . 

The  patient  was  admitted  to  CCEi 
and  serial  CPK  isoenzymes  were 
obtained.  There  was  no  chest  pain 
after  admission,  and  the  frequent  PVCs 
resolved  without  anti-arrhythmic  ther- 
apy. CPK  isoenzymes  were  positive 
with  a peak  CPK  MB  band  of  43  with 
a total  CPK  level  of  331.  In  the 
Emergency  Room,  the  patient  had 
been  placed  on  100-per  cent  via 
non-rebreather  mask,  and  the  CO  level 
fell  rapidly,  returning  to  normal  in 
less  than  six  hours.  During  the 
hospitalization,  a limited  stress  test 
was  positive  with  1.5  to  2.0  mm  ST 
segment  depression  in  leads  V4-6  at  a 


moderate  workload  (600  kpm). 
Cardiac  catheter  subsequently  was 
performed  and  revealed  normal  left 
ventricular  function  and  significant 
multi-vessel  coronary  artery  disease. 
The  patient  was  discharged  on  nitrates 
for  control  of  angina. 

Discussion 

CO  is  an  odorless,  colorless,  taste- 
less gas  which  is  nonirritating.  CO 
exposure  can  occur  in  many  industrial 
settings  including  steel  and  iron 
foundaries,  petroleum  refining,  and 
paper  mills.  Fire  fighters  are  often 
exposed  to  high  levels  of  CO.1  Garage 
and  automotive  workers  are  exposed 
to  CO  when  working  on  internal  com- 
bustion engines.  A motor  vehicle 
produces  highest  concentrations  of 
CO  when  idling  and  decelerating; 
lethal  concentrations  can  occur  in  an 
enclosed  space  within  10  minutes.1 
Space  heaters,  including  gas  and 
kerosene  stoves,  have  become  an 
important  source  of  exposure  with  the 
recent  trend  to  using  supplemental 
sources  of  heat. 

The  greatest  source  of  individual 
exposure  to  CO  is  tobacco  smoke.2 
Cigarette  smoke  contains  between  2.7 
to  6 per  cent  CO;  after  inhalation  and 
dilution  with  air  the  CO  level  averages 
about  400  ppm  I parts  per  million ) . 
“This  level  is  eight  times  greater  than 
the  maximum  level  of  CO  permitted 
in  industry.”1 

CO  is  a frequent  cause  of  illness.  At 
least  1,500  people  die  each  year  from 
accidental  CO  poisoning  and  another 
10.000  seek  medical  attention  for  its 
symptoms.3  CO  poisoning  can  be 
even  more  serious  in  those  with 
cardiovascular  disease.  CO  poisoning 
can  aggravate  angina,  depress  myo- 
cardial function  and  contribute  to 
myocardial  infarction. 

Three  Mechanisms 

Inhaled  CO  causes  tissue  hypoxia 
via  three  mechanisms.1  First,  carbon 
monoxide  combines  with  hemoglobin 
to  form  carboxyhemoglobin  (COHb). 
This  reduces  the  delivery  of  oxygen 
to  the  tissues.  The  affinity  of  hemo- 
globin for  carbon  monoxide  is  200 
to  250  times  greater  than  its  affinity 
for  oxygen,  so  even  low  levels  of  CO 
can  cause  significant  levels  of  COHb. 


Myocardial  Infarction  Following 
Carbon  Monoxide  Poisoning* 
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TABLE  1 

Symptoms  of  Carbon  Monoxide  Poisoning 


COHb 

Concentration  (%) 

Signs  and  symptoms 

0-10 

none  (angina  may  occur  in  patients  with  coronary  artery 

disease) 

10-20 

slight  headache,  exercise-induced  angina,  dyspnea  on 
vigorous  exertion 

20-30 

throbbing  headache,  nausea,  vomiting,  weakness,  visual 
disturbance,  impaired  judgment 

40-50 

syncope,  tachycardia,  tachypnea 

50-60 

coma,  convulsions,  Cheyne  Stokes  respiration 

60-70 

comprised  cardiorespiratory  function 

70-80 

death 

Second,  CO  shifts  the  oxyhemoglobin 
dissociation  curve  to  the  left,  further 
reducing  oxygen  delivery.  Third,  CO 
binds  to  the  mitochondrial  oxidase 
system,  interfering  with  oxygen  util- 
ization. 

The  symptoms  of  CO  poisoning 
depend  on  the  length  of  exposure, 
physical  activity,  underlying  disease 
states,  and  the  total  COHb  concentra- 
tion.3 In  general,  the  symptoms  of 
CO  poisoning  correlate  with  COHb 
levels  I Table  1).  Few  patients  have 
symptoms  with  COHb  levels  below 
10  per  cent,  although  patients  with 
coronary  artery  disease  may  ex- 
perience angina.  With  levels  between 
10  per  cent  and  20  per  cent,  headache, 
dizziness  and  exercise-induced  angina 
may  occur.  Severe  headache  and 
dyspnea  on  moderate  exertion  appear 
with  blood  levels  between  20  per  cent 
and  30  per  cent.  With  levels  between 
30  per  cent  and  40  per  cent,  severe 
headache,  visual  disturbances  and 
impaired  judgment  may  occur.  With 
levels  in  the  40-  to  50-per  cent  range, 
syncope  and  seizures  can  occur.  Levels 
greater  than  60  per  cent  may  be 
fatal. 

The  diagnosis  of  CO  poisoning  is 
made  by  measuring  CO  saturation 
using  a device  called  a CO-oximeter. 
Routine  blood  gases,  which  measure 
dissolved  oxygen  content,  are  usually 
normal  and  not  helpful  in  making  the 
diagnosis.  A high  index  of  suspicion 
is  necessary  to  make  the  diagnosis 
since  the  symptoms  are  non-specific 
and  could  be  confused  with  a flu-like 
illness.  A detailed  history  may  be 
necessary  to  discover  sources  of  CO 
poisoning. 


The  tissues  most  seriously  affected 
by  CO  poisoning  are  those  which  are 
most  sensitive  to  oxygen  deprivation, 
primarily  the  CNS  and  myocardium.1 
However,  the  physiologic  effects  of 
CO  poisoning  affect  all  organ  systems 
(Table  2 ). 

Cardiovascular  M anifestations 

Cardiovascular  system  manifesta- 
tions of  CO  poisoning  range  from 
asymptomatic  EKG  abnormalities  to 
angina,  arrhythmias  and  myocardial 
infarction.  Ayres  and  co-workers4 
studied  the  effects  of  breathing  CO 
on  myocardial  function  in  patients 


with  and  without  coronary  artery 
disease.  In  these  studies,  measure- 
ments of  coronary  blood  flow, 
coronary  sinus  oxygen  tension  and  the 
myocardial  oxygen  extraction  ratio 
were  made  with  patient  breathing  CO 
over  30-120  seconds  to  increase 
COHb  saturation  to  nine  per  cent. 
Patients  without  coronary  artery 
disease  were  able  to  increase  coronary 
blood  flow  and  nearly  maintain 
coronary  sinus  oxygen  tension.  In 
patients  with  coronary  artery  disease, 
the  rapid  increase  in  COHb  did  not 
result  in  a significant  increase  in 
coronary  blood  flow,  and  the  coronary 
sinus  oxygen  tension  decreased  signifi- 
cantly. 

These  authors  concluded  that  pa- 
tients with  coronary  artery  disease 
have  an  increased  risk  of  toxicity  due 
to  their  inability  to  increase  coronary 
blood  flow.  Thus,  concentrations  of 
COHb  limit  exercise  tolerance  in 
patients  with  coronary  artery  disease. 

Anderson  et  al.6  studied  10  adult 
men  with  stable  angina  by  exposing 
them  to  CO  for  four  hours  on  five 
successive  days.  Average  COHb  levels 
ranged  from  2.9  per  cent  to  4.5  per 
cent.  On  treadmill  exercise,  the  time 


TABLE  2 (from  Reference  3) 

Physiologic  Effects  of  Carbon  Monoxide  Poisoning 


System 

Acute 

Chronic 

cardiac 

anginal  symptoms,  ST-T 

decreased  voltage, 

wave  abnormalities, 

atrial  fibrillation, 

artrial  or  ventricular 

PVCs,  BB  blocks,  AV 

arrhythmias,  myocardial 

block,  abnormal  left 

infarction 

ventricular  function, 
lowered  fibrillatory 
threshold 

pulmonary 

pulmonary  edema, 
perihilar  infiltrates, 
intraalveolar  edema 

visual 

decreased  light 
sensitivity,  decreased 
dark  adaption,  retinal 
hemorrhage,  hemorrhages 

auditory 

central  hearing  loss 

neuropsy  chi  atric 

seizures,  agitation 

decreased  cognitive 

headaches,  coma, 

ability,  mental 

thermo-regulation 

retardation,  psychosis, 

abnormalities 

parkinsonism, 

incontinence 

dermatologic 

bullae,  alopecia 
sweat  gland-necrosis 

hematologic 

disseminated  intravascular 

elevation  of  hemoglobin 

coagulation 

and  hematocrit,  increased 
erythropoietin,  transient 
elevation  of  reticulocyte 
count 

metabolic 

lactic  acidosis, 
myonecrosis,  hyperglycemia, 
proteinuria 
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to  onset  of  angina  was  shortened  and 
the  duration  of  anginal  pain  was  in- 
creased. Aronow  et  al.7  also  demon- 
strated the  ability  of  CO  to  aggravate 
angina  in  10  patients  exposed  to 
COHb  by  driving  with  the  windows 
open  on  a Los  Angeles  County  free- 
way for  90  minutes.  These  patients 


Aronotv  et  al.  also  demon- 
strated the  ability  of  CO  to 
aggravate  angina  in  10  patients 
exposed  to  COHb  by  driving 
with  the  windows  open  on  a Los 
Angeles  County  freeway  for  90 
minutes. 


had  an  average  COHb  concentration 
of  4.96  per  cent  and  a significant  de- 
crease in  exercise  performance  prior 
to  the  onset  of  angina. 

Several  studies  have  shown  that 
cigarette  smoking  causes  patients 
with  angina  to  have  a significant  de- 
crease in  exercise  performance  prior 
to  the  onset  of  angina.8,9  In  addition, 
healthy  firemen  exposed  to  CO  may 
develop  disturbances  in  cardiac 
rhythm. 

Moderate  levels  of  CO  exposure 
cause  myocardial  anatomical  ab- 
normalities in  animals.  Rabbits  hav- 
ing COHb  levels  from  16  to  18  per 
cent  for  two  weeks  showed  focal  areas 
of  necrosis  of  myofibrils  and  de- 
generative changes  of  the  mito- 
chondria.10 

CO  exposure  may  also  increase  the 
risk  of  developing  atherosclerotic 
diseases.  Wald  et  al.11  studied  1.085 
volunteers  and  found  that  the  COHb 
level  provided  an  index  of  the  indi- 
vidual risk  of  developing  certain 
atherosclerotic  diseases.  Individuals 
with  a COHb  level  of  five  per  cent 
or  more  were  found  to  be  21  times 
more  likely  to  have  atherosclerotic 
disease  than  individuals  of  similar  age 
and  sex  with  a COHb  level  less  than 
three  per  cent.  However,  some  of  the 
risk  of  developing  atherosclerotic 
disease  may  have  been  due  to  nicotine 
and  other  constituents  of  cigarette 
smoke  in  addition  to  the  effects  of  CO. 

Smoking  and  CO 

Aronow12  attempted  to  separate  the 
acute  effects  of  increased  COHb  con- 


centrations after  smoking  from  the 
effects  of  nicotine  by  exposing  patients 
with  angina  to  CO  until  COHb  levels 
were  equivalent  to  those  achieved 
after  smoking  three  cigarettes.  CO 
caused  a negative  inotropic  effect  by 
increasing  left  ventricular  end-dias- 
tolic pressure  and  decreasing  stroke 
work  but  did  not  change  blood  pres- 
sure or  heart  rate  significantly. 
Nicotine  caused  an  increased  systolic 
and  diastolic  blood  pressure  and  in- 
creased heart  rate.  This  study  indi- 
cates that  the  negative  inotropic 
effects  of  smoking  are  due  to  the 
effects  of  CO. 

Studies  of  the  effects  of  CO  ex- 
posure on  myocardial  irritability  sug- 
gest that  exposure  to  COHb  can  lead 
to  electrocardiographic  abnormalities 
in  man  and  a lower  threshold  for 
ventricular  arrhythmias  in  animals. 
DeBias  et  al.13  have  shown  that  in 
monkeys  in  which  experimental 


Studies  of  the  effects  of  CO 
exposure  on  myocardial  irrit- 
ability suggest  that  exposure  to 
COHb  can  lead  to  electrocardio- 
graphic abnormalities  in  man 
and  a lower  threshold  for 
ventricular  arrhythmias  in  ani- 
mals. 


myocardial  infarction  has  been  in- 
duced, exposure  to  CO  to  produce 
COHb  concentrations  of  nine  per  cent 
resulted  in  lowering  the  threshold  for 
induced  ventricular  fibrillation. 

Studies  have  also  confirmed  that 
exposure  to  CO  in  concentrations 
found  during  heavy  atmospheric  pol- 
lution can  aggravate  angina  and  lead 
to  myocardial  infarction.6,14  Cohen 
and  associates15  showed  an  association 
between  atmospheric  CO  pollution  in 
Los  Angeles  and  case  fatality  rates  for 
patients  with  acute  myocardial  infarc- 
tion admitted  to  Los  Angeles  hos- 
pitals. 

CO  exposure  may  also  contribute  to 
myocardial  infarction  by  increasing 
thrombotic  tendency;  it  has  been 
shown  that  COHb  increases  platelet 
stickiness.16 

CO  poisoning  affects  other  organ 
systems  in  addition  to  the  cardio- 


vascular system.  The  effects  of  CO 
on  cerebral  function  include  decreased 
light  sensitivity  and  dark  adaptation, 
central  hearing  loss,  headaches,  seiz- 
ures and  coma.  Pulmonary  effects 
include  pulmonary  edema  and  peri- 
hilar  infiltrates.  Lactic  acidosis, 
myonecrosis  and  DIC  also  can  occur 
from  CO  exposure  (Table  2). 

Treatment 

Treatment  of  CO  poisoning  depends 
on  the  severity  of  exposure  and  the 
clinical  manifestations.  CO  is  bound 
to  myoglobin  and  hemoglobin,  and 
elimination  occurs  through  the  lungs. 
A 50-per  cent  reduction  of  the  COHb 
concentration  occurs  in  approximately 
four  hours  while  breathing  room  air.1 
If  100-per  cent  oxygen  is  breathed, 
this  time  is  reduced  to  40  minutes. 
With  severe  CO  poisonings  (COHb 
levels  greater  than  50  per  cent ) 
hyperbaric  oxygen  therapy  can  be 
used  to  eliminate  CO  even  faster  than 
breathing  100-per  cent  oxygen. 

Summary 

CO  is  an  ubiquitous  poison  which 
affects  multiple  organ  systems.  CO 
compromises  cardiovascular  function 
several  ways  in  patients  with  coronary 
artery  disease.  First,  CO  decreases  the 
blood’s  oxygen-carrying  capacity  and 
causes  tissue  hypoxia.  In  addition, 
COHb  reduces  the  threshold  for 
ventricular  arrhythmias  and  has  a 
negative  inotropic  effect.  CO  also  in- 
creases the  thrombotic  tendency  by 
increasing  platelet  stickiness.  In 
patients  with  coronary  artery  disease, 
even  low  levels  of  COHb  may  interfere 
critically  with  adequate  oxygen  de- 
livery. 

In  our  patient,  angina  and  myo- 
cardial infarction  occurred  following 
moderate  CO  poisoning.  We  suspect 
that  CO  poisoning  played  a significant 
role  in  this  patient’s  myocardial  in- 
farction. 
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Dietary  Fiber  Reduces  Abdominal  Pain  in  Children 

Fifty  per  cent  fewer  recurrent  abdominal  pain  attacks  were  noted  in  children 
given  additional  dietary  fiber,  according  to  a report  in  the  December,  1985, 
American  Journal  of  Diseases  of  Children.  William  Feldman,  M.  D.,  and  col- 
leagues from  the  Children’s  Hospital  of  Eastern  Ontario  in  Ottawa  conducted  the 
first  prospective,  randomized,  double-blind  controlled  trial  using  fiber  in  the  man- 
agement of  children  with  idiopathic  pain. 

The  study  involved  52  children  with  recurrent  pain.  Half  of  the  youngsters  were 
given  fiber  cookies  and  the  others  a placebo.  Twice  as  many  children  given  fiber 
had  fewer  pain  attacks  as  controls,  the  researchers  report.  “It  is  hypothesized  that 
the  beneficial  effect  of  added  fiber  is  due  to  its  effect  on  shortening  transit  time,  as 
in  irritable  bowel  syndrome,”  they  said. 
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CNA  has  a 
longstanding 
commitment 
to  your 

insurance  needs. 

The  CNA  Insurance  Companies’  com- 
mitment to  physicians  began  15  years 
ago  with  quality  malpractice  insur- 
ance. Throughout  the  years,  we  have 
kept  our  commitment  by  providing 
malpractice  protection,  without  inter- 
ruption, even  through  the  years  of 
malpractice  crises. 

A major  factor  in  our  ability  to 
provide  this  continuous  insurance 
protection  is  our  financial  strength: 
CNA  has  more  than  $12  billion  in 
assets  and  $1.1  billion  in  equity.  With 
our  financial  strength,  we  can  protect 
you  not  just  today,  but  whenever  you 
may  need  us.  By  providing  liability 
insurance  for  thousands  of  medical 
professionals,  we’ve  gained  solid  exper- 
tise in  underwriting,  claims  serv  ice 
and  legal  defense. 

We’ll  continue  our  longstanding 
commitment  to  meet  your  needs. 
Contact  the  CNA  program 
administrator  today 

McDonough,  Caperton,  Shepherd 
Association  Group 
PO.  Box  3186 
One  Hillcrest  Dr.  E. 

Charleston,  WV  25332 
(304)  346-0611 


ft 'I 

% * # 


The  WVSMA/CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 


CNA 

For  All  the  Commitments  You  Make® 


President’s  Page 


Legislative  Experience 


Tt  was  quite  interesting  to  see  the 
* West  Virginia  Legislature  get  un- 
der way  in  January. 

As  I write  this,  my  impressions  are 
only  based  on  one  week  of  observing 
the  Legislature,  hardly  long  enough 
to  be  considered  experienced. 

Nevertheless,  some  thoughts  have 
come  through,  and  I will  try  to  sum- 
marize these. 

A huge  flurry  of  proposed  legisla- 
tive bills  are  submitted  in  the  early 
days.  This  will  continue  up  to  the 
last  three  weeks  of  the  60-day  session. 
Of  the  approximately  1,700  proposed 
bills  submitted  to  both  houses,  only 
about  10  per  cent  ultimately  will  be 
passed  into  law,  most  of  these  in  the 
waning  days  of  the  session. 

Bills  are  referred  to  standing  com- 
mittees by  the  Speaker  of  the  House  of 
Delegates  and  the  President  of  the 
Senate  and  will  not  be  accorded  the 
necessary  three  readings  on  the  floor 
of  the  House  or  Senate  unless  report- 
ed out  of  committee.  Each  bill  must 
go  through  the  same  process  in  the 


other  body  once  it  has  passed  the  one 
in  which  it  originated. 

If  a bill  manages  to  get  out  of  com- 
mittee and  is  debated,  amended  and 
finally  passed  on  the  floor,  it  still  has  a 
way  to  go. 

Any  differences  in  the  two  versions 
of  the  bill  must  be  worked  out  by  a 
conference  committee  composed  of 
senators  and  delegates  before  going 
to  the  governor  for  signature.  A bill 
may  die  if  compromise  is  not  reached 
by  the  conference  committee. 

By  the  time  you  read  this,  two  bills 
will  have  been  introduced  into  the 
House  and  Senate  under  WVSMA 
sponsorship — one,  specifically  detail- 
ing hoped-for  reform  measures  in  pro- 
fessional liability,  and  the  other,  a 
comprehensive  bill  calling  for  general 
tort  reform. 

Governor  Moore  has  strongly  en- 
dorsed tort  reform  in  West  Virginia, 
and  we  anticipate  that  we  will  actviely 
support  the  bill  which  he  will  soon 
send  to  the  Legislature. 

The  legislators  are,  for  the  most 
part,  sincere,  hard  working  folks, 


somewhat  overwhelmed  by  the  magni- 
tude of  the  job  and  the  limitation  of 
resources.  They  are  tugged  at  from  all 
directions  by  groups  touting  one  leg- 
islative remedy  or  another. 

We  hope  that  tort  reform  will  be  an 
important  legislative  priority  this  ses- 
sion. A stable  environment  for  the 
practice  of  medicine  is  an  important 
factor  for  economic  recovery  in  West 
Virginia. 


David  Z.  Morgan.  M.  D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


Advertisers 


And  now  a short  pause  for  a 
commercial.  We  will  return  in  a mo- 
ment .... 

We  like  to  keep  these  editorial 
pages  free  of  crass  commercialism. 
Some  place  needs  to  be  pure,  pristine, 
unsullied  by  materialistic  concerns. 
You  will  note  too  that  we  make  it  a 
practice  to  avoid  intermingling  ad- 
vertising copy  with  our  scientific  arti- 
cles and  our  Association  news.  We 
might  add  that  we  could  be  paid  a 
little  more  money  for  the  ads  if  we 
would  shuffle  them  into  the  other  copy 
like  some  journals  do. 

Why  then  are  we  littering  up  this 
section  by  mentioning  the  subject  of 
advertisers?  The  answer,  of  course,  is 
that  we  can  maintain  the  fiction  of 
unconcern  about  our  needs  for  money 
and  our  total  disregard  for  commer- 
cialism only  so  far.  We  get  money 
from  advertisers.  Money  allows  us  to 
publish  Association  news  and  scienti- 
fic articles,  and  to  keep  this  little 


corner  of  editorial  opinion  pure  and 
unsullied. 

The  Journal  published  fewer  nation- 
al advertising  account  pages  by  al- 
most one-half  in  January  1986  than  it 
did  in  January  1985.  January  1985 
was  not  a particularly  good  month. 
Advertising  trade  publications  tell  us 
that  a number  of  heavy  advertisers  in 
the  pharmaceutical  industry  have  re- 
duced their  advertising  budgets  for 
1986.  An  added  problem  for  state 
journals  such  as  ours  is  that  the  ad- 
vertising dollar  is  being  spread  over 
more  journals  and  advertisers  are  now 
frequently  turning  to  computer  identi- 
fied specific  prescriber  groups  for 
specific  products. 

We  are  not  suggesting  a need  to  un- 
limber our  prescription  pads.  We  do 
suggest  a glance  through  our  advertis- 
ing pages  and  a mental  note  to  give  a 
civil  or  better  reception  to  the  drug 
representatives  from  these  companies 
the  next  time  they  appear  in  your 


PPO  Presents  Opportunity 


The  formation  of  Preferred  Medical 
Care  Network  of  West  Virginia,  Inc. 
(PMCN ) presents  an  opportunity  for 
this  state’s  physicians  to  regain  con- 
trol of  the  quality  of  care  delivered. 

Any  member  of  WVSMA  will  be 
eligible  to  join  this  Preferred  Provid- 
er Organization  (PPO  I formed  by 
your  state  association  as  long  as  he  or 
she  pays  the  one-time  enrollment  fee, 
submits  his/her  fees  for  the  50  most 
commonly  performed  procedures,  and 
agrees  to  submit  to  strong  peer  review. 

In  order  for  a PPO  to  be  cost- 
effective  and  save  the  payor  money 
(be  that  payor  the  employer,  the  in- 


surance entity  or  the  individual  pa- 
tient), it  must  demand  cost-conscious- 
ness and  efficicency  from  the  provider 
of  the  health  service.  A doctor  who 
finds  it  necessary  to  keep  a patient 
hospitalized  for  extra  days  or  to  run  an 
extra  test  or  two  to  confirm  a diag- 
nosis more  accurately  will  not  be  pen- 
alized for  such  attention  to  quality 
care.  A recurrent  pattern  of  keeping 
every,  or  a majority,  of  patients  be- 
yond recognized  lengths  of  stay  or  ad- 
ministering a higher  than  normal  num- 
ber of  tests  given  by  other  physicians 
for  the  same  diagnosis  will  quickly 
draw  the  attention  of  the  PPO’s  review 
process.  Offending  physicians  will  be 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 


waiting  room.  The  non-advertisers 
can  continue  to  suffer  through  your 
ordinary  drug  representative  recep- 
tion. 

Advertisers  need  us  more  than  we 
need  them.  It  is  clear  that  were  one 
of  them  to  totally  alienate  all  or  most 
of  the  physicians,  that  one  would  not 
be  long  in  business  no  matter  the 
quality  of  its  product.  But  we  need 
them  to  help  support  our  scientific  and 
our  organizational  activity  and  our  pa- 
tients need  them  to  carry  on  new  pro- 
duct research  and  to  maintain  product 
quality  assurance. 

It’s  all  a nice  trade  off.  We  need 
to  support  our  advertisers  and  they 
need  to  support  us.  And  we  need  to 
keep  this  section  pure,  pristine  and  un- 
sullied by  materialistic  concerns. 

Just  a quick  glance  through  our 
advertising  pages  is  all  you  will  need. 
Thank  you.  And  now,  back  to  our  reg- 
ular program  .... 


notified  of  their  aberrance  from  rec- 
ognized standards  of  care.  If  the  be- 
havior does  not  change  wihtin  a set 
period  of  time,  the  physicians  will  be 
dropped  from  participation  in  the 

PPO. 

It  must  be  noted  that  the  standards 
of  quality  care  will  be  developed  by 
physicians  in  the  respective  specialties 
and  not  by  an  outside  practitioner  or 
third-party  payor.  Thus  it  will  be 
physicians  determining  whether  or  not 
their  colleague  is  practicing  quality, 
cost-conscious  medical  care. 

It  is  the  hope  of  WVSMA  leadership 
that  sizeable  numbers  of  physicians 
will  sign  on  with  the  PPO  so  that  it 
can  begin  to  wield  its  influence  on  a 
broad  base  early  on.  Even  though  the 
number  of  PPO  patients  in  a given 
practice  may  be  small  at  the  begin- 
ning, it  would  seem  logical  to  conclude 
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that  as  doctors  seek  to  give  conscien- 
tious, quality,  cost-effective  care  to 
those  PPO  patients,  they  will  likewise 
extend  similar  practices  to  all  patients. 

WVSMA  and  PMCN  board  mem- 
bers are  not  impugning  the  integrity 
of  physicians  en  masse.  We  believe 
that  the  vast  majority  of  physicians 
are  honest,  competent,  hardworking 
practitioners.  Unfortunately,  the  few 
who  do  hospitalize  unnecessarily,  who 
overcharge  or  in  some  fashion  take 
advantage  of  innocent  patients  create 
hardship  for  all  physicians.  It  is  hoped 
the  influence  of  an  active,  properly 
motivated  and  run  PPO  will  go  far 
in  helping  competent  physicians  “po- 


lice their  ranks”  by  culling  out  the 
aberrant  practitioner.  And  it  will  hap- 
pen relatively  soon  if  substantial  num- 
bers of  patients  are  part  of  the  PPO 
and  realize  they  have  financial  incen- 
tive to  utilize  the  “preferred”  pro- 
viders who  have  agreed  to  strong  peer 
review  as  opposed  to  going  just  any- 
where to  a physician  who  may  not  be 
quality  and  cost  conscious. 

Preferred  Medical  Care  Network  of 
West  Virginia,  Inc.,  a wholly-owned, 
non-profit  subsidiary  of  the  West  Vir- 
ginia State  Medical  Association,  is 
dedicated  to  running  a “squeaky 
clean”  operation  which  will  benefit  the 
public  and  patients  of  West  Virginia 


as  much  as  it  may  offer  benefit  to  phy- 
sicians who  elect  to  become  members 
of  the  PPO. 

WVSMA  urges  each  of  its  members 
to  give  careful  consideration  to  becom- 
ing participants  in  PMCN.  This  PPO 
offers  the  promise  of  restoring  both 
sensibility  and  reason  to  the  delivery 
of  medical  care  to  the  hands  of  con- 
cerned. caring  and  dedicated  physi- 
cians. Physicians  who  join  will  be 
saying  they  are  willing  and  ready  to 
deliver  quality,  cost-conscious  medical 
care  and  will  submit  themselves  to 
stringent  peer  review  in  exchange  for 
a fair  rate  of  reimbursement  for  their 
services. 


Our  Readers  Speak 


Bagpipe-Playing  Experiment  Pleases  Most  Mental  Patients 


In  the  June,  1985,  issue  of  the  West 
Virginia  Medical  Journal  (Vol.  81, 
No.  6.  p.l28i  the  salutary  effect  of 
the  playing  of  the  Highland  Bagpipe 
on  a young  man  refusing  nourishment 
was  reported.  His  subsequent  diag- 
nosis was  psychotic  depression.  We 
would  like  to  add  a brief  footnote  on 
the  effect  of  this  instrument  on  a ward 
of  26  of  our  behaviorly  stable,  men- 
tally retarded/developmentally  dis- 
abled patients  who  were  about  their 
usual  daily  activities  on  December 
28,  1985. 


L.L.  was  the  only  patient  who  evi- 
denced annoyance  at  the  sound  of  the 
bagpipe;  he  did  so  by  covering  his 
ears  twice.  He  did  not  become  upset 
or  agitated,  and  had  a history  of  dis- 
like of  noise.  The  universal  response 
of  the  remaining  25  patients  was  one 
of  intense  curiosity.  Many  exhibited 
expressions  of  pleasure  and  crowded 
around  the  performer  to  look,  and 
touch  the  instrument.  The  more  verb- 
al patients  expressed  liking  for  the 
music. 


The  ability  of  the  Highland  Bag- 
pipe to  compel  attention  may  have  an 
advantage  in  arousing  the  perceptions 
of  the  mentally  retarded/develop- 
mentally disabled.  The  further  efficacy 
of  this  method  remains  to  be  studied. 

John  H.  McWhorter,  M.  D. 

Chief  of  Medicine 

Weston  State  Hospital 

Weston,  WV  26452 

Jennifer  I.  Singleton,  R.N. 

Staff  Nurse 

Weston  Hospital 


“Medicine  has  not  faced  such  a challenge  [T/ZLS]  in  decades,  perhaps  centuries .” 

James  H.  Sammons.  M.  D. 
Executive  Vice  President 
American  Medical  Association 
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General  News 


Michigan  Surgeon  1986  Convention  Guest 

AMA  President  To  Address  House 


John  J.  Coury,  Jr.,  M.  D. 


Dr.  John  J.  Coury,  Jr.,  who  will  be 
installed  as  President  of  the  American 
Medical  Association  in  June,  will 
speak  during  the  WVSMA’s  Annual 
Meeting  in  August. 

Doctor  Coury,  of  Port  Huron, 
Michigan,  a general  and  pediatric 
surgeon,  will  address  the  first  session 
of  the  House  of  Delegates  Wednesday 
afternoon,  August  13. 

The  August  12-17  convention  will 
be  held  at  the  Greenbrier  in  White 
Sulphur  Springs. 

General  scientific  sessions  will  be 
held  Thursday  morning,  August  14, 
and  Friday  and  Saturday  mornings  on 
a variety  of  subjects  including  solitary 
thyroid  nodule,  headache,  geriatric 
hypertension,  polypharmacy  and  the 
elderly,  blood  and  blood  products, 
non-diabetic  endocrine  emergencies, 
facts  and  fads  in  nutrition,  strict 
diabetic  control,  and  clinical  clues  in 
arthritis. 

Doctor  Coury  was  elected  AMA 
President-Elect  at  its  Annual  Meeting 
in  June,  1985. 


Since  his  election  to  the  Board  of 
Trustees  in  1976,  Doctor  Coury  has 
served  as  its  Chairman,  1983-85,  and 
as  its  Vice  Chairman,  1981-83.  Prior 
to  that  he  was  a Delegate  to  the  AMA 
House  of  Delegates,  a member  of  the 
AMA  councils  on  Legislation  and 
Long  Range  Planning  and  Develop- 
ment, and  Past  President  of  the 
Michigan  State  Medical  Society. 

Born  in  Wheeling,  West  Virginia, 
Doctor  Coury  graduated  from  Wash- 
ington-Jefferson  College  in  Washing- 
ton, Pennsylvania,  and  earned  his 
M.D.  degree  at  Case  Western  L^ni- 
versity  School  of  Medicine.  His 
internship  and  residency  training  were 
received  at  Harper  Hospital  and 
Children’s  Hospital  in  Detroit.  He  is 
a Diplomate  of  the  American  Board  of 
Surgery  and  a Fellow  of  the  American 
College  of  Surgeons  and  the  Detroit 
Academy  of  Surgery. 

Doctor  Coury  is  a member  of  the 
surgical  staffs  of  Mercy  and  Port 
Huron  Hospitals. 

In  1985,  Doctor  Coury  received  an 
honorary  Doctor  of  Science  degree 
from  Washington-Jefferson  College. 
His  community  activities  include 
membership  in  the  Port  Huron  Cham- 
ber of  Commerce  and  Trustee,  Port 
Huron  District  Foundation.  He  also 
is  a member  of  the  Port  Huron  In- 
dustrial Development  Commission, 
and  a former  Director  of  the  United 
Way  and  the  Catholic  Social  Services 
of  St.  Clair  County. 

Doctor  Coury  and  his  wife,  Doris, 
have  three  children. 

Convention  Schedule 

Convention  activities  will  get  under 
way  with  a 2 P.  M.  meeting  of  the 
WVSMA  Executive  Committee  on 
Tuesday,  August  12;  the  usual  pre- 
convention meeting  of  the  Council  at 


9:30  A.  M.  on  Wednesday,  and  the 
opening  session  of  the  House  at  2:45 
P.  M.  on  Wednesday. 

The  first  general  session  will  be 
held  immediately  following  9 A.  M. 
opening  exercises  on  Thursday. 

General  Scientific  sessions  will  offer 
hour-for-hour  Category  1 credit. 

Dr.  Charles  E.  Turner  of  Hunting- 
ton  will  be  inaugurated  as  President 
to  succeed  Dr.  David  Z.  Morgan  of 
Morgantown  during  the  second  and 
final  House  session  Saturday  after- 
noon. 

The  Annual  Meeting  of  the  Auxil- 
iary to  the  State  Medical  Association, 
with  Jeanny  I Mrs.  M.  V.)  Kalaycioglu 
of  Shinnston  in  charge  as  the  Auxil- 
iary’s President,  again  will  run  con- 
currently with  the  Association’s  con- 
vention. 

Program  Committee 

Serving  on  the  Annual  Meeting 
Program  Commitee  are  Dr.  John  W. 
Traubert.  Morgantown,  Chairman; 
Doctor  Turner;  and  Drs.  Marshall  J. 
Carper  and  Richard  E.  Kleinmann. 
both  of  Charleston;  Jose  I.  Ricard, 
Huntington;  John  A.  Rizzo,  Fairmont, 
and  William  N.  Walker,  Jr.,  Clarks- 
burg. 

More  specific  information  relative 
to  general  session  topics  and  speakers 
will  be  provided  in  upcoming  issues 
of  The  Journal. 


MAKE  RESERVATIONS 
NOW 
FOR  1986 
Annual  Meeting 


Tear  Out  Greenbrier 
Reservation  Form 
Following  Page  xxiv 
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Gary  E.  Ruoff,  M.  D. 


Some  14  doctors  will  be  speakers 
for  the  34th  annual  scientific  assembly 
of  the  West  Virginia  Chapter,  Ameri- 
can Academy  of  Family  Physicians, 
April  18-20,  in  Charleston. 

To  be  located  at  the  Holiday  Inn 
Charleston  House,  the  meeting  will 
open  Friday,  April  18,  with  scientific 
sessions  scheduled  that  morning,  Fri- 
day afternoon,  Saturday  morning,  Sat- 
urday afternoon,  and  Sunday  morn- 
ing. 

The  assembly  will  end  at  12:30 
P.  M.  on  Sunday. 

A wide  variety  of  scientific  and 
other  subjects  will  be  discussed,  in- 
cluding: side  effects  with  antibiotics; 
cost-effective  use  of  cephalosporins — 
DRGs;  neonatal  resuscitation;  rheu- 
matoid arthritis;  hormonal  replace- 
ment for  menopausal  women,  somata- 
form  disorders;  stress  and  the  heart; 
cardiac  rehabilitation;  thrombotic  dis- 
ease; lipids;  essential  hypertension; 
hospital  privileges/family  practice  de- 
partments; and  medical  malpractice 
(mock  trial  presentation  ). 

Among  the  out-of-state  speakers  will 
be  Drs.  Gary  E.  Ruoff.  President  and 
Director,  Clinical  Research,  Westside 
Family  Medical  Center,  Kalamazoo, 
Michigan,  whose  topic  will  be  “Rheu- 
matoid Arthritis  Update;”  Robert  S. 


Robert  S.  Eliot,  M.  D. 


Eliot,  Director,  National  Center  of 
Preventative  and  Stress  Medicine, 
Saint  Luke’s  Heart  Lung  Center, 
Phoenix,  Arizona,  and  author  of  the 
book,  Is  It  Worth  Dying  For?,  who 
will  discuss  various  aspects  of  stress 
and  the  heart  during  the  Saturday 
morning  session;  and  Mark  C.  Hous- 
ton, Assistant  Professor  of  Medicine; 
Co-Director,  Medical  Intensive  Care 
Unit,  and  Medical  Director,  Coopera- 
tive Care  Center,  Vanderbilt  Univer- 


Mark  C.  Houston,  M.  D. 


sity  Medical  Center,  “New  Insights 
and  Approaches  to  the  Treatment 
of  Essential  Hypertension:  Therapy 

Based  on  Evaluation  of  Hemodynamic 
Profiles,  Coronary  Heart  Disease  Risk 
Analysis  and  Subsets  of  Hyperten- 

• 99 

sion. 

The  schedule  of  activities  will  in- 
clude exhibit  booth  visitations,  a lun- 
cheon meeting  of  the  AAFP  House  of 
Delegates  Friday,  cruise  up  the  Ka- 
nawha River  on  the  P.  A.  Denny 
Sternwheeler  Friday  evening,  and 
banquet  Saturday  evening. 

The  program  is  accredited  for  18 
AAFP  Prescribed  Hours,  Category  1, 
and  also  is  approved  for  18  hours  of 
AMA  Category  1 credit. 

Dr.  D.  Dean  Patton  of  Princeton  is 
Program  Chairman. 

For  registration  or  additional  in- 
formation, call  (304)  776-1178. 

Additional  information  pertaining 
to  the  program  and  speakers  is  sched- 
uled to  appear  in  the  March  issue  of 
The  Journal. 


Review  A Book 


The  following  books  have  been  re- 
ceived by  the  Headquarters  Office  of 
the  State  Medical  Association.  Med- 
ical readers  interested  in  reviewing 
any  of  these  volumes  should  address 
their  requests  to  Editor,  The  West 
Virginia  Medical  Journal,  Post  Office 
Box  4106,  Charleston  25364.  We’ll 
be  happy  to  send  the  books  to  you, 
and  you  may  keep  them  for  your  per- 
sonal libraries  after  submitting  to  The 
Journal  a review  for  publication. 

The  Premature  Labor  Handbook, 
by  Patricia  Anne  Robertson,  M.  D.; 
and  Peggy  Henning  Berlin,  Ph.D. 
$16.95.  Doubleday  & Company,  Inc., 
245  Park  Avenue,  New  York,  New 
York  10167.  1986. 

AIDS  in  the  Mind  of  America,  by 
Dennis  Altman.  $16.95.  Doubleday 
& Company,  Inc.,  245  Park  Avenue, 
New  York,  New  York  10167.  1986. 

Cardiac  Arrest  (A  True  Account  of 
Stolen  Lives),  by  Sarah  Spinks. 
$17.95.  Doubleday  & Company,  Inc., 
245  Park  Avenue,  New  York  10167. 
1986. 


State  AAFP  Announces  Program 
For  April  18-20  Assembly 
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Oncology  Clinical  Update 
Program  March  7-8,  Charleston 


Steven  J.  Jubelirer,  M.  D. 


“Oncology  Update  ’86 — A Clinical 
Perspective,”  a program  for  all  health 
professionals  who  work  with  cancer 
patients,  will  be  held  March  7-8  in 
Charleston  at  the  West  Virginia  Uni- 
versity School  of  Medicine. 

Sponsored  jointly  by  the  Charleston 
Area  Medical  Center’s  new  Cancer 
Care  Center  of  Southern  West  Vir- 
ginia and  WVU  School  of  Medicine, 
Morgantown,  the  program  celebrates 
the  opening  of  the  Center,  located  at 
CAMC  Memorial  Division. 

It  is  the  second  in  a series  of  annual 
programs  concerning  cancer  in  the 
Appalachian  plateau,  and  will  include 
a review  of  cancer  problems  in  the 
state,  featuring  lectures,  concurrent 
workshops  and  case  presentations. 

Exhibit  sessions  and  tours  of  the 
Cancer  Care  Center  are  planned  at 
various  times  during  the  program. 

The  meeting  will  begin  with  regis- 
tration at  noon  on  Friday,  March  7, 
and  continue  through  Saturday  until 
4:30  P.  M. 

Guest  Faculty 

Guest  faculty  members  will  be  Drs. 
George  T.  Bryan,  Professor  of  Human 
Oncology  and  Associate  Director, 
Laboratory  Program,  Wisconsin  Clini- 
cal Cancer  Center,  University  of  Wis- 
consin; John  Laszlo,  Professor  of  Med- 


Thomas H.  Covey,  M.  D. 


icine,  Duke  University;  David  S. 
Ettinger,  Associate  Professor  of  On- 
cology/Medicine, Johns  Hopkins  On- 
cology Center,  and  Catherine  M. 
Hogan,  R.N.,  M.N.,  Oncology  Clinical 
Nurse  Specialist /Oncology  Program 
Director,  Western  Pennsylvania  Hos- 
pital, Pittsburgh. 

Doctor  Terry  will  speak  on  “Car- 
cinogenesis” during  the  opening  panel 
discussion  Friday,  “Etiology  of  Can- 
cer;” Doctor  Laszlo,  Saturday  morn- 
ing, “Control  of  Nausea  and  Vomit- 
ing;” Doctor  Ettinger,  Saturday  morn- 
ing (one  of  two  speakers  on  “New 
Therapies”),  “Immunologic  Thera- 
py;” and  Hogan,  Saturday  morning, 
“Pain  Management  in  the  Cancer  Pa- 
tient;” and  Saturday  afternoon  work- 
shops, “Administration  of  Chemo- 
therapy Drugs”  and  “The  Cancer  Pa- 
tient: Sexual  Concerns.” 

Other  Subjects 

Other  subjects  to  be  discussed  will 
be  water  pollution  in  West  Virginia, 
nutrition  and  cancer  etiology,  breast 
screening,  cervical  screening,  colon 
screening,  oral  screening,  new  diag- 
nostic approaches  (tumor  markers  and 
radiological  techniques),  new  thera- 
pies ( radiotherapy  techniques) ; 

Workshops:  dying  and  death,  with 
case  presentations  on  Hodgkin’s  dis- 


ease, cancer  of  the  colon,  and  head 
and  neck  cancer;  leukemia,  prostate 
cancer  and  ovarian  cancer  (case  pre- 
sentations ) ; and  melanoma,  breast 
cancer  and  lung  cancer  (case  presenta- 
tions ). 

Also  serving  on  the  faculty,  from 
Morgantown  and  Charleston,  will  be 
13  physicians,  one  Ph.D.,  one  dentist, 
and  two  registered  nurses. 

Program  Chairmen  are  Drs.  Steven 
J.  Jubelirer,  Medical  Director  of  the 
Cancer  Care  Center,  and  Clinical  Asso- 
ciate Professor  of  Medicine,  WVU 
Charleston  Division;  and  Thomas  H. 
Covey,  WVU  Associate  Professor  of 
Surgery,  Morgantown. 

The  program  is  approved  for  9.5 
hours  of  American  Medical  Associa- 
tion Category  1 credit;  is  acceptable 
for  9.5  Prescribed  hours  by  the  Amer- 
ican Academy  of  Family  Physicians, 
and  is  approved  for  .95  continuing  ed- 
ucation units  by  WVU. 

For  registration  and  other  informa- 
tion, contact  the  CAMC  Department 
of  Continuing  Education  at  (304) 
348-9580. 

Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1986,  as  compiled 
by  Ernest  W.  Chick,  M.  D.,  MU 
Director  of  Continuing  Medical  Ed- 
ucation; Robert  E.  Kristofco,  WVU 
Assistant  to  the  Dean /Continuing 
Medical  Education,  and  J.  Zeb 
Wright,  Ph.D.,  Coordinator,  Con- 
tinuing Education.  Department  of 
Community  Medicine,  WVU  Charles- 
ton Division.  The  schedule  is  pre- 
sented as  a convenience  for  physicians 
in  planning  their  continuing  education 
program.  I Other  national,  state  and 
district  medical  meetings  are  listed  in 
the  Medical  Meetings  Department  of 
T he  Journal. ) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 


FEBRUARY,  1986,  VOL.  82  35 


that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  from:  Office  of  Continu- 
ing Medical  Education,  MU  School  of 
Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU 
Medical  Center,  3110  MacCorkle  Ave- 
nue, S.  E.,  Charleston  25304;  Office 
of  Continuing  Medical  Education, 
WVU  Medical  Center,  Morgantown 
26506;  or  Office  of  Continuing  Med- 
ical Education,  Wheeling  Division, 
WVU  School  of  Medicine,  Ohio  Val- 
ley Medical  Center,  2000  Eoff  Street. 
Wheeling  26003. 

West  Virginia  University 

Feb.  9-12,  Snowshoe  Mountain  Re- 
sort, Fourth  Annual  Snowshoe 
Vascular  Surgery  Conference 

Feb.  22-23,  Charleston,  Advance 
Cardiac  Provider  Course 

March  7-8,  Charleston.  Oncology  Up- 
date 1986 

March  21,  Charleston,  Annual  New- 
born Day 

April  11-12,  Charleston,  Cardiac 
Rehabilitation 

May  14,  4th  Annual  West  Virginia 
Conference  on  Infectious  Diseases 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Bluefield,  Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room, 
3rd  Thursday,  Noon-2  P.  M.  — 
Feb.  (vacation) 

March  20,  “Treatment  Options  for 
Breast  Cancer,”  Leland  J.  Foshag, 
M.  D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday, 
8-10  A.  M.  — Feb.  12,  “Pediatric 
Allergies,”  Chandra  Kumar,  M.  D. 
March  12,  “Early  Recognition  of 
Diabetes  Retinopathy  and  Latest 
Modalities  of  Treatment”  (speaker 
to  be  announced) 

Gassaway,  Braxton  Co.  Memorial 
Hospital.  1st  Wednesday,  7-9  P.  M. 
— Feb.  (vacation ) 

March  5,  “Update  Cancer  Treat- 
ment,” Anthony  J.  Murgo,  M.  D. 


April  2,  “Use  of  Gastroscope,” 
William  0.  McMillan,  Jr.,  M.  D. 

Madison,  Boone  Co.  Health  Dept.  — 
Conference  Room,  2nd  Tuesday, 
7-9  P.  M.  — Feb.  (vacation) 

March  11,  “Management  of  Pain  in 
the  Cancer  Patient,”  Richard  A. 
DeVaul,  M.  D. 

April  18,  “Early  Recognition  of 
Diabetes  Retinopathy  and  Latest 
Modalities  of  Treatment,”  Henry 
Winkler,  M.  D. 

Oak  Hill,  Plateau  Vocational  Center 
I Oyler  Exit.  N 19)  4th  Tuesday, 
7-9  P.  M.  — Feb.  (vacation) 

March  25,  “Alzheimer’s  Disease,” 
Albert  Heck,  M.  D. 

Summersville,  Summersville  Memorial 
Hospital,  6:30-8:30  P.  M.  — Feb. 

I vacation  I 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  - — 
Feb.  (vacation) 

March  19,  “Hormonal  Treatment  of 
Metastatic  Cancer,”  Thomas  F. 
Hogan,  M.  D. 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Feb.  (vacation) 

March  26,  “Cancer  Screening  at  the 
Primary  Care  Level,”  Richard  G. 
Emanuelson,  M.  D. 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — Feb.  (vacation) 

March  6,  “Cancer  Screening  at  the 
Primary  Care  Level,”  Richard  A. 
Vaughan,  M.  D. 

April  3,  “Update:  Cancer  Treat- 

ment,” Alvin  L.  Watne,  M.  D. 


1986  AMA  Leadership 
Conference  In  February 

WVSMA  will  be  represented  at  the 
1986  National  Leadership  Conference 
sponsored  by  the  AMA  February  20- 
22  at  the  Chicago  Marriott  Hotel. 
Each  year,  the  meeting  attracts  about 
1.000  leaders  of  state  medical  associa- 
tions and  national  medical  specialty 
societies  seeking  to  advance  the  cause 
of  organized  medicine  in  health  care 
policy  decision-making.  Roger  B. 
Smith,  Chairman  of  General  Motors, 
will  be  the  speaker  at  the  opening 
general  session. 


Medical  Meetings 


Feb.  2-5— Am.  Hospital  Assoc.,  Washing- 
ton, DC. 


Feb.  2-7— Am.  College  of  Medical  Imaging, 
Lake  Tahoe,  NV. 

Feb.  20-25— Ain.  Academy  of  Orthopaedic 
Surgeons,  New  Orleans. 

Feb.  21-23— Va.  Chapter,  Am.  Academy  of 
Pediatrics;  Va.  Pediatric  Society,  Wil- 
liamsburg. 

March  5-9— Am.  Medical  Student  Assoc., 
Washington,  DC. 

March  9-13— Am.  College  of  Cardiology, 
Atlanta. 

March  13-16— Physicians  for  Social  Respon- 
sibility, Philadelphia. 

March  15-18— Southeastern  Surgical  Con- 
gress, Louisville,  KY. 

March  22-26— Am.  Academy  of  Allergy  & 
Immunology,  New  Orleans. 

April  3-6— Am.  College  of  Preventive  Medi- 
cine, Atlanta. 

April  10-13— Am.  College  of  Physicians,  San 
Francisco. 

April  13-17— Am.  Assoc,  of  Neurological 
Surgeons,  Denver. 

April  14-18— Am.  Roentgen  Ray  Society, 
Washington,  DC. 

April  18-20— WV  Chapter,  AAFP. 

April  27-May  3— Am.  Academy  of  Neurolo- 
gy, New  Orleans. 

May  5-8— Am.  College  of  Obstetricians  & 
Gynecologists,  New  Orleans. 

May  7-9— Am.  Society  for  Artificial  Internal 
Organs,  Anaheim,  CA. 

May  10-16— Am.  Psychiatric  Assoc.,  Wash- 
ington, DC. 

May  11-14— Am.  Thoracic  Society.  Kansas 
City,  MO. 

May  11-16— Am.  Society  of  Colon  & Rectal 
Surgeons,  Houston. 

May  17-23— Am.  Gastoenterologieal  Assoc., 
San  Francisco. 

May  29-30— Am.  Society  of  Transplant  Sur- 
geons, Chicago. 

May  29-June  1— VA  Society  of  Ophthalmol- 
ogy, Norfolk. 

Aug.  12-17 — 119th  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 
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Among  so  many  once-daily 
antihypertensives, 
only  one  can  offer  so  much 


© 1985  Ayerst  Laboratories 


Introducing 


. Once-daUy  _ _ 

InderideLA 


The  world's  leading  beta  blocker 
and  diuretic-fbr  once-daily 
convenience  without  compromise 


When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controlied-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  daily  routines. 

Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  for  comfortable 
morning  diuresis 

Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

-one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL®  LA- 
80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide- 
50  mg 


¥ 

i 

120150 


s propranolol  HCI  (INDERAL®  LA), 

3 mg,  and  hydrochlorothiazide,  50  mg 

«•  without  comprt 


* The  appearance  of  INDERIDE * LA 
Capsules  is  a registered  trademark  of 
Ayerst  Laboratories. 

Please  see  following  page  for  brief  summary 
of  prescribing  information 


160/50 1 


Once-daily 

INDERIDELA 


Convenience  without  compromise 
One  capsule-Once  daily 


‘'The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
BRIEF  SUMMARY  ( FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERIDE  0 LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL  B LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 


No  455— Each  INDERIDE®  LA  80/50  Capsule  contains 


Propranolol  hydrochloride  (INDERAL  8 LA) 

80  mg 

Hydrochlorothiazide 

50  mg 

No  457— Each  INDERIDE8  LA  120/50  Capsule  contains 
Propranolol  hydrochloride  (INDERAL®  LA) 

120  mg 

Hydrochlorothiazide 

50  mg 

No  459— Each  INDERIDE®  LA  160/50  Capsule  contains 
Propranolol  hydrochloride  (INDERAL®  LA) 

160  mg 

Hydrochlorothiazide 

50  mg 

INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL*): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock  2)  sinus  bradycardia  and  greater  than 
first  degree  block.  3)  bronchial  asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL8): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can.  in  some  cases  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and  m some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physicians  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are 
given  propranolol  fcr  other  indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted  however  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg.  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD.  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
ad|ust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL0): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reser- 
pme,  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 
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CARCINOGENESIS.  MUTAGENESIS  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth  thirst 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue 
hypotension,  oliguria  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  m certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased  decreased  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  pro- 
longed thiazide  therapy  The  common  complications  of  hyperparathyroidism  such  as  renai 
lithiasis.  bone  resorption  and  peptic  ulceration  have  not  been  seen  Thiazides  should  be 
discontinued  before  carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarme 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 


ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL0): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block  hypo- 
tension: paresthesia  of  hands  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia 
lassitude  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia  visua' 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss  emotional  lability,  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea  vomiting  epigastric  distress  abdominal  cramping  diarrhea 
constipation  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis:  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 

Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practoioi) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping  diarrhea,  constipa- 
tion. jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 

Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache,  xanthopsia 

Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia  aplastic  anemia 

Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura:  photosensitivity  rash  urticaria,  necrotizing  angiitis  (vasculitis 
cutaneous  vasculitis),  fever:  respiratory  distress,  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria  hyperuricemia  muscle  spasm,  weakness,  restless- 
ness. transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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NOW  WHEN  YOU  ENTER 
THE  WORLD  OF 
BMW  SPORTS  SEDANS, 
YOU  CAN  BRING 
YOUR  ENTIRE  FAMILY. 

Typically,  2-door  sports  sedans  have  been  the  exclusive  province 
of  drivers  with  no  real  use  for  the  backseat. 

The  new  BMW  4-door;  3-Series  sports  sedans  have  opened  their 
doors  to  a more  diverse  group:  those  who  desire  exhilarating  perform- 
ance, but  have  something  special  to  put  in  the  backseat— a family. 

If  youd  like  to  test-drive  one  of  our  new  4-door  BMW’s,  bring  your 
entire  family  to  visit  us. 
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WVU  Medical 
Center  News 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


Improving  Ability 
To  Treat  Elderly  Is  Goal 

WVU  is  one  of  four  academic 
health  centers  that  will  work  with  the 
University  of  Kentucky  to  establish 
a regional  program  aimed  at  improv- 
ing the  ability  of  health  professionals 
to  care  for  the  aging  and  elderly. 

Kentucky's  College  of  Allied  Health 
Professions  and  its  Center  of  Geron- 
tology have  received  a three-year, 
$783,000  award  from  the  U.S.  Health 
Resources  and  Services  Administra- 
tion to  fund  the  Ohio  Valley /Appa- 
lachia Regional  Geriatric  Education 
Center. 

Other  participants  are  WVU,  East 
Carolina  University  and  the  universi- 
ties of  Louisville  and  Cincinnati. 

Lucille  D.  Nahemow,  Director  of 
the  WVU  Gerontology  Center  and  one 
of  WVU’s  two  contact  persons  for  the 
project,  said  it  is  “oriented  toward 
health  education  in  the  broadest  sense 
of  the  word.” 

“Its  purpose  is  to  improve  edu- 
cation of  health  professionals  in  mat- 
ters concerned  with  care  of  elderly 
persons  and  to  involve  them  more 
deeply  in  this  area,”  she  said. 

WVU’s  other  liaison  person  is 
Timothy  R.  Covington,  Professor  of 
Pharmacy  and  co-author  of  Current 
Geriatric  Therapy,  the  first  compre- 
hensive medical  book  on  drug  therapy 
management  for  older  persons.  He 
has  worked  with  the  WVU  Gerontol- 
ogy Center  since  it  was  established  in 
1981. 


State  Natives  Start 
Eye  Lectureship 

B.  Thomas  Hutchinson,  M.  D., 
West  Virginia-born  Director  of  the 
new  National  Eye  Care  Project,  is 
establishing  a visiting  lectureship  in 
ophthalmology  at  WVU  in  honor  of 
his  parents. 

Doctor  Hutchinson  and  his  wife, 
June,  both  Braxton  County  natives, 
have  pledged  an  endowment  of 
$25,000  to  support  the  lectureship  in 
honor  of  Mrs.  Helen  Buseman 
Hutchinson,  now  of  Morgantown,  and 
the  late  Dr.  Bernard  M.  Hutchinson. 


New  Effort  To  Reduce 
State  Pre-Term  Births 

The  fact  that  hospital  costs  for 
premature  babies  can  run  10  to  60 
times  higher  than  for  full-term  infants 
has  sparked  a new  effort  to  reduce 
pre-term  births  in  West  Virginia. 

A study  by  the  Department  of 
Community  Medicine  showed  an  aver- 
age cost  of  more  than  $60,000  for 
treatment  of  infants  born  weighing 
less  than  1,000  grams  or  two  pounds, 
three  ounces.  Hospital  stays  can  be 
weeks  or  months  in  such  cases. 

Costs  dropped  to  an  average  of 
$26,000  at  1.500  grams;  $17,000  at 

2.000  grams;  and  $11,000  between 

2.000  and  2,500  grams.  Hospital 
costs  for  normal,  full-term  infants 
weighing  above  2,500  grams  or  five 
and  one  half  pounds  average  only 
about  $1,000. 

“We  re  talking  about  a lot  of  money 
and  we  re  talking  about  a lot  of  heart- 
ache, distress  and  potential  lifetime 


disability,”  said  Dr.  John  Pearson, 
Chair  of  Community  Medicine. 

The  department  is  pushing  a three- 
part  program  to  reduce  the  number 
of  pre-term  births,  working  with  the 
State  Health  Department  and  its  Di- 
vision of  Maternal  and  Child  Health. 

The  program  involves  identifying 
women  who  are  at  risk  of  pre-term 
delivery,  giving  them  extra  care  and 
teaching  them  to  recognize  signs  of 
early  delivery,  and  intervening  with 
treatment  and  medication  if  necessary 
to  delay  premature  birth. 


Racquetball  Eye  Injuries 
Can  Cause  Trouble  Later 

Racquetball  and  squash  can  result 
in  eye  injuries  that  show  up  in  compli- 
cations years  after  the  original  acci- 
dent, which  can  be  more  serious  than 
the  first  injury. 

“I  see  these  patients  after  the  in- 
jury and  some  do  well,”  said  Matthew 
E.  Farber,  M.  D.,  a retinal  specialist  in 
WVU  School  of  Medicine.  “But  we 
know  that  a history  of  trauma  may  be 
associated  with  early  cataracts,  and 
it  isn't  unusual  for  patients  who  have 
had  bleeeding  in  the  eye  following 
trauma  to  develop  glaucoma.” 

Doctor  Farber  said  an  estimated  40 
million  Americans  play  racquet 
sports,  “and  one  expert  estimated  that 

70,000  eye  injuries  occur  each  year 
from  such  sports.  . .” 

Squash  or  racquet  balls  can  travel 
at  speeds  up  to  140  miles  an  hour 
and  may  deform  and  pass  through 
open  eye  guards  at  speeds  as  low  as 
50  miles  an  hour,  he  said. 
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Interpretive  Electrocardiograp 


• Save  money  on  initial  purchase-priced  50%  to  60% 
less  than  similar,  but  more  bulky,  competitive  products 

• Use  it  wherever  you  need  it— small  enough  and  portable 
enough  to  use  anywhere  in  the  office,  or  take  it  right 

to  the  patient’s  bedside,  all  with  no  sacrifice  in 
diagnostic  capability 


• Completely  portable  for  use  in  any 
location-can  be  used  without  a power 
outlet  or  during  power  failures  because  it 
can  be  battery  operated 

• Transmits  data  direct  to  physician’s  office 
for  overread  via  phone  modem 


• Reduce  paper  wasted  through  false  starts-LCD  display 
shows  actual  waveforms  for  each  lead,  easy  to  see  if 
lead  is  improperly  connected 


• Review  and  comparison  on  previous  ECGs  easily 
accomplished-unit  stores  up  to  20  ECGs 


E500  electrocardiograph  analysis  cart 

• Much  smaller  in  size  and  weight  than 
competitive  carts— system  weighs  only  65  lbs 

• Assured  patient  safety  with  isolation  built 
into  system 

• Produces  crisp,  clear  reports  with  a high- 
resolution  plotter 

LEWIS  MEDICAL  INSTRUMENTS  INC. 

11800  Coakley  Circle,  Rockville,  Maryland  20852 


• Provides  more  comprehensive  data-analyzes  10  full 
seconds  of  data  from  all  12  leads  simultaneously, 
rather  than  just  3 at  a time 


E500— 3-channel,  12-lead 
interpretive  electrocardiograph 


Burdick  (301)984-6112  (301)444-7977  (215)922-4966  (804)644-8024  (919)848-4333 


MU  School 
Of  Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Funds  Given  To  Assist 
MU  Medical  Students 

The  widow  of  Huntington  physician 
Charles  0.  Reynolds  has  established 
a $100,000  trust  fund  in  his  name  to 
assist  MU  School  of  Medicine  stu- 
dents, Dean  Lester  R.  Bryant,  M.  D., 
announced. 

The  school  also  has  received  two 
unrestricted  gifts  of  $10,000  each 
from  the  estate  of  Pauline  Thomas  to 
honor  her  late  husband,  Carl  Hensley, 
and  Robert  Walton  Thomas,  the  de- 
ceased son  of  her  second  husband. 
Doctor  Bryant  said  Mrs.  Thomas’ 
gifts  will  allow  annual  awards  to  out- 
standing graduating  seniors. 

The  Dr.  and  Mrs.  Charles  0.  Rey- 
nolds Medical  Scholarship  Fund  was 
arranged  by  Mrs.  Reynolds,  now  a 
resident  of  St.  Petersburg,  Florida,  in 
memory  of  Doctor  Reynolds,  who 
practiced  in  Huntington  for  50  years. 

Annual  proceeds  from  the  endowed 
fund  will  be  used  to  assist  one  or  two 
first-year  medical  students,  based  on 
need. 


Four  Annual  Lectures 
Integrated  Into  CME 

Four  annual  lectureships  or  visiting 
professorships  created  in  recent  years 
by  donations  to  the  School  of  Medi- 
cine have  recently  been  organized  into 
the  Continuing  Medical  Education 
program  to  be  distributed  throughout 
the  academic  year.  The  four  are: 

• The  Anagene  Bartram  Heiner 
Lectureship,  dedicated  to  sponsoring 
a national  or  international  authority 
on  diseases  of  women; 


• The  Thelma  V.  Owen  Memorial 
Fund,  to  allow  sponsorship  of  a visit- 
ing professor  in  the  area  of  neuro- 
psychiatry; 

• The  Albert  Esposito  Lectureship, 
to  allow  an  annual  program  by  a dis- 
tinguished ophthalmologist  or  other 
medical  specialist,  and 

• The  Rowland  Burns  Medical  Ed- 
ucation Fund,  which  was  primarily 
developed  by  the  Huntington  Internal 
Medicine  Group  to  provide  an  annual 
critical  care  conference. 

Notices  of  these  special  events  will 
be  sent  to  West  Virginia  physicians, 
according  to  Dr.  Ernest  Chick,  Di- 
rector of  Continuing  Medical  Educa- 
tion. Any  interested  physicians  who 
have  not  been  receiving  notices  of 
Marshall  CME  events  can  be  added 
to  the  mailing  list  by  calling  Doctor 
Chick  at  526-0515. 


Gary  O.  Rankin  Named 
Pharmacology  Chairman 

Gary  0.  Rankin,  Ph.D.,  has  been 
named  Chairman  of  the  Department 
of  Pharmacology,  Dean  Bryant  an- 
nounced. 

The  appointment  of  Doctor  Rankin 
concludes  a one-year  national  search. 

“Doctor  Rankin  has  proved  to  be  an 
exceptional  teacher  and  researcher, 
and  he  combines  these  qualities  with 
strong  leadership  abilities  that  make 
him  ideal  for  the  position,’’  Doctor 
Bryant  said.  “He’s  the  kind  of  faculty 
member  we  would  be  fighting  to  get 
if  he  were  at  another  institution.” 

In  his  seven  years  at  Marshall,  Doc- 
tor Rankin  has  been  honored  for  both 
his  reseach  and  his  teaching  — most 
recently  as  the  first  faculty  member 
chosen  to  represent  Marshall  in  its 
“Meet-the-Scholar  Program.” 


He  received  his  undergraduate  de- 
gree from  the  University  of  Arkansas 
at  Little  Rock  and  his  Ph.D.  in  medi- 
cinal chemistry  from  the  University 
of  Mississippi.  He  did  postdoctoral 
research  at  the  Medical  College  of 
Ohio,  where  he  also  served  as  a teach- 
ing associate. 

His  professional  memberships  in- 
clude the  Society  of  Toxicology,  the 
Society  for  Experimental  Biology  and 
Medicine,  and  the  American  Society 
for  Pharmacology  and  Experimental 
Therapeutics. 

He  is  a member  of  the  Board  of  Di- 
rectors of  the  West  Virginia  Affiliate 
of  the  American  Heart  Association, 
and  has  served  as  Chairman  of  its 
Research  Public  Information  Com- 
mittee and  as  a member  of  its  Reseach 
Grant  Peer  Review  Committee.  He 
also  serves  on  numerous  School  of 
Medicine,  Veterans  Administration 
and  community  committees. 


Two  In  Pharmacology 
Receive  Grants 

Two  Pharmacology  Department  fac- 
ulty members  recently  have  received 
grant  funding. 

Dr.  Carl  A.  Gruetter,  Associate  Pro- 
fessor, will  receive  $55,921  from  the 
National  Heart,  Lung  and  Blood  In- 
stitute to  study  “The  Role  of  En- 
dothelium in  Pulmonary  Vasoreac- 
tivity.” 

Dr.  Darryle  D.  Schoepp,  Assistant 
Professor,  will  receive  a second  year 
of  research  starter  grant  funding  from 
the  Pharmaceutical  Manufacturer’s 
Association  Foundation.  He  will  re- 
ceive $7,750  to  study  “The  Role  of 
Phosophinositide  Metabolism  in  the 
Developmental  Expression  of  Rat 
Aortic  Angiotensin  II  and  Tachy- 
phylaxis.” 
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25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 


t 


• SK&F  CO. 


Everybody  deserves 
a chance  to  make  it 
on  their  own. 


Everybody. 


The  National  Urban  League  is  dedicated  to  achieving  equal  opportunity 
for  all.  And  you  can  help.  Contact  your  local  Urban  League  or  write: 

National  Urban  League 

500  East  62  nd  Street 
New  York,  N.Y.  10021 


PHYSICIANS. 
SCHEDULE  SOME  TIME 
FOR  YOUR  COUNTRY 

Many  physicians  would  like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve  unit.  We  know  that  making  a weekend 
commitment  can  be  difficult  for  most  physicians.  So  it  is  practical  for 
the  Army  Reserve  units  to  be  flexible  about  time.  It’s  worth  discussing. 

Incidentally,  in  addition  to  satisfying  your  own  desire  to  serve 
your  country,  there  are  exceptional  opportunities  to  do  something 
totally  different  from  a day-to-day  routine.  Opportunities  to  study  new 
areas  of  medicine,  meet  new  people  in  your  specialty,  and  be  a part 
of  one  of  the  world’s  most  advanced  medical  teams. 

Discuss  the  opportunities  with  our  Army  Medical  Personnel 
Counselor.  Call: 


412-644-4432,  Maj.  Schuder 

ARMY  RESERVE. 
BEALLYOUCANBE. 


Hancock  Deaths 
Reported  To  Journal 

Word  recently  was  received  by 
The  Journal  of  the  death  of  two 
Hancock  County  physicians  in 
1984. 

Dr.  Joseph  E.  Hall  of  Newell 
died  on  February  19,  1984;  Dr. 
John  M.  Brand,  Chester,  on  Febru- 
ary 22,  1984. 

Doctor  Hall,  74,  died  in  a 
Wheeling  hospital. 

A general  practitioner,  he  was 
graduated  from  West  Virginia  Uni- 
versity, and  received  his  M.  D. 
degree  in  1932  from  the  University 
of  Maryland.  He  interned  at  Ohio 
Valley  General  Hospital  in  Wheel- 
ing. 

Doctor  Hall  was  an  honorary 
member  of  the  Hancock  County 
Medical  Society,  West  Virginia 
State  Medical  Association  and 
American  Medical  Association. 

Survivors  include  a son,  Joseph 
E.  Hall  II  of  San  Diego,  California; 
a daughter,  Mrs.  Jean  Ann  Jones 
of  Charlotte,  North  Carolina,  and 
two  sisters,  Mrs.  Virginia  Rigby  of 
Tampa,  Florida,  and  Mrs.  Albert 
Graham  of  Newell. 

Doctor  Brand,  a family  physi- 
cian, died  in  a Richmond,  Virginia, 
hospital.  He  was  74. 

He  was  a retired  physician  and 
a former  President  of  the  Hancock 
County  Medical  Society. 

A native  of  Morgantown,  Doctor 
Brand  was  graduated  from  West 
Virginia  University,  and  received 
his  M.  D.  degree  from  Rush  Medi- 
cal School. 

A veteran  of  World  War  II.  he 
was  an  honorary  member  of  the 
Hancock  County  Medical  Society, 
West  Virginia  State  Medical  Associ- 
ation and  American  Medical  As- 
sociation. 

Survivors  include  the  wife,  Mrs. 
Louida  Brand;  a son.  John  S.  Brand 
II  of  Schwenkeville,  Pennsylvania: 
two  daughters,  Dr.  Mary  Jane 
Brand  and  Mrs.  Uynn  Dowdy,  both 
of  Richmond,  and  a brother,  Jay  S. 
Brand  of  Masontown,  Pennsylvania. 

The  Journal  regrets  that  the 
obituaries  were  not  received  at  the 
time  of  death. 


Obituaries 


HAROLD  B.  LUSCOMBE,  M.  D. 

Word  has  been  received  by  The 
Journal  of  the  death  of  Dr.  Harold  B. 
Luscombe  of  Westport,  Connecticut, 
formerly  of  Beckley,  last  November  5 
in  a Fairfield,  Connecticut,  hospital. 
He  was  80. 

A veteran  of  World  War  II,  Doctor 
Luscombe  spent  27  years  in  service  in 
the  U.  S.  Army  Medical  Corps.  He 
served  in  France  as  a hospital  com- 
mander after  the  D-Day  invasion.  His 
service  included  Chief  of  Physical 
Medicine  at  William  Beaumont  Gen- 
eral Hospital,  El  Paso,  Texas;  Fitz- 
simons  Army  Hospital,  Denver,  Col- 
orado, and  Walter  Reed  Army  Medi- 
cal Center,  Washington,  DC. 

After  retiring  in  1956,  Doctor 
Luscombe  established  the  Department 
of  Physical  Medicine  and  Rehabilita- 
tion at  the  Beckley  Miners  Memorial 
Hospital  in  1956. 

Born  in  Newark,  Ohio,  he  was  grad- 
uated from  the  University  of  Illinois, 
and  received  his  M.  D.  degree  in  1929 
from  the  University  of  Nebraska.  He 
interned  at  Letterman  General  Hos- 
pital in  San  Francisco  and  served  his 
residency  in  physical  medicine  and 
rehabilitation  at  Columbia  University. 

Doctor  Luscombe  was  a member  of 
the  Southern  Medical  Association, 
American  Congress  of  Rehabilitation 
Medicine  and  American  Academy  of 
Physical  Medicine  and  Rehabilitation, 
and  an  honorary  member  of  the  Ral- 
eigh County  Medical  Society,  West 
Virginia  State  Medical  Association 
and  American  Medical  Association. 

Survivors  include  a son,  John  P. 
Luscombe  of  Westport;  a daughter, 
Ann  Harding,  Bloomfield  Hills,  Mich- 
igan, and  a brother  Edgar  A.  Lus- 
combe, Leesburg,  Florida. 


Presenile  Dementia 

A report  from  Israel  reveals  an 
average  annual  incidence  rate  for  pre- 
senile dementia  of  the  Alzheimer  type 
of  2.4  per  100,000  people  between 
the  ages  of  40  and  60,  it  was  revealed 
in  the  January  Archives  of  Neurology. 


Need  A 
Temporary 
Physician? 

You  can  take  time  off 
while  your  practice 
keeps  working! 

Lease  CompHealth 
physicians  for  your 
vacations,  CME’s  or  for 
supplementary  help. 

★ 

Want  Free  Time 
While  You 
Practice 
Medicine? 

Join  CompHealth’s 
Locum  Tenens 
Physician  Group. 

★ 

For  further  information 
about  temporary  coverage 
or  locum  tenens  practice 
opportunities 

Call  toll-free  1 800  445-7677 

gjj  CompHealth 

A Physician  Group 

★ 

WILSON  ROSS, 
Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

□ Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


FAYETTE 

The  Fayette  County  Medical  So- 
ciety held  a joint  meeting  with  its 
Auxiliary  on  December  6 at  the  Oak 
Hill  Holiday  Inn. 

New  officers  for  1986  were  elected. 

The  Society  approved  a donation 
of  $500  for  the  State  Medical  Associa- 
tion flood  relief  fund. 

A Christmas  dinner  and  dance 
were  enjoyed  following  the  meeting. 
— Saghir  R.  Mir,  M.  D.,  Secretary. 


McDowell 

The  annual  Christmas  party  of  the 
McDowell  County  Medical  Society 
was  held  on  December  14  in  Welch 
at  Raymond’s  Restaurant. 

Thirty-four  members  and  guests 
were  present. 

New  officers  were  elected. — John 
S.  Cook,  M.  D.,  Secretary. 


WESTERN 

The  Western  Medical  Society  met 
on  December  14  in  the  auditorium  of 
the  National  Guard  Armory  of  Roane 
County. 

It  was  agreed  that  members  would 
make  donations  toward  flood  relief  on 
a voluntary  basis. — Ali  H.  Morad, 
M.  D.,  Secretary. 


"Start  a habit  for  life!" 


Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8 V*2 
by  11  in.)  white  paper.  Wide 
margins  at  least  1*4  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  (or  names  I of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
billed  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and,  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor. 
West  Virginia  Medical  Journal, 
Box  4106,  Charleston,  W.  Va. 
25364. 
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OF  YOUR 
LUNGS. 

THEY’RE 

ONLY 

HUMAN. 

Someone  is  smoking 
over  there. 

Something  we  cats  would 
never  do. 

Filling  their  lungs  with 
thick  dark  air. 

What  a disgusting  thing 
to  do. 

Cats  have  nine  lives, 
with  eight  to  spare. 
Humans  have  one,  with 
none  to  barter. 

Why  do  they  smoke? 

Why  don’t  they  care? 
Humans  are  smart— 
but  cats  are  smarter! 

Listen  to  cats,  you  men 
and  women: 

Take  care  of  your  lungs. 
They’re  only  human. 

AMERICAN 
LUNG 

ASSOCIATION 

The  Christmas  Seal  People® 

Space  contributed  by  the  publisher  as  a public  service. 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


the  Eye  and  Ear  Clink 

of  Charleston,  Inc. 

The  Laser  Surgery  Center 


35-bed  JCAH-accredited  Hospital 
Medicare  and  Medicaid  Approved 
Ophthalmology 

Otolaryngology/Head  and  Neck  Surgery 


1306  Kanawha  Boulevard,  East 
P.  O.  Box  2271 
Charleston,  WV  25328 
(304)  343-4371 

TOLL-FREE  IN  WEST  VIRGINIA  1-800-642-3049 


Eye,  Ear,  Nose  & Throat 


Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  O.  BOX  3107 
CHARLESTON,  WV  25331  • PHONE:  (304)  343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D. 
James  W.  Caudill,  M.D. 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
CORNEAL  TRANSPLANTS 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
KRYPTON/ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 
MAXILLO-FACIAL  PLASTIC  SURGERY 
RECONSTRUCTIVE  SURGERY 
ENDOSCOPY 

CO=  LASER  AND  DERMATOLOGICAL  ARGON  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 


XXII  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  P.  O.  Box  4359 
Charleston,  West  Virginia  25364 

(304)  925-4756 

CHILDREN  S PAVILION 

• Psychiatric  treatment  for  emotionally  disturbed  children  — ages  5 to  13 — a 15-bed,  separate 
unit  from  adult  psychiatric  care. 

ADULT  PSYCHIATRIC  CARE  UNIT 

• Program  provides  the  care  and  environment  necessary  for  recovery. 

PRIMARY  PSYCHIATRIC  CARE  UNIT 

• Care  for  the  older  adults  who  require  more  intensive  nursing  care  and  observation. 

ALL  PROGRAMS  OFFER: 

• Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 

ADULT  PSYCHIATRY 

CHILD  PSYCHIATRY 

Charles  C.  Weise,  M.  D. 
Thomas  S Knapp,  M.  D. 
Pablo  M.  Pauig,  M.  D. 

Ralph  S.  Smith,  Jr.,  M.  D. 

Lee  L.  Neilan,  M.  D. 

Edmund  C.  Settle,  Jr.,  M.  D. 

925-2159 

768-1212 

343-8843 

925-0349 

925-0349 

925-0624 

Gina  Puzzuoli,  M.  D. 

John  P.  MacCallum,  M.  D. 

Sid  Lerfald,  M.  D 

Elma  Bernardo,  M.  D. 

Steve  Kissinger,  M.  D. 

925-6914 

925-6966 

925-0004 

768-1212 

925-6966 

Pablo  M.  Pauig,  M.  D. 
Ralph  S.  Smith,  Jr.,  M.  D. 
John  P.  MacCallum,  M.  D. 

343-8843 

925-0349 

925-6966 

Serving  the  community  for  over  30  years 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

J-  Holloway,  M.  D. 

R-  N Lewis,  M.  D.  (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 
Cardiovascular 
A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D 
Gastroenterology 
T.  E.  Chvasta,  M.  D. 

L.  R Cain,  M.  D. 

Hematology/ Oncology 

C A Vasquez,  M.  D 
Nephrology/ Hypertension 
D L Latos,  M D. 

M.  H.  Drews,  M.  D 

T.  G.  Kenamond,  M.  D 
Pulmonary 

C.  J.  Begley,  M.  D. 

T.  V.  Burke,  M.D. 

GENERAL  SURGERY 
C D.  Hershey,  M.  D. 

E C.  Voss,  M.  D. 

J.  H Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D 
ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S Glass,  M.  D. 


UROLOGY 

D.  C Trapp,  M D. 

B.  M.  McCuskey,  M.  D 
GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

OBSTETRICS  & GYNECOLOGY 
T A.  Athari,  M.  D. 

J.  W.  Campbell,  M D 
C V.  Porter,  M D. 

OPHTHALMOLOGY 
W.  F.  Park,  M.  D. 

M E.  Nugent,  M.  D. 

R.  V.  Panglllnan,  M.  D 
H.  S.  Berlin,  M.  D. 
OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R A.  Porterfield,  M.  D. 

(St.  Clairsville) 

G L Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 

DERMATOLOGY 

M.  Baron,  M.  D. 

RHEUMATOLOGY 

M.  A.  Stevens,  M.  D. 

NEUROSURGERY 

F.  J.  Payne,  M.  D 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G Tellers,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S.  Govindan,  M.  D. 
PSYCHIATRY 

S.  D.  Ward.  M.  D. 

D H Smith,  M D. 

D P Hill,  M D. 

J.  G.  Tellers.  M.  D. 

Pediatric  Psychiatry 
V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W E Schul,  Optician 

Speech  Therapy/Audiology 
J.  P.  Frum,  M.  S.,  S P A 
Biofeedback  Laboratory 
M G Simon,  P A 
Electrology/Cosmetlc  Therapy 
J E.  Beserock,  R E 
TECHNOLOGISTS 
Electrocardiography 
B.  Maguire.  R N 
B.  Muklewicz.  R N. 
Electroencephalography 
J.  Stone,  R N , CMET 
J Green,  R N. 

Roentgenology 
E Forester,  R T. 
PULMONARY  DIAGNOSTICS  LAB 
R Kordack,  R.  T. 
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Introducing  TIPS 

The  Total  Information 
For  Physicians  System 

A COMPLETE  MEDICAL  OFFICE 
MANAGEMENT  SYSTEM 


OUR  COMMITMENT/ 

YOUR  SOLUTION 

the  McDonough  caperton 

INSURANCE  GROUP  has  always 
been  responsive,  productive  and 
innovative.  No  other  privately- 
owned  insurance  company  has 
grown  so  much  to  meet  the  needs 
of  clients,  insureds  and  now,  pro- 
viders of  health  care  services. 

PRICE  PERFORMANCE 

At  McDonough  Caperton  Systems 
we  have  a strategy  that  works.  We 
have  combined  superior  technology 
and  proven  programming  to  create 
the  most  efficient  and  practical 
medical  office  management  system 
available  to  a group  or  an  individual 
practice.  We  selected  the 
IBM  A/T  personal  computer 
because  of  its  dependability,  great 
storage  capacity,  and  unequaled 
responsiveness.  Our  Software  is 
TIPS  (Total  Information  for  Phys- 
icians) and  was  selected 
because  of  the  engineered  re- 
search which  created  it  and  the 
incredible  benefit  it  gives  the  user. 
TIPS  provides  the  user  with  a 
custom  system,  a choice  of  function 
levels,  and  a choice  of  investment 
costs.  To  these  we  add  total  hard- 
ware and  software  support  for  the 
life  of  the  system.  It’s  a simple 
strategy  that  works  and  is  working 
with  individual  and  group  practices 
in  West  Virginia  and  across  the 
United  States. 


Aul^XJ'i/Od 
Va'uC  ArKk-d 
Doa'f ' 


Personal 

Computers 


The  comprehensive  clinical  and 
management  solution  for  today’s 
doctor  features: 

• Patient  Past  History/Lab  Results/ 
Treatment  Information 

• Statistical  Retrieval  and  Analysis  of 
Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and  Management 
Reporting 

• Insurance  Forms  Preparation 

• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including  master 
ON/OFF  capability. 

A COMPLETE  SYSTEM 

In  addition  to  the  IBM  Personal 
Computer  and  TIPS  software,  we 
install  the  printer  of  your  choice 
with  draft  and  letter  quality  print, 
a fast  modem  for  telephone  data 
transmission  and  access  to  medical 
and  financial  services.  We  install 
your  system  with  a structured  train- 


ing program  for  your  office  staff 
and  ongoing  customer  support. 

We  also  include  an  onsite  service 
contract  plus  a special  telephone 
response  line  available  during 
business  hours. 

FILL  OUT  YOUR  LAST 
CLAIM  FORM 

Just  as  direct  communication 
between  people  is  preferred  for 
accuracy,  computer-to-computer 
communication  reduces  the 
potential  for  errors  and  delays. 
Electronic  submission  of  claims  to 
more  than  one  payor  is  possible 
with  TIPS  using  phone  line  trans- 
mission or  floppy  diskette.  You 
may  also  purchase  a stand  alone 
electronic  claims  submission 
package  independent  of  the  office 
management  program  and  still 
receive  claims  payment  within 
10  days. 

For  More  Information: 

Call  us  at  1-800-344-5139  or  at 
346-0611  in  Charleston.  We’re 
your  systems  analyst  and  welcome 
your  questions.  Our  job  is  to  help 
you  reduce  your  paperwork,  in- 
crease your  productivity  and 
improve  your  cash  flow. 


McDonough 

Caperton 

Systems 


P.  O.  Box  1551 
Charleston,  W.  Va.  25326 
Bradley  E.  Layne,  Pres. 


REGISTRATION  FORM 

We  are  delighted  your  group  has  selected  The 
Greenbrier  and  look  forward  to  welcoming  you.  Many 
times  rooms  become  available  prior  to  and  following 
the  official  dates  listed  below.  If  you  would  like  to 
enjoy  a longer  stay,  please  indicate  below. 


WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 
AUGUST  12-17,  1986 

Please  print  or  type  the  following  and  mail  form  with  deposit  check  attached  to:  Reservations  Department, 
The  Greenbrier,  White  Sulphur  Springs,  WV  24986. 

Name(s) 

Firm  Name Phone  Number 

Address 

City/State/Zip  

Will  arrive  by:  AUTO PLANE TRAIN 

Above  accommodations  to  be  shared  with  (please  indicate  if  arrival  times  and  departure  times  differ): 


ARRIVAL  DATE ARRIVAL  TIME DEPARTURE  DATE 


THE  GREENBRIER  TRAVEL  SERVICE  will  assist  you  with  the  most  convenient  arrangements  to  and 
from  The  Greenbrier  and  will  make  all  necessary  reservations.  Your  tickets  will  be  mailed  to  your  home 
or  office  within  24  hours  of  your  call.  Call  toll-free  (800)  624-6070. 


Check  Desired  Accommodations: 

□ Golf  and  Tennis  Cottages  (one  bedroom)  $102.00  and  $122.00  per  person,  double  occupancy 

(limited  number  available). 

□ Twin-Bedded  Room,  Minimum  rate  from  $116.00  per  person,  double  occupancy  (standard-sized  room). 

□ Twin-Bedded  Room,  Intermediate  rate  from  $124.00  to  $135.00  per  person,  double  occupancy 

(extra-sized  or  choice  location). 

□ Twin-Bedded  Room,  Superior  rate  from  $142.00  to  $147.00  per  person,  double  occupancy 

(extra-sized  and  choice  location). 

□ Paradise  Row  Guest  Houses  (Parlor,  one  bedroom  with  king-sized  bed,  porch,  patio)  — $151.00  per  person, 

double  occupancy  (limited  number  available). 

□ Single  Room  for  one  person  — $143.00  (limited  number  available). 

□ Twin-Bedded  or  Double  Bedroom  for  one  person  from  $200.00  to  $264.00  (limited  number  available). 

□ Suite  — Two  persons  (Parlor,  twin-beddea  room).  Parlor  rates  are:  $95.00,  $117.00  (Circle  one)  in 

addition  to  twin-bedded  room  rate  (see  above). 

All  parlors  connect  to  intermediate  - or  superior  - rated  twin-bedded  rooms. 

□ Suite  — Four  persons  (Parlor,  two  twin-beddea  rooms).  Parlor  rates  are:  $95.00,  $117.00,  $142.00,  $148.00 

(Circle  one)  in  addition  to  twin-bedded  room  rate  (see  above). 

All  parlors  connect  to  intermediate  or  superior  - rated  twin-bedded  rooms. 

□ Deluxe  Suites  (from  two  to  seven  bedrooms)  available  from  $174.00  per  person,  double  occupancy. 

Rates  upon  request. 

□ Guest  Houses  with  living  room  and  two  to  four  twin-bedded  rooms  from  $142.00  per  person,  double 

occupancy,  per  day.  Rates  upon  request. 

Roll-away  beds  available  for  third  person  occupancy.  Rates  upon  request.  Requests  for  higher  than  minimum-rated  rooms  or  suites  will  be 
honored  in  the  order  in  which  they  are  received. 

All  above  rates  are  based  on  Daily  Modified  American  Plan  which  includes  breakfast  and  dinner  in  the  Main  Dining  Room. 

DEPOSIT  POLICY : A $225.00  deposit  per  room  is  required  to  secure  reservations.  Rooms  will  be  available  only  to  those  requests  secured  by 
deposits.  Your  deposit  is  applicable  to  the  fulfillment  of  your  designated  length  of  stay.  When  requesting  reservations,  please  NOTE  ARRIVAL 
and  DEPARTURE  DATES  carefully.  LATE  ARRIVAL  or  EARLY  DEPARTURE  causes  forfeiture  of  deposit,  unless  cancellation  or  changes 
are  made  15  days  in  advance  of  your  scheduled  arrival  date.  Please  make  checks  payable  to  The  Greenbrier.  Your  deposit  will  be  returned  if 
cancellation  is  received  by  The  Greenbrier  15  days  prior  to  your  arrival  date.  Reservations  will  be  filled  in  the  order  in  which  they  are  received,  and 
should  be  received  at  least  45  days  prior  to  the  date  of  your  meeting. 

SERVICE  CHARGE:  A daily  service  charge  of  $10.50  is  added  to  your  account  for  service  provided  under  the  Modified  American  Plan.  The 
Greenbrier  pays  certain  employees  service  fees  in  lieu  of  normal  gratuities.  This  includes  room  maids,  waitresses,  waiters,  bus  boys,  roll  girls 
and  dining  room  captains.  For  all  a la  carte  food  and  beverage  service,  15%  will  be  added  to  your  check.  Bellmen,  doormen  and  others  who 
render  intermittent  personal  services  are  not  included  in  the  service  charge.  An  additional  service  charge  is  applied  to  parlors. 

CHECK-IN  TIME:  3:00  P.M.  CHECK-OUT  TIME:  1:00  P.M. 


©Physicians 
01  Surgeons 

Keeping  Your 
Family  In&'ght 


“Specializing  in  Family  Eye  Care” 

Cataract  Surgery  Laser  Surgery 
Glaucoma  Therapy  Pediatric  Vision  Care 
Contact  Lenses 


Richard  C.  Rashid,  M.D. 
Muhib  S.Tarakji,  M.Q 
Herbert  A.Tipler,M.Q 


DRY  EYE  SPECIALISTS 


415  Morris  Street,  Suite  100,  General  Medical  Pavilion,  CHARLESTON,  WV  25301 
424  Division  Street,  SOUTH  CHARLESTON,  WV  25309 
Telephone:  (304)768-7371  • Toll-free  (in  WV)  1 -800-642-EYES 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts 

Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-51 15 

INTERNAL  MEDICINE 

OBSTETRICS/GYNECOLOGY 

PSYCHOLOGY 

Robert  K.  Modlin,  M.  D. 

James  L.  Pfeiff,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

Helen  R.  Perez,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

EAR,  NOSE  & THROAT 

ANCILLARY  SERVICES 

SURGERY 

Amir  A.  Alidina,  M.  D. 

Physical  Therapy 

General  & Vascular 

OPHTHALMOLOGY 

Tom  Moore,  R.  T. 
Wood  McCue,  R.  T. 

H.  P.  Dinsmore,  M.  D. 

Robert  K.  Scott,  II,  M D. 

General  Endoscopy 

Respiratory  Therapy 

Stan  Chao,  M.  D. 

PEDIATRICS 

James  D.  Creasman,  R.R.T. 

ORTHOPEDIC  SURGERY 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

Audiology 

Conrad  D.  Tamea,  Jr.,  M.  D. 

Gary  M.  Vandevander,  M.S. 

James  W.  Banks,  M.  D. 

RADIOLOGY 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

Charles  Weinstein,  M.  D. 

ADMINISTRATION 

UROLOGY 

Sandra  W.  Ayers,  Business  Manager 

E.  T.  Cobb,  M.  D. 

Kyle  F.  Fort,  M.  D. 
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DATE: 

April  3, 1986 

TITLE: 

The  Third  Richard  W.  Vi  Iter  Cancer  Symposium 
“Hematologic  Malignancies’’ 

LOCATION: 

ACCREDITATION  SPONSOR: 

Westin  Hotel,  Cincinnati,  Ohio 

University  of  Cincinnati  College  of  Medicine 
American  Cancer  Society 
CME  Credit  6 hours,  Category  1 

FEES:  (includes  lunch 

$50.00  Physicians 

and  coffee  breaks) 

$25.00  Residents  and  Other  Health  Professionals 

DIRECT  INQUIRIES  TO: 

Orlando  J.  Martelo,  M.D.,  FACP 
Director,  Hematology-Oncology  Division 
6367  Univ.  Cincinnati  College  of  Medicine 
231  Bethesda  Ave.,  M.D.  #562 
Cincinnati,  Ohio  45267  (513)  872-4233 

Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 


In  Internal  Medicine  To  Associate  With 


Radiology: 

Halberto  G.  Cruz,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 


Family  Practice: 

Charles  L.  Arnett,  M.  D. 

R.  Gregory  Juckett,  M.  D. 
James  A.  Arnett,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D 
Telephone:  (304)  457-2800 
WV  (800)  346-2800 


SAINT  MARY'S  HOSPITAL 

2900 

First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 

Medical  Staff  Members 

R. 

A.  Edwards,  M.  D. 

697-7036  J.  Corcella,  M.  D. 

525-7851 

K. 

M.  Fink,  M.  D. 

525-8191  J.  V.  Ottaviano,  M.  D. 

525-7851 

R. 

W.  Hibbard,  M.  D. 

697-4752  L.  C.  Smith,  M.  D. 

697-7036 

F. 

Hoback,  M.  D. 

697-7036  M.  M.  Bateman,  M.  D. 

526-0580 

D. 

H.  Webb,  M.  D. 

697-7955  R.  A.  Kayser,  M.  D. 

526-0580 

XXVI  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


National  Spring  Meeting 


(39TH  ANNUAL  SPRING  MEETING) 

— Sponsored  by  — 


April  27-30,  1986 


16  Hours  CME  Credit 
AMA  Credit  Category  i 


— Guest  Speakers  — 

(partial  list) 

M.  BRUCE  SHIELDS,  M.D. 

Durham,  North  Carolina 

RICHARD  H.  KEATES,  M.D. 

Columbus,  Ohio 

B.  THOMAS  HUTCHINSON,  M.D. 

Boston,  Massachusetts 

— Topics  — 

Laser  Surgery 
Glaucoma  Management 
Radial  Keratotomy 
IOL  Surgery 

— Registration  — 

Members:  $100 

Non-Members:  $225 

Exhibitors:  $450 

(Fully  equipped  10'  x 10'  space  available) 

ADVANCE  REGISTRATION  REQUIRED 

(refundable  through  March  10,  1986) 


At  Thp. 


Make  checks  payable  to: 


Room  Reservations 


The  West  Virginia  Academy 


Contact  directly: 

The  Greenbrier 
White  Sulphur  Springs 
West  Virginia  24986 
Telephone:  (304)  536-1110 


of  Ophthalmology 
c/o  Samuel  A.  Strickland,  M.D. 
Secretary-T  reasurer 
P.  O.  Box  3107 
Charleston,  WV  25331 
Telephone:  (304)  345-4136 
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119th  ANNUAL  MEETING 


of  the 


West  Virginia  State  Medical  Association 


dJlie  Greenbrier 


AUGUST  12-17,  1986 


Tear  out  Greenbrier  reservation  form  following  Page  xxiv 


PLAN  NOW  TO  ATTEND 


Classified 


WEEKLY  SEMINARS  — Most  major  ski 
resorts,  Disney  World,  aboard  sailboats  in 
the  Virgin  Islands  and  a Mississippi  paddle- 
wheeler. CME  accredited.  Medical-legal 
and  financial  management  topics.  Fee 
$175.  Current  Concept  Seminars  (Since 
1980).  3301  Johnson  Street,  Hollywood, 

FL  33021.  Telephone  (800)  428-6069.  In 
Florida  (305)  966-7690. 


CLASSIFIED  RATES:  $10  for  10  lines; 
for  every  line  over  10  lines  there  will  be 
an  additional  charge  of  $2  per  line.  Cost 
to  be  figured  after  ad  has  been  set  by 
the  printer.  $15  for  confidential  ad  (10 
lines). 

DEADLINE:  Copy  must  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the  Au- 
gust issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV  25364. 
Telephone:  (304)  925-0342. 


MARIETTA,  OHIO  — Emergency  Depart- 
ment directorship  and  staff  position  avail- 
able at  200  bed  facility.  Board  certification 
or  Board  eligibility  in  Emergency  Medicine 
or  primary  specialty  preferred.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Road,  Traverse  City,  Ml  49684;  or  call 
1-800-253-1795,  in  Michigan  1-800-632-3496. 


UNIQUE  OPPORTUNITY 
IN  PENNSYLVANIA 

Building  new  Emergency  Department 
in  progressive,  academic  community 
hospital.  New  facility,  in-the  round. 
Base  station,  active  paramedic  training 
program,  resident  education.  Opportuni- 
ties for  research  and  teaching  affiliation 
with  nationally  prominent  Emergency 
Medicine  Residency  program.  Competi- 
tive salary  with  paid  malpractice,  dis- 
ability, life  insurance,  CME,  etc.  Emer- 
gency residency  trained,  Board  certified 
or  Board  qualified  and  actively  seeking 
certification.  Contact  Nathan  C.  Schafer, 
M.  D.,  Chairman,  Department  of  Emer- 
gency Medicine,  St.  Margaret  Memorial 
Hospital,  815  Freeport  Road,  Pittsburgh, 
PA  15215;  (412)  784-4189  or  4782. 


CHAPMAN 

PRINTING 

COMPANY 

★ 

1652  4TH  AVENUE 
CHARLESTON,  WV  25357 

PHONE:  346-0676 


JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Charlestoriy^—^^  George  E.  Toma,  M.D.,  FACS 

Eye  Care 4/pill  Stephen  P.  Cassis,  M.D. 

Associates  Inc .V.//# 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 

CORNEAL  TRANSPLANTS 

PERMANENT  COSMETIC 
EYELINER 

4430  Kanawha  Turnpike 
South  Charleston,  WV  25309 

768-0068 

(800)  344-3993 


24  HOUR 

344-3937  ANSWERING  SERVICE 

CALL  TOLL  FREE  8:00  A.M.  - 5:00  P.M. 
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February  Advertisers 


Army  Reserve xvii 

Ayerst  Laboratories  Insert 

Burroughs  Wellcome  Company  Insert 

Cardiac  Rehabilitation  Institute  ii 

Chapman  Printing  Company xxix 

Charleston  Area  Medical  Center xii 

Charleston  Data  Systems iv 

Charleston  Eye  Care  Associates,  Inc xxix 

CNA  Insurance  Companies 29 

CompHealth xviii 

Curtis  1000  Information  Systems xxi 

Ear,  Nose  & Throat  Associates 

of  Charleston,  Inc xxix 

ElComp  Systems,  Inc ix 

Eye  & Ear  Clinic  of  Charleston,  Inc.,  The xxii 

Eye,  Ear,  Nose  & Throat  Physicians 

& Surgeons  of  Charleston,  Inc xxii 

Eye  Physicians  and  Surgeons  xxv 

Greenbrier  Physicians,  Inc xxv 

Harmarville  Rehabilitation  Center,  Inc viii 

Harvey  Shreve  Ford,  Inc xiii 


Highland  Hospital xxiii 

Kanawha  Valley  Bank,  NA x 

Lewis  Medical  Instruments,  Inc xv 

Lilly,  Eli,  and  Company Insert 

McDonough  Caperton  Shepherd 

Association  Group vii,  xix 

McDonough  Caperton  Systems,  Inc xxiv 

Myers  Clinic,  The  xxvi 

Parker/Hunter xi 

Roche  Laboratories Inside  Rack  Cover,  Back  Cover 

Saint  Albans  Psychiatric  Hospital vi 

Saint  Mary’s  Hospital  xxvi 

Smith.  Kline  Beckman  Insert 
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INTRODUCING  THE  BURROUGHS  B25. 

A TRUE  MULTI-USER  MICRO  COMPUTER 
THAT  GROWS  WITH  YOUR  PRACTICE. 

APPOINTMENT  SCHEDULING  NOW  AVAILABLE 

The  825  is  modular,  so  when  you  need  more  memory  or  storage,  you 
simply  snap  on  more  modules.  It  has  the  ability  to  expand  up  to  120 
megabites  of  harddisc  & 1,000,000  bites  of  memory. 


Another  feature  that  allows  the  B25  to  grow  with 
you  is  its  ability  to  network.  You  just  add  work- 
stations and  people  will  be  able  to  share  the  same 
data  and  memory  at  the  same  time. 

You  can  also  share  peripherals  — like  printers. 
Which  means  several  workstations  can  be  linked  to 
one  printer  so  many  people  can  use  it. 

THE  PHYSICIAN  OFFICE  ACCOUNTING  SYSTEM 
BENEFITS  YOUR  PRACTICE  BY  PROVIDING: 

Quick  access  to  timely,  accurate  information 
through  high-resolution  computer  screens,  printed 
reports  and  immediate  updating.  Flexibility  through 
user-defined  system  parameters,  print  and  report 
options.  Financial  control  through  extensive  report- 
ing. On-line  inquiry  and  automation  of  routine  office 
tasks  to  minimize  clerical  duties.  Improved  cash 
flow  through  automatic  generation  of  charge  tickets, 
insurance  bills,  demand  bills  and  statements. 

Whitman  Computer 
Systems,  Inc . 

BURROUGHS  B25  DEALER 

Alicia  Lewis  Terri  Whitman,  President 

Sales  Representative  P O Box  47008 

P O Box  8477  St  Petersburg.  FL  33707 

South  Charleston,  WV  25303  (813)  345-8241 

(304)  744-4231 

MS-DOS  is  a trademark  of  Microsoft  Corporation 
CP/M  is  a registered  trademark  of  Digital  Research,  Inc 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ft 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 

flurazepam  HCI/Roche  <g 


sleep  that  satisfies 


15-mg/30-mg 

capsules 
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DALMANE  " 

flurazepam  HCI/Roche® 

Before  prescribing,  please  consult  complete  product 
Intormation,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants, Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  llghtheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  Intolerance 
or  overdosage,  have  been  reported.  Also  reported,  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase;  and  paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


*\  FOR  SLEEP 

After  more  than  1 5 years  of  use,  if s # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. 18  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety 7 9 As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side. 
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Rehabilitation  Institute 


When  it's  time  to  call  for  critical  cardiology  services 
for  your  patients,  make  the  choice  many  physicians, 
hospitals  and  clinics  in  the  Pittsburgh  Area  so  often 
make.  Choose  CRI  . . . Cardiac  Rehabilitation  Institute. 

Choose  CRI  for  the  widest  range  of  cardiology  services: 

• Non-invasive  peripheral  vascular  and 
echocardiography  imaging 

• Electrocardiography 

• Nuclear  cardiology  and  stress  testing 

• Holter  monitoring 

Choose  CRI  for  professional  expertise  and  capabilities. 

Trained  and  board  certified  cardiologists,  cardiovascular 
nurses  and  medical  technologists  use  state-of-the-art 
equipment,  advanced  technologies  and  proven  methods 
to  administer  and  interpret  cardiological  tests  and 
procedures.  CRTs  considerable  experience  and 
advanced  capabilities  get  you  highly  accurate  test 
results  quickly  ...  so  you're  never  in  doubt  and 
left  waiting. 

Choose  CRI  for  convenience.  Completely  equipped 
mobile  units  staffed  by  trained  technologists  bring  CRTs 
capabilities  and  expertise  practically  to  your  doorstep 
and  there's  never  a compromise  in  quality.  And  now 
CRI  offers  complete  nuclear  cardiology  services  in  a 
specially  equipped  40-foot  mobile  unit . . . the  only 
mobile  unit  of  this  type  in  the  United  States  approved 
and  licensed  by  the  Nuclear  Regulatory  Commission. 

Choose  wisely.  Choose  CRI  for  complete,  professional, 
accurate  cardiology  services,  tests  and  procedures. 

Cardiac  Rehabilitation  Institute 

5438  Centre  Avenue,  Shadyside,  Pittsburgh  15232. 
412/682-6201. 


PHYSICIANS. 
SCHEDULE  SOME  TIME 
FOR  YOUR  COUNTRY 

Many  physicians  would  like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve  unit.  We  know  that  making  a weekend 
commitment  can  be  difficult  for  most  physicians.  So  it  is  practical  for 
the  Army  Reserve  units  to  be  flexible  about  time.  It’s  worth  discussing. 

Incidentally,  in  addition  to  satisfying  your  own  desire  to  serve 
your  country,  there  are  exceptional  opportunities  to  do  something 
totally  different  from  a day-to-day  routine.  Opportunities  to  study  new 
areas  of  medicine,  meet  new  people  in  your  specialty,  and  be  a part 
of  one  of  the  world’s  most  advanced  medical  teams. 

Discuss  the  opportunities  with  our  Army  Medical  Personnel 
Counselor.  Call: 


412-644-4432,  Maj.  Schuder 

ARMY  RESERVE. 
BEALLYOUCANBE. 


We’ve  Grown! 
T ogether . . . 

McDonough 
Caperton 
Systems 


CHARLESTON  DATA  SYSTEMS 

Together  we  offer  the  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  combined  efforts  mean  you 
have  a choice.  . . . 

tDc  of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

* of  hardware  including  IBM,  AT  & T,  and  IMS 

of  investment  levels  beginning  at  $9,975  with  upgrade  opportunity 
of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

££of  total  hardware  and  software  support  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

£ of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  ON/OFF  capability. 
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the  Eye  and  Ear  Clink 

of  Charleston,  Inc. 

The  Laser  Surgery  Center 


SPECIALISTS  IN 

EYE  EAR  NOSE  and  THROAT  SURGERY 


• 35-beil  JCAH  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 

• Laser  Surgery  Specialists 

• Facial  Plastic  Surgery 

• Cataract  Surgery/ 

Lens  Implant 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 


EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 

OPHTHALMOLOGISTS  OTOLARYNGOLOGISTS 


Milton  J.  Lilly,  Jr.,  MD 
Robert  E.  O'Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 


(Ear-Nose-Throat) 
Romeo  Y.  Lim,  MD 
Nabil  A.  Ragheb,  MD 
R.  Austin  Wallace,  MD 

EENT 


John  A.  B.  Holt,  MD 


FREE  PARKING 

MEDICARE  ASSIGNMENT  ACCEPTED 


1306  KANAWHA  BOULEVARD,  EAST 
P.O.  BOX  2271 

CHARLESTON,  WEST  VIRGINIA  25328 
TELEPHONE:  (304)  343-4371 
TOLL  FREE:  (800)  642-3049  (WV) 


McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  70  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


You  can’t  keep  a good  man  down 


Because  Harmarville  will  pick  him 

up.  Our  Occupational  Health 
and  Rehabilitation  Services  program 
(OHRS)  works  solely  on  getting 
good  people,  like  Bob  Seaman,  with 
industrial  injuries  back  on  the  job. 

For  Bob,  back  on  the  job  means 
being  happy.  So  when  he  fell  off  a 
ladder  injuring  his  foot  and  couldn’t 
work,  something  was  lost.  That  just 
wouldn’t  do  for  Bob,  or  his  employer 
of  40 years,  the  L.  E.  Smith  Glass 
Company. 

OHRS  was  their  answer.  The 

doctors  at  our  rehabilitation  hospital 
discovered  that  Bob’s  condition 
involved  nerve  compression  in  his 
foot.  They  placed  him  in  a rehabilitation 
program  designed  to  treat  his  particular 
disability.  The  result:  In  just  a few 
months,  Bob  was  back  on  the  job 
full-time. 


It  works.  Since  the  program  started 
in  1 978,  nearly  80%  of  all  patients  have 
returned  to  work.  Employers  reduce 
lost  time  and  workers’  compensation 
costs. 

Is  less  effort  acceptable?  Bob  and 

L.  E.  Smith  Glass  Company  didn’t 
think  so.  And  we  at  Harmarville  agree; 
only  the  best  care  possible  will  do  when 
someone's  livelihood  is  at  stake. 

For  more  information  on  our  OHRS 
program,  call  any  of  our  four  locations: 
Harmarville  (782-5800); 

Allegheny  Center  Mall  (322-8400); 
Greensburg  (242-5600); 
or  Washington  (341-4303). 
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Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 
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Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


After  a nitrate, 

add  1S0PTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions ) ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment,  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur  High  grade  block,  however,  has  been 
infrequently  observed  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quimdine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed  One  study  in  rats  did  not 
suggest  a tumorigemc  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test  Pregnancy  Category  C : There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use 
Adverse  Reactions:  Hypotension  (2  9%),  peripheral  edema  (1  7%),  AV  block 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0  9%),  dizziness  (3.6%),  headache  (18%),  fatigue  (1  1%),  constipa- 
tion (6  3%),  nausea  (16%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0 5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80”  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side  Revised  August,  1984  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
my  birthday  every  year.  Now  1 
can  do  the  same  for  my  kids.” 

— Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

—Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

—Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US  SAVINGS  BONDsSl. 

Paying  Better  Than  Ever ~ ~ 

A public  service  of  this  publication. 


Elcomp.. .the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients' 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


i w Data  General 


ELSCTIF  systems,  ins. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386 


Parker/ Hunter  answers  the  question: 


What  could  be 
better  than  money 
in  the  bank? 


How  about  a vacation  home? 

A sailboat?  Or  an  annuity  that  pays  you 
tax-deferred  interest? 

At  Parker/Hunter,  we  think  everybody  should 
keep  some  money  socked  away  After  all,  there's  nothing 
more  comforting  than  money  in  the  bank. 

But  there  are  lots  of  things  to  do  with  your 
money  that  can  be  more  rewarding.  And  some  of  them 
are  just  as  safe. 

Besides  tax-deferred  annuities,  there  are  money 
market  funds,  mutual  funds,  stocks  and  bonds,  to  name 
just  a few. 

But  before  we  recommend  any  of  them  to  you,  we 
get  to  know  you.  To  understand  what  your  needs  are.  What 
your  goals  are.  What  kind  of  person  you  are. 

Then,  and  only  then,  can  we  put  together  an 
investment  plan  with  the  right  balance  of  security  and 
growth  potential  for  you. 

A plan  to  help  you  do . . . whatever  you  plan  to  do. 

Whether  it's  putting  kids  through  college.  Or 
retiring.  Or  even  sailing. 

And  what  could  be  better  than  that? 

Let's  get  started  today.  Call  — or  just  drop 
by  — your  local  Parker/Hunter  office. 

PARKER/ HUNTER 

We  just  might  he  the  most  important  part 
of  your  investment  portfolio. 

Clarksburg:  304/624-7444  ,WV  Toll  Free  800/352-8070 
Morgantown:  304/296-9133, WV  Toll  Free  800/352-2519 
Parkersburg:  304/422-8405,  WV  Toll  Free  800/642-1984 

Parker/Hunter  Incorporated 
Member  New  York  Stock  Exchange.  Inc  Member  SIPC 


TOWER 
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STRENGTH 


. . . “and you 
thought  you’d 
gone  as  far  as 
you  could  go 


INTRODUCING 
One  Financial  Place." 

Where  your  success  is  just 
the  starting  point. 

Your  position  in  life  is  enviable.  But  you 
face  complex  financial  decisions.  And,  find 
yourself  asking  if  there  is  somewhere  to  go 
for  help. 

There  is. 

One  Financial  Place,  the  Financial  and 
Trust  Services  Group  of  Kanawha  Valley  Bank. 

A group,  unlike  any  other  in  West  Virginia, 
designed  exclusively  for  the  successful,  like 
yourself,  who  seek  a single  comprehensive 
source  of  financial  information  and  assistance. 

At  One  Financial  Place  we  can  help  you 
make  the  most  of  your  success  by  offering 
you  a personalized  relationship  based  on 
strategies  that  reflect  your  attitudes  and 
objectives.  Asset  and  investment  manage- 
ment, financial  planning,  trust  administration, 
retirement  planning  and  other  specialties  to 
suit  your  needs.  We  operate  quickly,  indepen- 
dently and  objectively  to  keep  you  in  control 
of  your  finances. 

If  you  want  to  turn  financial  opportunities 
into  profitable  realities,  call  One  Financial 
Place  at  (304)  348-7081. 

One  Financial  Place.  Where  success  is  just 
the  beginning. 


© Kanawha  Yhlley  Bank 

A One  Valley  Bank 

Box  I 793  • Charleston.  WVA  25326  • Member  FDIC 
THREE  CONVENIENT  LOCATIONS: 

Downtown.  One  Valley  Square  at  Summers  and  Lee  ( 304  348-7000) 
Kanawha  City.  57th  & MacCorkle  at  Kanawha  Mall  ( 304  348  1177) 
West  Charleston.  Patrick  Street  and  Hills  Plaza  (304  348  I 450) 


il 


HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  P.  O.  Box  4359 
Charleston,  West  Virginia  25364 

(304)  925-4756 

CHILDREN’S  PAVILION 

• Psychiatric  treatment  for  emotionally  disturbed  children  — ages  5 to  13 — a 15-bed,  separate 
unit  from  adult  psychiatric  care. 

ADULT  PSYCHIATRIC  CARE  UNIT 

• Program  provides  the  care  and  environment  necessary  for  recovery. 

PRIMARY  PSYCHIATRIC  CARE  UNIT 

• Care  for  the  older  adults  who  require  more  intensive  nursing  care  and  observation. 

ALL  PROGRAMS  OFFER: 

• Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C Weise,  M D.  925-2159 

Thomas  S.  Knapp,  M.  D.  ..  768-1212 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S,  Smith,  Jr.,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D 925-0349 

Edmund  C.  Settle,  Jr.,  M.  D 925-0624 


ADULT  PSYCHIATRY 


Gina  Puzzuoli,  M.  D 925-6914 

John  P.  MacCallum,  M.  D,  925-6966 

Sid  Lerfald,  M.  D 925-0004 

Elma  Bernardo,  M D 768-1212 

Steve  Kissinger,  M D.  925-6966 


CHILD  PSYCHIATRY 

Pablo  M Pauig,  M.  D 343-8843 

Ralph  S,  Smith,  Jr.,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Serving  the  community  for  over  30  years 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 
Ronceverte/Fairlea/Lewisburg,  West  Virginia 
1-800-642-5161  or  304-647-51 15 


INTERNAL  MEDICINE 

Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 

General  & Vascular 

H.  P.  Dinsmore,  M.  D. 

General  Endoscopy 

Stan  Chao,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D. 


OBSTETRICS/GYNECOLOGY 

James  L.  Pfeiff,  M.  D. 

Robert  L.  Wheeler,  M.  D. 


PSYCHOLOGY 

Connie  Bradley-Mann,  Ph.  D. 


EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M.  D. 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M.  D. 

PEDIATRICS 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

RADIOLOGY 

Charles  Weinstein,  M.  D. 


ANCILLARY  SERVICES 
Physical  Therapy 

Tom  Moore,  R.  T. 

Wood  McCue,  R.  T. 

Respiratory  Therapy 

James  D.  Creasman,  R.R.T. 

Audiology 

Gary  M.  Vandevander,  M.S. 

ADMINISTRATION 


UROLOGY 

Kyle  F.  Fort,  M.  D. 


Sandra  W.  Ayers,  Business  Manager 
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Scientific  Newsfront 


Improved  Quality  of  Life 

The  Use  Of  Right  Atrial  Catheters 
In  Pediatric  Cancer  Patients 


PRISCILLA  A.  GILMAN,  M.  D. 

Chief  of  Pediatrics, 

Dwight  D.  Eisenhower  Army  Medical 
Center,  Fort  Gordon,  Georgia;  formerly 
Associate  Professor  of  Pediatrics  and 
Director,  Pediatric  Hematology /Oncology, 
West  Virginia  University  Medical  Center, 
Morgantown 

THERESA  F.  PALMER,  R.N.M.S. 

Pediatric  Oncology  Nurse, 

WVU  Medical  Center 

ELLEN  E.  HRABOVSKY,  M.  D. 

Professor  of  Pediatrics  and  Surgery, 

WVU  Medical  Center 


More  than  50  per  cent  of  all 
pediatric  cancer  patients  are  notv  cur- 
able through  coordinated,  aggressive 
multimodal  care.  Twenty-one  indwel- 
ling right  atrial  ( RA  ) silastic  catheters 
tvere  placed  in  16  pediatric  oncology 
patients,  two  months  to  14  years  of 
age,  to  avoid  recurrent,  painful  venous 
access  problems.  Mean  catheter  dur- 
ation was  148  days  ( range  one-368 
days).  Our  rate  of  infection  was  low 
(19  per  cent  of  patients,  0.096  in- 
fections per  100  catheter  days), 
probably  the  result  of  careful  timing 
of  the  procedure  and  meticulous 
catheter  care.  However,  technical 
problems  ( catheter  migration,  fraying 
and  breaking ) required  removal  of 
29  per  cent  of  catheters.  The  quality 
of  life  in  these  children  was  signifi- 
cantly improved  by  use  of  RA 
catheters  despite  the  technical  prob- 
lems. 

Children  with  cancer  in  West  Virginia 
now  have  an  excellent  chance  for 
long-term  survival  or  cure  if  given 
newer  methods  of  therapy  ( Table 
l).1'11  Optimal  therapy  is  compli- 
cated and  potentially  very  toxic.  Its 
success  depends  on  four  key  factors: 
a well-coordinated  multidisciplinary 
approach  from  the  time  cancer  is  first 
suspected;12  treatment  at  a major 


pediatric  oncology  center  in  conjunc- 
tion with  coordinated  cancer  study 
group  protocols; 13  use  of  early  aggres- 
sive, multi-agent  chemotherapy;  and 
improved  supportive  measures  to 
address  the  medical,  psychiatric, 
and  psychosocial  complications  of  the 
cancer  and  its  therapy.  One  major 
disadvantage  to  this  aggressive  care  is 
the  necessity  for  multiple,  painful 
attempts  at  venous  access.  The  child- 
ren and  their  parents  dread  these 
frequent  “sticks”  more  than  anything 
else. 

Indwelling  silastic  right  atrial  (RA) 
catheters  for  supplying  chronic  venous 
access  were  introduced  by  Broviac14 
in  1973  and  modified  by  Hickman15 
in  1979.  A Hickman  catheter  is  larger 

TABLE  1 

Survival  Rates  for  Pediatric  Cancer  Patients 


with  an  internal  diameter  (I.D.)  of 
1.6  mm  as  compared  to  a one-mm 
I.D.  for  the  Broviac  (Figures  1,2). 
Their  use  has  markedly  improved  the 
quality  of  life  for  the  pediatric  cancer 
patient  but  is  associated  with  certain 
distinct  risks  and  potential  morbidity. 
This  report  describes  the  experience 
of  the  Pediatric  Oncology  Service  at 
West  Virginia  University  (WVU) 
Medical  Center,  Morgantown,  with 
RA  catheters.  Catheter  benefits  and 
complications  will  be  noted,  as  well 
as  guidelines  for  patient  selection  and 
use. 

Methods 

Details  of  RA  catheter  insertion 
have  been  described  and  are  similar 
for  children  and  adults.14,15  The 
catheter  is  inserted  aseptically  with 
the  child  under  general  anesthesia  in 
the  operating  room.  One-centimeter 
transverse  incisions  are  made  over  the 
planned  insertion  site  in  the  sub- 
clavicular  area  and  exit  site  over  the 
lower  ribcage.  The  catheter  is  tun- 


Time  After 
Per  Cent  Diagnosis 

Disease  Surviving  (Years) 


Acute  Lymphoblastic  Leukemia  (ALL) 

All  types1  45%  8 

T-Cell  ALL2  46%  3 

Non-Hodgkin’s  Lymphoma 

All  Types  except  Burkitt’s3  57%  3 

Localized4  84%  3 

Burkitt’s5  . 75%  4 

Hodgkin’s  Disease6  76%  10 

Neuroblastoma7 

All  stages,  ages  58%  2 

<1  year  of  age  at  diagnosis  93%  2 

>2  years  of  age  at  diagnosis  35%  2 

Stage  I 100%  2 

Stage  IV  >1  year  of  age  at  diagnosis  9%  2 

Wilms’  Tumor8 

Favorable  Histology  85%  3 

Unfavorable  Histology  35%  3 

Rhabdomyosarcoma9 

All  Sites  45%  6 

Extremity 33%  6 

Genitourinary  60%  6 

Osteosarcoma10  52%  5 

Acute  Myelogenous  Leukema11 

All  patients  13%  2 

Those  who  attained  complete  remission  49%  2 
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Figure  1,  left.  A Broviac  catheter  with  its  injection  port  and  clamp.  Right:  The 
stent  for  repair  and  a repaired  catheter. 


neled  subcutaneously  from  the  lower 
incision  to  the  upper  one.  The  Dacron 
cuff  is  usually  positioned  in  a sub- 
cutaneous pocket  about  one  cm  proxi- 
mal to  the  exit  site.  Fibrosis  around 
the  cuff  anchors  the  catheter  and 
acts  as  a barrier  against  ascending  in- 
fection. The  catheter  is  then  posi- 
tioned externally  along  its  anticipated 
route  and  shortened  to  an  appropriate 
length  after  fluoroscopic  visualization 
of  the  right  atrium.  The  proximal 
end  is  inserted  via  a split  sheath 
introducer  through  the  right  sub- 


Figure  2.  Injection  of  chemotherapy 
through  the  injection  port.  Extra  tape 
below  injection  port  is  to  prevent  excess 
bending  and  thus  catheter  fraying  at 
junction  to  hub. 


clavian  vein  into  the  right  atrium 
under  fluoroscopic  control. 

The  catheter  is  checked  for  ade- 
quacy of  flow  and  flushed  with 
heparinized  saline.  The  incisions  are 
closed  with  subcutaneous  absorbable 
sutures.  The  choice  of  catheter  size 
is  determined  by  the  size  of  the  child. 

Postoperative  care  of  RA  catheters 
is  critical.  Only  nurses  and  resident 
physicians  trained  by  the  pediatric 
oncology  nurse  are  allowed  to  change 
dressings,  draw  blood,  or  manipulate 
the  catheter  in  any  way.  Medical 
students  do  not  work  with  the 
catheters.  Thorough  education  of 
parents  on  catheter  care  begins  before 
catheter  insertion  and  continues  in  the 
hospital  until  the  parents  have  demon- 
strated good  technique  and  reasonable 
confidence.  Parents  are  taught  aseptic 
technique,  catheter  management  and 
dressing  care.  They  take  home  an 
emergency  repair  kit,  an  instruction 
manual,  a telephone  number  to  call 
for  emergencies  and  a month’s  sup- 
plies. If  applicable,  catheter  care  is 
discussed  with  the  referring  physician 
or  local  health  professional,  and  a 
manual  is  provided. 


Results 

Twenty-one  RA  catheters  (19 
Broviac  and  two  Hickman ) were 
placed  in  16  oncology  patients  from 
September,  1983,  through  May,  1985. 
All  hut  one  of  our  19  Broviac 
catheters  were  four  or  five  French. 
Patients  ranged  in  age  from  two 
months  to  14  years  with  a median 
age  of  three  years,  mean  age  of  four 
years,  11  months.  Diagnoses  in  these 
children  included  acute  lymphoblastic 
leukemia  (ALL)  (five),  acute  non- 
lymphocytic  leukemia  (one),  brain 
tumor  ( three ) , other  solid  tumors 
(six):  osteosarcoma,  Stage  IV  neuro- 
blastoma, malignant  mesenchymoma, 
malignant  hemangiopericytoma,  and 
histiocytosis  X with  cystic  fibrosis 
( one ) . All  but  one  of  the  catheters 
(a  size  3 French  ) were  used  for  blood 
drawing.  All  were  used  for  admini- 
stration of  chemotherapy  and  fluids, 
most  for  transfusion  of  blood  or  blood 
products,  and  more  than  half  for  medi- 
cations ( antibiotics,  contrast  material 
for  radiologic  studies,  sedatives  or 
analgesics) . 

The  first  patient  was  clearly  termi- 
nal and  infected  and  had  no  remaining 
peripheral  venous  access  sites  for  anti- 
biotics or  pain  medication.  The  other 
children  had  RA  catheters  placed 
prior  to  receiving  chemotherapy  or 
when  they  were  not  severely  neutro- 
penic or  infected. 

Catheters  were  placed  in  14  children 
because  their  protocols  required  fre- 
quent intravenous  injections  or  in- 
fusions of  chemotherapy  and  serial 
monitoring  of  blood  counts  and 
chemistries.  These  children  had  a 
high  likelihood  of  subsequent  severe 
neutropenia  and  fever  requiring  the 
administration  of  intravenous  anti- 
biotics. Two  catheters  were  placed 
initially  for  hyperalimentation.  We 
do  not  place  RA  catheters  in  children 
who  receive  only  occasional  injections. 

Insertion  Problems  Minor 

There  were  five  minor  problems 
during  or  following  insertion.  One 
patient  had  a transient  cardiac 
arrhythmia  thought  to  be  related  to 
the  catheter  tip  being  in  the  right 
ventricle.  Two  patients  each  required 
a second  incision  for  adequate  inser- 
tion because  of  technical  difficulties 
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TABLE  2 

Major  Complications  of  Right  Atrial  Catheters  in  16  Pediatric  Oncology  Patients 


Category 

Number  of 

Episodes  Manifestations 

Outcome 

Infection 

3 

Cellulitis  of  tunnel  with 
Klebsiella  pneumoniae  and 
S.  aureus 

Afebrile  with  antibiotics; 
died  with  progressive 
disease 

Cellulitis  and  infected 
hematoma  at  exit  site 

Cleared  with  intravenous 
antibiotics 

Surgical  and  Technical 

7 

Bacteremia  with 
S.  epidermidis  and 
Streptococcus  faecalis. 

Cleared  with  antibiotics 

Bleeding 

(2) 

Oozing  x 48  horns  related 
to  thrombocytopenia 

Stopped  when  matched 
platelets  given;  hematoma 
infected 

Hemoglobin  fell  14.0  to 
7.0  gm/dl  post-operatively 

Lacerated  catheter  replaced 
Transfused 

Catheter  migration 
out  of  chest 

(4) 

Dacron  cuff  fully  exposed 
poor  or  no  blood  return 

1 fell  out  (no  bleeding) 

3 surgically  replaced 
1 repositioned  from  jugular 
to  right  atrium  under 
anesthesia,  later  replaced 

Clot  in  line 

(1) 

At  narrowed  repair  site, 
secondary  to  inadequate 
heparinization  during  an 
insulin  tolerance  test 

Catheter  re-repaired0 

Equipment  Failure 
(Catheter) 

5 

2 frayed  connection  of  outer 
sheath  at  hub  (1  with  full 
thickness  tear) 

Catheter  repaired0 

1 subcutaneous  leak 

Catheter  replaced 

1 broken  hub 

Catheter  repaired 

1 outer  sheath  left  in  chest 
wall  when  catheter  removed. 

Left  in  place  without 
problem 

“Repair  involves  cutting  the  catheter  proximal  to  the  defect,  splicing  on  a new  piece  of 
catheter  and  hub.  The  spliced  site  has  a much  narrower  lumen  than  the  rest  of  the  catheter. 


in  gaining  access  to  the  right  sub- 
clavian vein.  One  patient  required 
a direct  subclavian  cutdown  after 
several  unsuccessful  attempts  at  sub- 
clavian puncture.  Mild  bleeding  in 
one  child  secondary  to  moderate 
thrombocytopenia  was  controlled  with 
pressure  dressings  without  a signifi- 
cant fall  in  hemoglobin  level. 

Complications  in  Nine  Patients 

No  complications  were  noted  with 
11  catheters.  Table  2 details  the 
significant  complications  seen  in  nine 
patients  (56  per  cent).  There  were 
three  episodes  of  definite  infection 
(19  per  cent  of  patients).  Attempts 
to  pass  a double  lumen  catheter  in 
an  11-kg  child  in  order  to  administer 
Amphotericin  B and  hyperalimenta- 
tion were  unsuccessful.  He  then 
received  an  adult-sized  Hickman 
catheter  and  developed  a tunnel  in- 
fection with  the  same  organisms  as 
in  a previous  septic  abscess  episode. 
He  was  severely  neutropenic,  throm- 


bocytopenic, and  febrile  when  the 
catheter  was  placed. 

One  child  developed  a hematoma 
and  cellulitis  at  the  exit  site  within 
two  days  of  insertion.  Her  incision 
oozed  for  48  hours  until  moderate 
thrombocytopenia  was  corrected  with 
matched  platelets.  Intravenous  van- 
comycin (Vancocin)  and  gentamicin 
( Garamycin ) cleared  the  infection. 

One  child  had  persistent  fever  for 
one  week  following  gastroenteritis. 
S.  epidermidis  and  Streptococcus 
faecalis  were  identified  in  three  sets  of 
blood  cultures.  He  had  no  other 
recognized  site  of  infection.  He  re- 
covered following  14  days  of  intra- 
venous gentamicin  and  vancomycin. 

Major  intraoperative  and  postoper- 
ative bleeding  occurred  in  one  child 
I hemoglobin  fell  14.0  to  7.0  gm/dll 
secondary  to  laceration  of  the  sub- 
cutaneous distal  end  of  the  catheter 
at  the  time  of  skin  closure. 


Equipment-Failure  Complications 

Most  of  our  major  complications 
have  been  either  technical  or  equip- 
ment ( catheter ) failure  in  origin. 
Part  of  the  injection  port  of  one 
catheter  broke  off  in  the  end  of  the 
catheter  hub.  necessitating  repair.  In 
two  children,  four  catheters  migrated 
externally.  The  exposed  Dacron  cuff 
no  longer  secured  the  catheter.  One 
of  these  fell  out  while  the  child  was 
playing.  The  three  others  were  surgi- 
cally removed.  In  two  instances  the 
outer  catheter  sheath  frayed  at  the 
junction  of  the  catheter  and  hub  and 
had  to  be  repaired.  One  catheter  was 
removed  after  it  developed  a leak 
into  the  subcutaneous  tissue  proximal 
to  the  anchoring  Dacron  cuff.  This 
occurred  in  a very  thin  child  with  the 
catheter  cuff  positioned  over  a bony 
prominance.  One  catheter  was  thought 
to  have  been  completely  removed  after 
completion  of  therapy;  however,  a 
subsequent  chest  radiograph  revealed 
a 12-cm  subcutaneous  segment  of 
external  catheter  sheath. 

Table  3 summarizes  the  duration  of 
catheter  usage.  Mean  catheter  dura- 
tion was  148  days  with  a range  of 
one  to  368  days.  Seven  catheters 
were  surgically  removed  and  one  fell 
out.  Of  the  three  not  reinserted, 
therapy  was  finished  in  two;  the  third 
child,  whose  catheter  had  migrated, 
felt  he  could  handle  the  venipunctures. 
No  catheter  was  removed  for  either 
infection  or  thrombosis.  The  five 
children  who  died  (three  at  home, 
two  in  the  hospital)  were  receiving 
intravenous  products  through  their 
catheters  until  the  time  of  death. 

Discussion 

Staff  resistance  to  the  introduction 
of  the  RA  catheters  in  our  patients 
initially  was  high:  they  were  believed 
to  be  too  dangerous  in  families  who 
lived  far  away;  too  complicated  for 
our  rural  parents  to  care  for;  and  our 
infection  rate  would  be  too  high. 
These  objections  disappeared  after 
training  in  catheter  care  was  given 
and  the  staff  saw  how  the  quality  of 
life  in  even  a terminal  patient  could 
be  significantly  improved. 

Five  of  our  patients  lived  more  than 
100  miles  away  (range  15-210  miles, 
mean  86  miles).  Although  our  par- 
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exits'  formal  education  was  limited 
to  high  school  or  less,  their  incentive 
to  learn  and  performance  have  been 
excellent.  There  have  been  no  prob- 
lems that  could  not  be  handled  by 
telephone,  temporizing  until  the  next 
planned  visit.  Catheter  acceptance 
has  been  good  by  the  parents,  patients, 
nursing  stafT  and  the  housestaff. 
Patients  and  parents  are  much  less 
anxious  when  they  come  for  chemo- 
therapy now. 

Careful  use  of  the  catheters  by 
parents  and  local  physicians  has  saved 
families  considerable  time  and  travel 
expense.  Parents  of  two  children 
draw  blood  from  the  catheter  for 
counts  to  be  done  in  local  laboratories. 
Two  parents  give  intravenous  chemo- 
therapy at  home.  In  three  other 
instances,  family  physicians  have 
given  blood,  platelet  transfusions,  and 
chemotherapy  through  the  catheter. 

Infection  Most  Troublesome 

Infection  associated  with  RA  cathe- 
ters is  the  most  troublesome  reported 
problem.  Catheter-related  sepsis  oc- 
curs in  seven  to  27  per  cent  of  report- 
ed patients.16  18  RA  catheter-related 
infections  occurred  in  19  per  cent 
of  our  patients  ( 14  per  cent  of  our 
catheters  I for  a rate  of  0.096  infec- 
tions per  100  catheter  days.  This  is 
considerably  better  than  in  other 
pediatric  series.  In  one  series,  Broviac 
catheter-related  bacteremia  developed 


in  22  per  cent  of  children  or  45  per 
cent  of  catheters  for  a rate  of  .26  per 
100  catheter  days.1.  In  another  series, 
28  per  cent  of  catheters  were  associ- 
ated with  one  or  more  episodes  of 
cellulitis  1.19  per  100  catheter  days) 
and  43  per  cent  with  bacteremia  1.3 
per  100  catheter  days).18  The  infec- 
tion rate  for  1,088  Hickman  catheters 
in  adults  was  0.14  per  100  catheter 
days.19 

We  believe  several  factors  con- 
tribute to  our  low  infection  rate:  in- 

Infection  associated  icith  RA 
catheters  is  the  most  trouble- 
some reported  problem.  Cathe- 
ter-related sepsis  occurs  in 
seven  to  27  per  cent  of  reported 
patients. 


tensive  education  of  parents  and  care- 
givers on  catheter  care;  limiting  the 
number  of  health  professionals  deal- 
ing with  the  catheters;  inserting  the 
catheters  when  the  child  is  not  in- 
fected. neutropenic,  bleeding,  or  drug 
toxic  if  at  all  possible  li.e.  before  any 
therapy  in  solid-tumor  patients  or 
when  in  remission  in  leukemic  child- 
ren ) ; meticulous  care  of  the  catheters 
including  changing  the  injection  port 
after  any  blood  drawing  or  administra- 
tion of  blood  products.  Others  have 
suggested  that  the  prophylactic  use  of 
trimethoprim-sulfamethoxazole  ( Bac- 
trim) protected  against  catheter- 


TABLE  3 


Right  Atrial  Catheter  Duration  in  Pediatric  Oncology  Patients 


Reason  for 
T ermination 

Number  of 
Patients 

Number  of 
Catheters 

Catheter 

Duration 

(Days) 

Mean  Catheter 
Duration  (Days) 

Catheters  Removed 

Therapy  finished  

2 

2 

368,  365 

367 

Catheter  migration 

2 

4° 

22,  166 

127 

Catheter  failure  ...  

1 

1 

51,  269 
70 

70 

(subcutaneous  leak) 
Surgical  mishap  

1 

1 

1 

1 

Died  with  catheter 

in  place  and  functioning 

5 

5 

20,  83,  208, 

98 

Still  in  place 

and  functioning  

8 

8 

66,  114 
68,  163,  66, 

164 

Total  

19°° 

21 

261,  228,  346. 
46,  130 

3111 

148 

"One  fell  out  while  playing. 

° “Some  patients  had  more  than  one  complication 


related  infection.20  Seventy-five  per 
cent  of  our  patients  received  this 
prophylactic  regimen.  Our  one  child 
with  sepsis  was  not  taking  trime- 
thoprim-sulfamethoxazole. 

Catheter  Complications 

Nine  ( 56  per  cent  I of  our  patients 
had  15  major  catheter  complications 
(Table  3)  or  .48  per  100  catheter 
days;  28.6  per  cent  of  catheters 
were  removed  ( or  fell  out ) for 
non-infectious  reasons.  Non-infectious 
catheter  complications  are  not  well 
described  in  the  literature,  but  cathe- 
ter dislodgment  (migration)  is  said 
not  to  he  frequent.21  At  least  35  per 
cent  of  children  had  major  compli- 
cations (.36  per  100  catheter  days) 
with  6.5  per  cent  catheters  removed 
for  non-infectious  reasons  in  one 
series.1  Morris  does  not  summarize 
his  total  complication  rate  but  four 
per  cent  of  catheters  in  children  were 
removed  for  ‘"mechanical  problems.”18 
In  adults  with  Hickman  catheters  there 
were  at  least  0.3  major  complications 
per  100  catheter  days  with  6.8  per 
cent  catheters  removed  for  reasons 
other  than  infection.19  In  two  other 
series  of  mostly  adults,  7.3  per 
cent  and  3.8  per  cent  of  catheters 
were  removed  for  non-infectious 
reasons.22-23  Although  intravenous 
phenytoin  ( Dilantin  ) may  precipitate 
in  the  line  and  cause  RA  catheter 
occlusion.20  it  did  not  do  so  in  two 
of  our  patients. 

Our  two  biggest  problems  have  been 
exposure  of  the  Dacron  cuff  so 
that  the  catheter  is  no  longer  securely 
anchored,  and  “equipment"  failure  in 
that  parts  of  the  catheter  or  hub  have 
broken  without  undue  trauma,  requir- 
ing repair  or  replacement.  Hopefully, 
implanting  the  cuff  further  into  the 
subcutaneous  tunnel  and  reinforcing 
the  area  of  connection  of  the  catheter 
and  luer  lock  hub  with  silastic  rubber 
cement  will  alleviate  these  problems. 

Summary 

An  indwelling  right  atrial  catheter 
greatly  improves  the  quality  of  life 
for  the  pediatric  cancer  patient  who 
otherwise  would  he  subjected  to  multi- 
ple intravenous  punctures  for  therapy 
and  monitoring.  These  catheters  are 
relatively  easy  to  insert  and  maintain; 
however,  they  do  present  some  prob- 
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lems  of  their  own.  Catheter  compli- 
cations fall  into  two  groups:  in- 

fectious and  technical. 

Infectious  complications  have  been 
minimal  in  our  patients.  This  seems 
to  have  been  achieved  by  inserting 
the  catheters  when  the  patient  is 
neither  infected  nor  immunosup- 
pressed,  by  meticulous  attention  to  the 
details  of  catheter  care,  by  limiting 
the  number  of  care-givers,  and  by 
intensive  education  of  the  child’s  care- 
giver. 

The  technical  problems  have  been 
more  difficult  to  deal  with  and  seem 
to  relate  to  the  catheter  itself  and  the 
wear  and  tear  imposed  by  active 


An  indivelling  right  atrial 
catheter  greatly  improves  the 
quality  of  life  for  the  pediatric 
cancer  patient  icho  otheruise 
ivould  be  subjected  to  multiple 
intravenous  punctures  for  ther- 
apy and  monitoring. 


children.  This  report  enumerates 
some  of  these  problems  and  suggests 
possible  areas  for  improvement. 
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Blunt  trauma  to  the  anterior  neck 
can  result  in  a severe  fracture  and 
subsequent  stenosis  of  the  larynx  and 
trachea.  Successful  restoration  of 
laryngotracheal  function  following  a 
fracture  requires  provision  of  carti- 
laginous support,  repair  or  replace- 
ment of  intraluminal  mucosa,  main- 
tenance of  glottic  competence  and  the 
use  of  a stent  to  prevent  subsequent 
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contracture.  This  is  a case  report  of  a 
blunt  injury  to  the  neck  resulting  in 
an  avulsion  and  fragmentation  of  the 
cricoid  arch  that  was  successfully  re- 
constructed with  a bipedicled  sterno- 
hyoid hyoid  bone  transposition  graft. 

In  1938,  Looper1  used  the  hyoid  bone 
to  repair  laryngeal  stenosis.  Ward,2 
in  1977,  and  Wong  and  Kashima,3  in 
1978,  described  the  use  of  a pedicled 
sternohyoid  hyoid  bone  interposition 
graft  for  repair  of  laryngotracheal 
stenosis.  This  technique  ensures  a 
vascularized  and  a non-resorbable 
bone  graft. 

(Continued  on  Next  Page) 
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Cricoid  arch 
defect 


Figure  1.  Schema  of  cricoid  arch 
defect. 


Case  Report 

While  riding  his  motorcycle,  a 17- 
year-old,  white  male  patient  sustained 
a severe  blunt  trauma  to  his  anterior 
neck  from  a head-on  collision  with  a 
low-hanging  telephone  cable.  The  pa- 
tient wras  taken  to  a nearby  hospital 
where  he  was  revived  from  respiratory 
arrest  with  an  endotracheal  intubation 
and  cardiopulmonary  resuscitation. 
He  was  transferred  to  Charleston  Area 
Medical  Center,  Memorial  Division, 
two  days  later. 

Examination  revealed  a conscious, 
stable  patient  with  indwelling  endo- 
tracheal, nasogastric,  and  bilateral 
chest  tubes.  Palpation  of  the  neck  re- 
vealed subcutaneous  emphysema  and 
loss  of  prominence  of  the  cricoid  and 
cervical  trachea  A tomogram  reveal- 
ed disruption  of  the  cricoid  cartilage 
and  the  presence  of  air  in  the  soft  tis- 
sue of  the  neck.  A chest  x-ray  showed 
expanded  lungs.  The  patient  was 
scheduled  for  surgery  the  next  morn- 
ing. 

Technique 

Under  endotracheal  general  anes- 
thesia, a tracheostomy  was  performed 
in  a vertical  manner,  at  the  level  of 
the  third  and  fourth  tracheal  rings. 
The  translaryngeal  endotracheal  tube 
was  removed  after  a size  seven  en- 
dotracheal tube  had  been  inserted 
through  the  tracheostomy. 

A fiberoptic  bronchoscopy  through 
the  tracheostomy  revealed  an  intact 


^ 


Transposed 
hyoid  body 
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Figure  2.  Schema  showing  repair  of 
cricoid  arch  with  vascularized  hyoid 
bone. 

thoracic  portion  of  the  trachea.  A 
laryngoscopy  showed  an  intact  supra- 
glottis and  glottis  and  a disrupted 
subglottis,  evident  by  exposed  bony 
fragments  and  displaced  soft  tissue. 
An  esophagoscopy  revealed  an  intact 
esophageal  mucosa. 

A midline  vertical  skin  incision  was 
then  made  from  the  level  of  the  hyoid 
bone  to  the  tracheostomy.  Exposure 
of  the  laryngotrachea  revealed  absence 
of  the  cricoid  arch  (Figure  1)  due 
to  its  avulsion  and  total  fragmentation. 
Fracture  of  the  first  and  second  an- 
terior tracheal  rings  also  was  noted. 

A vertical  splitting  incision  from 
the  first  to  the  third  tracheal  rings 
was  made  to  expose  the  tracheal  lum- 
en. The  posterior  tracheal  mucosa  was 
found  to  be  detached  superiorly  from 
the  posterior  cricoid  lamina  and  was 
infolded  inferiorly  through  the  first 
and  second  tracheal  rings.  The  mu- 
cosal infolding  could  have  been  caused 
by  the  initial  endotracheal  intubation 
that  saved  his  life.  The  avulsed  pos- 
terior tracheal  mucosa  was  unfurled 
and  reattached  to  the  edge  of  the  pos- 
terior cricoid  lamina  with  a 4-0  ab- 
sorbable suture. 

Bipedicled  Sternohyoid  Hyoid 
Bone  Graft 

The  suprahyoid  muscular  attach- 
ment was  incised  and  the  hyoid 
body  was  cut  at  the  lesser  hyoid 
cornual  level  with  the  inferiorly-based 
bipedicled  sternohyoid  muscles  at- 


tached to  the  hyoid  body.  The 
vascularized  hyoid  body  was  then 
transposed  horizontally  into  the  cri- 
coid arch  defect  and  was  sutur- 
ed to  the  posterior  cricoid  body  with 
a #26  wire  suture  (Figure  2)  The 
attachment  was  secured  with  muscular 
and  fascial  tissue.  An  indwelling 
Montgomery  T-tube  tracheal  stent4 
was  placed  just  below  the  vocal  cords 
superiorly  and  to  the  second  tracheal 
ring  inferiorly.  A sternothyroid  mus- 
cle patch5  was  used  to  support  the 
fractured  first  and  second  anterior 
tracheal  cartilages.  A cuffed  trache- 
ostomy tube  was  left  in  place  below 
the  stent  for  possible  assistive  respira- 
tion and  also  for  tracheal  toilet.  The 
skin  incision  was  closed  over  a suc- 
tion drain  after  irrigating  the  neck 
with  hydrogen  peroxide  solution  and 
rinsing  it  with  saline  solution.  Intra- 
venous, broad-spectrum  antibiotics6 
were  administered. 

Postoperative  Course  and  Results 

The  postanesthetic  recovery  of  the 
patient  was  uneventful.  The  nasogas- 
tric and  tracheostomy  tubes  were 
maintained  for  three  weeks  due  to  the 
severity  of  the  injury  and  to  avoid 
contamination  of  the  reconstructed 
cricoid  arch  and  airway  lumen.  Fol- 
lowing decannulation,  the  patient  was 
able  to  breathe  well  through  the  plug- 
ged Montgomery  T-tube  tracheal  stent. 
He  was  able  to  swallow  food  after  re- 
moval of  the  nasogastric  tube.  The 
Montgomery  T-tube  tracheal  stent  was 
removed  six  months  postsurgically. 
The  reconstructed  cricoid  arch  (Fig- 
ure 3 ) remained  viable  with  a patent 
airway  lumen  and  mobile  vocal  cords. 


Figure  3.  Radiograph  showing  viable 
hyoid  bone  graft  for  cricoid  arch  repair. 
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Discussion 

The  cricoid  cartilage  is  the  only 
complete  ring  in  the  respiratory  tract 
and  is  the  narrowest  part  of  the  larynx 
and  trachea.  If  the  cricoid  ring  is 
fractured,  contraction  results  in  a se- 
vere obstruction  or  marginal  compro- 
mise of  the  laryngeal  airway.  Cricoid 
replacement  must  be  considered  for 
a severe  cricoid  fracture,  and  an  effec- 
tive procedure  is  the  bipedicled  ster- 
nohyoid hyoid  graft.  This  bipedicled 
graft  also  can  be  interposed  for  carti- 
laginous support  of  a fractured  larynx 
and  trachea. 

According  to  Thawley  and  Ogura,7 
the  advantages  of  the  vascularized 
sternohyoid  hyoid  graft  are  as  follows: 
1.  Firm  graft  to  support  the  architec- 
ture of  the  airway  lumen;  2.  Accessi- 
bility in  the  same  operating  field: 

3.  An  autograft,  thus  minimizing 
an  immune  rejection  phenomenon; 

4.  Vascularized  pedicled  graft  de- 
creasing resorption  possibility;  and 

5.  A one-stage  procedure. 

Summary 

A bipedicled  sternohyoid  hyoid 
bone  graft  was  used  to  reconstruct  a 
comminuted  fracture  of  the  cricoid 
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Characterized  by  a variety  of  clini- 
cal presentations,  meningococcal  dis- 
ease affects  many  members  of  our 
society.  Its  presentation  may  be  acute 
in  the  form  of  meningitis  or  fulminant 
septicemia,  or  chronic  caused  by  spo- 


arch.  A Montgomery  T-tube  tracheal 
stent  was  used  for  intraluminal  sup- 
port and  for  epithelialization.  The 
hyoid  bone  graft  remained  viable,  re- 
sulting in  a patent  subglottic  space 
and  successful  speech  function. 
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radic  bacteremia.  The  diagnosis  is 
suspected  when  classic  signs  and 
symptoms  of  fever,  rash  or  arthralgias 
are  observed ; it  is  established  by 
culturing  Neisseria  meningitidis  from 
blood  or  spinal  fluid  or  by  detection 
of  the  cell  wall  antigen.  Treatment 
must  be  prompt  and  consists  of  in- 
travenous penicillin  ( 300,000  units / 
kg/d ) for  10  to  14  days. 

Though  often  associated  with  foreign 
epidemics,  meningococcal  disease 
also  is  an  important  cause  of  disease 
in  individuals  in  the  United  States. 


Because  of  a wide  spectrum  of  clinical 
presentations,  the  diagnosis  of  men- 
ingococcal disease  can  be  difficult. 
Early  recognition  and  treatment  may 
be  life-saving,  making  familiarity  with 
meningococcal  disease  important  to 
all  primary  care  providers. 

In  this  paper,  we  present  a recent 
case  of  meningococcal  disease  and  re- 
view its  history,  etiology,  epidemi- 
ology, diagnosis  and  treatment. 

Case  Presentation 

The  patient  is  a 45-year-old  female 
from  Arizona  who  was  visiting  rela- 
tives in  western  Pennsylvania.  She 
was  well  until  the  evening  before  ad- 
mission when  she  felt  feverish  and 
lethargic.  The  following  morning  she 
was  discovered  in  bed  stuporous  and 
covered  with  a “purple  rash.” 

There  was  no  history  of  splenecto- 
my, chronic  illnesses  or  affected  family 
members. 

On  examination  she  was  white  and 
middle-aged  with  prominent  purpura 
and  petechiae  involving  her  entire 
body.  She  was  oriented  and  respon- 
sive, complaining  of  only  leg  and  foot 
pain.  Blood  pressure  was  60  mm  Hg 
systolic.  Temperature  was  38.2°  C, 
pulse  was  100/min,  and  respirations 
were  20/min.  Subconjunctival  hemor- 
rhages were  noted  bilaterally  but 
funduscopic  examination  was  normal. 
Petechiae  were  noted  on  mucous  mem- 
branes. Her  neck  was  supple.  Res- 
piratory, cardiovascular,  abdominal, 
pelvic,  and  neurologic  examinations 
were  normal. 

A presumptive  diagnosis  of  men- 
ingococcemia  was  made  and  four  mil- 
lion units  of  intravenous  penicillin 
were  administered. 

Pertinent  laboratory  results  includ- 
ed: white  blood  cell  count  9,800  (11 
metamyelocytes,  22  bands,  56  poly- 
morphonuclear leukocytes),  partial 
thromboplastin  time  90  sec.,  pro- 
thrombin time  «—  22.5  sec.,  platelets 
65,000/mm3,  fibrinogen  28,  fibrin  de- 
gradation products  >40,  serum  creat- 
inine 3.0  mg/dl,  and  BUN  77  mg/dl. 

Neisseria  meningitidis  was  recover- 
ed from  five  of  six  blood  cultures  and 
identified  as  Group  B.  Cerebrospinal 
fluid  ( CSF)  cultures  and  latex  aggluti- 
nation studies  of  CSF,  blood  and 
urine  were  negative. 
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The  patient’s  hospital  course  was 
complicated.  The  rapid  onset  of  acute 
respiratory  distress  syndrome  required 
mechanical  ventilation.  Cardiovas- 
cular instability  necessitated  careful 
fluid  resuscitation  and  support  with 
dopamine,  dobutamine,  and  norepine- 
phrine. Disseminated  intravascular 
coagulation  (DIC)  was  present,  re- 
quiring more  than  60  units  of  blood 
products,  and  resulted  in  dry  gangrene 
of  extremities  and  third  spacing  of 
fluids.  Acute  tubular  necrosis  oc- 
curred early  and  produced  a uremic 
encephalopathy  warranting  temporary 
peritoneal  dialysis.  Transient  hepatic 
dysfunction  and  liver  enzyme  eleva- 
tions also  were  observed. 

The  patient  left  the  intensive  care 
unit  after  36  days  and  was  discharged 
on  the  71st  hospital  day.  She  recently 
returned  for  amputation  of  her  toes, 
her  only  permanent  sequela. 

Historical  Considerations 

Meningococcal  disease  was  first  de- 
scribed in  Geneva  by  Viesseaux  in 
1805  as  an  epidemic  of  cerebrospinal 
fever.  The  organism  was  identified 
some  80  years  later  by  Weichselbaum 
in  Vienna  and  then  established  as  the 
etiologic  agent  of  epidemic  cerebro- 
spinal meningitis  by  Councilman  in 
1898. 1 Treatment  was  primitive  until 
Flexner  introduced  serotherapy  in  the 
United  States  in  1913. 1 In  the  1930s 
sulfonamide  therapy  was  instituted, 
reducing  mortality  to  as  low  as  five 
per  cent.2  More  recent  advances  have 
come  in  our  understanding  of  the  epi- 
demiology and  pathogenesis  of  the 
disease  and  our  ability  to  treat  its 
complications. 

Etiology 

Meningococcal  disease  is  caused  by 
the  bacterium  Neisseria  meningitidis. 
Described  as  a biscuit-shaped,  gram- 
negative diplococcus,  N.  meningitidis 
is  a fastidious  organism  growing  best 
on  chocolate  agar  and  in  the  presence 
of  increased  carbon  dioxide  (COD.3 
The  organism  is  found  most  often  in 
the  posterior  nasopharynx  where  it 
may  be  isolated  by  swabbing  the  pos- 
terior nasal  surface,  inoculating  on 
warmed  Thayer-Martin  medium,  and 
incubating  in  an  elevated  COl;  (candle- 
jar)  environment.3  Morphologically 
similar  to  N.  gonorrhoeae,  N.  meningi- 
tidis can  be  identified  more  precisely 


with  fermentation  reactions.  Speci- 
fically, N.  meningitidis  ferments  dex- 
trose and  maltose  whereas  N.  gonor- 
rhoeae reacts  with  only  the  former.3 

Several  physical  properties  are  im- 
portant to  the  pathophysiology  of 
the  disease.  The  lipopolysaccharide 
(LPS)  endotoxin  is  especially  im- 
portant, accounting  for  many  of  the 
characteristic  clinical  manifestations.1 
While  sharing  the  core  and  lipid  A 
components  of  other  gram-negative 
bacteria,  the  neisseriae  LPS  lacks  the 
O-antigen  side  chains — a difference 
that  may  explain  its  enhanced  toxi- 
city.1 Other  properties  of  the  bac- 
terium, the  pili  and  extracellular  pro- 
teases may  have  importance  in  patho- 
genesis as  well.  Both  may  play  a role 
in  the  nasopharyngeal  carrier  state. 
The  pili  may  affect  bacterial  adher- 
ence to  mucosa1  while  the  proteases 
may  decrease  mucosal  immunity.4 

Also  important  to  the  organism’s 
pathogenicity  is  the  outer  polysac- 
charide capsule.  Additionally,  this 
“carbohydrate  coat”  confers  on  the 
bacterium  its  immunologic  personal- 
ity. At  least  nine  serogroups  are  iden- 


Meningococcal  disease  mani- 
fests itself  in  a ivide  spectrum 
of  clinical  presentations.  It  may 
appear  as  an  indolent  illness 
with  chronic  fever  and  a macu- 
lar rash  or  declare  itself  with 
fulminant  cardiovascular  col- 
lapse. 


tified  in  this  way,  denoted  A,B,C,D. 
X.Y.Z.Z'  ( 29E  I , and  W135.5  A sec- 
ond identifying  property  is  the  protein 
antigen  which  resides  in  the  outer 
membrane  of  the  cell  wall.4  Based  on 
differences  in  these  antigens,  as  many 
as  15  serotypes  have  been  identified 
for  Group  B alone.5  These  serologic 
classifications  are  useful  in  character- 
izing the  epidemiology  of  mening- 
ococcal disease. 

Epidemiology 

Meningococcal  disease  is  still  a 
major  health  problem  throughout  the 
world  and  occurs  in  both  epidemic 
outbreaks  and  sporadic  cases.  During 
a recent  10-year  period,  the  annual 
attack  rate  in  the  United  States 
ranged  from  0.7  to  1.3  cases  per 


100,000  population.6  Infants  and 
children  are  more  commonly  affected, 
with  the  attack  rates  per  100,000 
population  being  14.4  for  infants  less 
than  one  year  old,  4.6  for  children 
one  to  four  years  old,  and  0.3  for  per- 
sons aged  20  years  or  older.6 

Prior  to  1972,  there  was  a secon- 
dary peak  in  adolescents  and  young 
adults  of  15  to  24  years.  This  peak 
has  disappeared,  probably  due  to  the 
decline  in  cases  in  military  recruits 
since  the  introduction  of  the  bivalent 
AC  meningococcal  vaccine.6  Males 
are  affected  slightly  more  often  than 
females.6 

Serogroup  A has  been  associated 
traditionally  with  epidemics  while 
serogroup  B has  been  associated  with 
the  sporadic  cases.  For  example,  an 
epidemic  of  serogroup  A meningococ- 
cal disease  occurred  in  Nepal  in  1983. 
In  this  epidemic,  an  annual  attack 
rate  of  103  cases  per  100,000  popu- 
lation and  a case-fatality  ratio  of  11 
per  cent  were  reported.  Both  the 
native  population  and  tourists  were 
affected.' 

In  the  past,  the  majority  df  cases 
of  meningococcal  disease  have  been 
caused  by  serogroups  A,  B and  C; 
however,  serogroups  Y and  W135 
have  increased  in  frequency.6  During 
a recent  six-year  period  in  the  United 
States,  54  per  cent  of  the  cases  were 
caused  by  serogroup  B.  followed  by 
Group  C ( 19  per  cent ) , Group  Y (11 
per  cent  I , Group  W135  ( 10  per  cent ) , 
and  Group  A I three  per  cent).6  The 
highest  prevalence  of  serogroup  B is 
related  to  the  sporadic  nature  of  the 
disease  during  this  period. 

The  meningococci  are  harbored  in 
the  nasopharynx  of  humans  and  are 
transmitted  principally  by  inhalation 
of  droplets  of  nasopharyngeal  secre- 
tions. The  meningococci  can  spread 
rapidly  among  military  recruits  living 
in  close  proximity.8  A high  carriage 
rate  does  not  correlate  necessarily  with 
the  onset  of  an  epidemic;  in  contrast, 
a high  acquisition  rate,  or  the  rapid 
development  of  a large  number  of  new 
carriers,  is  a major  factor  in  epidemic 
outbreaks.5  Household  contacts  of 
patients  with  clinical  disease  are  more 
likely  to  contract  meningococcal  dis- 
ease. However,  crowded  conditions 
alone  within  a population  may  not  be 
of  significance  in  the  spread  of  the 
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disease.5  In  Alaska,  which  has  the 
highest  attack  rate  of  any  state, 
alcoholics  are  a high  risk  for 
meningococcal  disease.6 

Clinical  Presentation 

Meningococcal  disease  manifests 
itself  in  a wide  spectrum  of  clinical 
presentations.  It  may  appear  as  an 
indolent  illness  with  chronic  fever  and 
a macular  rash  or  declare  itself  with 
fulminant  cardiovascular  collapse.9 
Wolfe  and  Birbara10  fin  a military 
setting)  described  four  general  clini- 
cal situations: 

(1)  Bacteremia:  A patient  is  ad- 
mitted with  an  upper  respiratory  in- 
fection, bronchitis  or  viral  exanthem. 
Feeling  well,  he /she  is  soon  dis- 
charged only  to  have  N.  meningitidis 
recovered  from  blood  cultures  days 
later.  Repeat  blood  cultures  will  be 
negative. 

(2)  Septicemia:  The  patient  pre- 
sents with  a sudden  onset  of  fever, 
chills,  generalized  myalgias,  weakness, 
nausea,  vomiting,  and  headache.  A 
rash  is  present  or  soon  develops. 
There  is  a leukocytosis.  Hypotension 
may  be  prominent.  CSF  is  normal. 

(3)  Meningitis:  The  patient  has 
headache,  fever  and  meningeal  signs 
with  typical  CSF  changes.  The  state 
of  the  sensorium  is  varied.  No  patho- 
logic reflexes  are  elicited. 

(4)  Meningoencephalitic:  The  pa- 
tient is  obtunded  and  abnormal  deep 
tendon  and  superficial  reflexes  are 
elicited. 

In  these  four  general  conditions, 
certain  signs  and  symptoms  are 
especially  significant.  They  may  pre- 
sent either  acutely  or  in  a more  in- 
dolent manner.  Meningococcal  men- 
ingitis is  an  acute  illness  that  was 
characterized  in  one  series11  of  53 
patients  by  the  following:  fever  in 

45  patients,  headache  in  25  patients, 
chills  in  20  patients,  and  stiff  neck  in 
15  patients.  Note  that  headache  and 
stiff  neck  were  reported  in  less  than 
50  per  cent  of  patients  with  docu- 
mented meningitis. 

Meningococcal  disease  also  may 
present  acutely  without  meningitis. 
Fulminant  meningococcemia  may  be 
heralded  by  petechiae  which  reflect 
the  associated  coagulopathy.4  When 
present,  affected  areas  can  be  en- 


circled so  that  petechiae  can  be 
enumerated  and  precisely  followed. 
Often,  however,  they  will  be  incon- 
spicuous, making  careful  examination 
of  a disrobed  patient  a necessity. 
These  patients  also  may  present  with 
disseminated  purpura  ( purpura  ful- 
minans ) as  in  the  case  above. 
Arthralgias  also  are  seen  in  these  pa- 
tients, occasionally  being  their  only 
subjective  complaint.  Early  in  the 
course  of  this  illness,  polyarticular 
arthritis  may  occur  — in  contrast  to 
the  oligo-  or  monoarticular  arthritis 
seen  during  treatment  of  meningococ- 
cal meningitis.  Similarly,  pericarditis 
may  occur  either  early  or  late  in  the 
course  of  the  disease.5 

Though  less  common  than  the  acute 
meningococcal  disease,  chronic  men- 
ingococcemia is  characterized  by 
similar  signs  and  symptoms.  In  one 
series  12  (N=148)  fever  and  chills 
were  noted  in  all  such  patients.  Other 
symptoms  included  rash  (93  per 
cent),  arthralgias  (70  per  cent)  and 
headache  (62  per  cent). 

N . meningitidis  also  has  been  impli- 
cated in  various  other  conditions  such 
as  pneumonia,4  urethritis,4  pharyn- 


In  vieiv  of  the  relatively  non- 
specific clinical  presentations , 
laboratory  studies  are  particu- 
larly important  in  diagnosing 
meningococcal  disease.  Studies 
of  blood  and  CSF  are  especially 
useful. 


gitis,13  ophthalmitis,5  peritonitis,5  and 
genital  tract  infections.5 

Laboratory  Studies 

In  view  of  the  relatively  non- 
specific clinical  presentations,  labora- 
tory studies  are  particularly  important 
in  diagnosing  meningococcal  disease. 
Studies  of  blood  and  CSF  are  especi- 
ally useful.  One  large  series14  re- 
ported 94  per  cent  (N  = 423)  of  CSF 
samples  as  positive  for  meningococci 
by  either  Gram’s  stain  or  culture. 
Another  series11  found  that  91  per 
cent  (N=  153 ) of  CSF  sediment 
Gram’s  stains  were  correctly  inter- 
preted by  housestaff,  thus  affording 
rapid  diagnosis  and  directed  treat- 
ment. Other  CSF  studies  are  con- 


sistent with  bacterial  meningitis.  Glu- 
cose is  usually  less  than  40  mg/dl  (or 
low  relative  to  serum  glucose).  CSF 
pressure  and  protein  are  elevated 
(median  150  mg/ 100  ml).4  Acutely, 
many  PMN  will  be  seen  (mean  WBC 
count  1200/mm2)11  while  a pleo- 
morphic cellularity  may  follow  partial 
treatment.  Blood  cultures  are  also 
very  useful  though  not  always  positive 
in  the  presence  of  disease.  Some 
series14,1 3 suggest  that  roughly  50  per 
cent  of  blood  cultures  will  be  positive. 
Cultures  and  stains  of  other  involved 
tissues  can  be  done  with  variable 
results.14 

In  addition  to  demonstrating  the 
meningococcus  directly,  the  diagnosis 
can  be  made  by  detecting  the  bacterial 
antigen  with  several  immunologic 
techniques.  The  advantage  of  such 
methods  is  their  speed  and  specificity. 
However,  false  negative  results  are 
common  — up  to  50  per  cent  in 
CSF.4  To  offset  this  poor  sensitivity, 
concentrated  urine  has  been  proposed 
as  a more  reliable  source  of  antigen.4 

Though  less  useful  in  diagnosis, 
other  routine  laboratory  studies  are 
important  in  treatment  and  prognosis. 
Leukocytosis  with  a left  shift  generally 
accompanies  active  disease  but  counts 
of  4,000  to  36,000  are  reported.12 
The  absence  of  leukocytosis  is  associ- 
ated with  a poor  prognosis.3  Bleeding 
and  clotting  times  and  platelet  counts 
are  usually  unchanged  in  chronic 
meningococcemia.12  However,  in  the 
fulminant  condition  with  DIC  one  will 
see  increased  clotting  times,  thrombo- 
cytopenia, decreased  fibrinogen,  and 
increased  fibrin  degradation  products. 

Diagnosis 

The  diagnosis  of  meningococcal 
disease,  then,  is  influenced  by  several 
factors.  Characteristic  signs  and 
symptoms  (fever,  rash,  and  joint 
pain  I observed  in  the  context  of  any 
of  the  four  general  presentations 
arouses  suspicion  of  meningococcal 
disease.  Laboratory  tests  (CBC,  PT, 
PTT,  platelet  count ) may  be  helpful. 
Cultures  and  stains  of  body  fluids 
should  be  done,  and  demonstration  of 
the  gram-negative  diplococci  or  the 
bacterial  antigen  establishes  the  diag- 
nosis. 

The  differential  diagnosis  depends 
on  the  presentation.  When  faced  with 
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the  meningitis  presentation,  other 
causes  of  acute  bacterial  meningitis 
should  be  considered.  These  often  are 
differentiated  by  epidemiologic  factors 
and  diagnostic  tests  (e.g.  age,  CBC 
and  CSF  studies).  The  meningococcal 
rash  may  be  confused  with  the  more 
common  viral  exanthems.  Rocky 
Mountain  Spotted  Fever  (RMSF) 
may  be  considered  also.  Though  dif- 
ferent in  epidemiology  and  signs  (e.g. 
no  meningismus ) , RMSF  may  be 
ruled  out  only  by  culture  or  Gram’s 
stain  of  CSF.  Likewise,  Henoch- 
Schonlein  purpura,  acute  rheumatic 
fever,  acute  bacterial  endocarditis, 
and  gonococcemia  may  all  present  in 
a pattern  similar  to  meningococcemia. 

Treatment 

Treatment  of  meningococcal  disease 
was  markedly  advanced  in  1937  when 
sulfonamide  antibiotics  were  intro- 
duced.2 The  emergence  of  bacteria 
resistant  to  sulfonamides  led  to  the 
subsequent  use  of  penicillin  and 
chloramphenicol  in  these  infections. 
Currently,  intravenous  penicillin  is 
recommended  as  the  first-line  agent 
in  a dose  of  300,000  units/kg/day  in 
adults  up  to  a maximum  of  24  mil- 
lion units/day.4  A 10-  to  14-day 
course  of  antibiotics  is  generally 
efficacious.  Intrathecal  penicillin  is 
contraindicated.  In  patients  allergic 
to  penicillin,  chloramphenicol  100 
mg/kg/day  (up  to  4 g total/day) 
is  recommended.4  This  regimen  is 
recommended  for  all  meningococcal 
diseases.  Generally,  one  can  obtain 
appropriate  cultures  before  instituting 
antibiotics.  However,  it  should  be 
emphasized  that  in  those  cases  of  ful- 
minant meningococcemia,  antibiotics 
may  be  life-saving  and  should  be 
instituted  immediately.  Respiratory 
isolation  should  also  be  instituted  until 
24  hours  of  appropriate  I.V.  anti- 
biotics have  been  given. 

In  addition  to  treatment  of  the  pri- 
mary disease,  supportive  care  is  often 
necessary  for  complications  of  men- 
ingococcal disease.  The  fulminant 
meningococcemic  presentation,  as  ex- 
emplified in  the  case  report  here,  is 
associated  with  a myriad  of  serious 
complications.  Cardiovascular  collapse 
is  perhaps  the  most  urgent.  Beyond 
the  expected  septic  shock  associated 
with  gram-negative  organisms,  men- 


ingococcal shock  results  in  a signifi- 
cantly higher  incidence  of  myocardial 
depression.9,15  In  general,  a septic 
shock  profile  (low  central  venous  pres- 
sures, low  systemic  resistance,  high 
cardiac  output ) will  precede  the 
cardiogenic  shock.16  However,  our 
experience  was  clearly  different, 
illustrating  the  necessity  of  close 
hemodynamic  monitoring  in  an  ICU 
setting.  Treatment  can  then  be  tailored 
to  the  patient’s  clinical  status  and  may 
include  both  volume  expansion  by  IV 
fluids  and  inotropic  support.  Recogni- 
tion of  the  combination  of  septic  and 
cardiogenic  shock  may  make  the  ad- 
dition of  dobutamine,  dopamine  or 
norepinephrine  appropriate.9'16  Peri- 
cardial effusion  also  may  occur  and 
should  be  excluded  as  a reversible 
cause  of  cardiogenic  shock. 

The  hypotension  experienced  in 
shock  jeopardizes  many  vital  organs. 
In  our  case  acute  tubular  necrosis  and 
renal  failure  developed,  resulting  in 
uremic  encephalopathy.  Temporary 
peritoneal  dialysis  was  utilized.  Simi- 
larly, abdominal  organs  are  at  risk 


Currently , intravenous  peni- 
cillin is  recommended  as  the 
first-line  agent  in  a dose  of 
300,000  units/kg/day  in  adults 
up  to  a maximum  of  24  million 
units/ day. 


and  should  be  observed  for  signs  of 
malfunction. 

Treatment  of  concomitant  DIC  is 
essentially  supportive.  Replacement 
of  blood  and  blood  products  (plasma, 
platelets  and  Vitamin  K I may  be 
etensive  as  indicated  by  clinical  and 
laboratory  parameters.  The  use  of 
heparin  is  controversial  and,  there- 
fore, cannot  be  recommended.1718 
Extensive  bleeding  also  may  com- 
promise vital  organs.  Subcutaneous 
hemorrhage  leads  to  dry  gangrene  and 
bullae.  Vascular  instability  at  this 
level  causes  burn-like  third  spacing 
of  fluids  and  electrolytes.  Adrenal 
hemorrhage  (Waterhouse-Friderich- 
sen syndrome)  is  a classic  sequela 
once  thought  to  contribute  to  the  state 
of  shock.  However,  the  rare  occur- 
rence of  adrenal  insufficiency  in 
these  patients  makes  steroid  replace- 


ment usually  unnecessary.19  High-dose 
steroids,  on  the  other  hand,  may  be 
useful  in  reversing  the  acute  phase 
of  shock  (e.g.  prednisone  30  mg  /kg 
x 1-2  doses),20  though  even  this  indi- 
cation is  questioned.5 

Prophylaxis 

Beyond  treatment  of  the  primary 
disease  and  its  complications  is  the 
issue  of  chemoprophylaxis  of  indi- 
viduals exposed  to  the  index  patient. 
Indiscriminant  prophylactic  use  of 
sulfonamides  has  led  to  the  emergence 
of  resistant  strains  of  bacteria.4  Since 
then,  new  drugs  have  been  recom- 
mended and  guidelines  established  for 
their  use.  At  present,  rifampin  600 
mg  orally  every  12  hours  for  four 
doses  for  adults  and  10  mg  /kg  every 
12  hours  for  four  doses  in  children 
are  suggested  for  intimate  contacts.21 
This  should  include  household  mem- 
bers ( those  who  have  eaten  with, 
kissed,  or  hugged  the  patient)  and 
those  in  close  quarters  ( military  bar- 
racks, dormitories,  day  care  centers 
or  nursing  homes).22  Many  experts 
recommend  administering  rifampin  to 
the  index  case  also  to  eradicate 
nasopharyngeal  carriage  but  this  usage 
is  not  well-established.  Medical  per- 
sonnel are  not,  in  general,  at  increased 
risk  and  should  not  receive  prophy- 
laxis unless  involved  in  intimate  ex- 
posure (e.g.  mouth-to-mouth  resusci- 
tation).23'24 Candidates  should  be 
forewarned  of  the  expected  red  dis- 
coloration of  their  urine  from  rifam- 
pin. Minocycline  is  an  acceptable 
alternative  to  rifampin  but  is  generally 
less  desirable  because  of  associated 
vertigo.  Secondary  cases  usually 
occur  within  10  days  of  exposure. 

Another  means  of  prophylaxis  is 
vaccination.  The  immunogenic  poly- 
saccharide capsule  provides  a means 
for  acquiring  immunity  to  Groups 
A.C.Y,  and  W-135  bacteria.5  Their 
usefulness  and  safety  in  adults  in 
epidemic  areas  is  established.  Less 
clear  is  their  role  in  other  populations. 

Prognosis 

It  is  not  particularly  useful  to  dis- 
cuss in  detail  the  prognosis  of 
meningococcal  disease.  The  wide 
range  of  clinical  expressions  makes 
reports  with  precise  percentages  of 
morbidity  and  mortality  difficult  to 
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apply  to  particular  cases.  Moreover, 
most  reported  series  predate  the  ad- 
vances we  now  enjoy  in  critical  care 
medicine.  Nevertheless,  there  are 
general  factors  associated  with  a poor 
prognosis  which  bear  mention.  These 
include  (1)  absence  of  meningitis; 
(2)  fever;  (3)  thrombocytopenia; 
(4)  petechiae;  (5)  hypotension;  and 
(6)  absence  of  leukocytosis.25  We 
would  reinforce  also  the  importance 
of  early  recognition  and  treatment  in 
the  prognosis  of  meningococcal  dis- 
ease. The  observation  of  lower  mor- 
tality rates  in  epidemics  may  be 
explained  by  improved  recognition, 
making  early  diagnosis  a final  signifi- 
cant prognostic  factor. 
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In  My  Opinion 


FMGs,  AM  A Should  Work  Together 


Recently  our  local  medical  society 
attended  a meeting  of  the  Legis- 
lative Committee  of  our  Auxiliary. 
One  of  the  speakers  was  Merwyn  G. 
Scholten,  the  Executive  Director  of 
the  West  Virginia  State  Medical  Asso- 
ciation. During  his  talk  he  pointed 
out  the  advantages  of  AMA  member- 
ship. Exception  to  this  was  voiced  by 
one  of  our  most  respected  foreign 
medical  graduates  (FMG)  who  did 
not  feel  that  the  AMA  was  making 
any  effort  to  resolve  the  roadblocks 
for  licensure  of  the  FMG.  The  Exe- 
cutive Director  stated  correctly  that 
the  problem,  if  any,  must  be  brought 
to  the  attention  of  the  House  of  Dele- 
gates of  the  AMA  and  that  this  could 
result  in  corrective  action,  if  indicat- 
ed. In  this  I would  agree  and  suggest 
that  American  graduates  desiring  to 
practice  in  other  countries  would  en- 
counter similar  problems  and  would 
have  to  take  similar  actions  through 
their  medical  organizations. 

In  order  to  understand  the  prob- 
lems of  the  FMG  we  must  take  an 
historical  approach.  One  first  must 
look  at  the  Immigration  and  National- 
ity Act  (McCarron-Walter  Act)  of 
1952.  This  act  provided  annual  im- 
migration quotas  of  one  sixth  of  one 
per  cent  attributable  to  national  ori- 
gin based  on  the  1920  census;  it  did 
not  apply  to  western  nations. 

Modifications  were  made  in  1965, 
to  become  effective  in  1968,  provid- 
ing for  the  admission  of  170,000  per- 
sons per  year  for  all  nations  outside 
the  Western  Hemisphere,  with  a limit 
of  20,000  per  year  from  any  one  na- 
tion in  both  the  Eastern  and  Western 
hemispheres.  Immigration  from  west- 
ern nations  was  restricted  to  120,000 
per  year. 


The  modifications  also  gave  pre- 
ference to  skilled  workers  (50  per 
cent),  parents  of  American  citizens 
(30  per  cent),  and  to  spouses  and 
children  of  permanent-resident  aliens 
( 20  per  cent ) . 

Following  these  acts,  further  modi- 
fications were  made  to  accommodate 
displaced  persons.  At  present,  the  im- 
migration policies  have  been  aggra- 
vated by  the  illegal  influx  of  people 
from  our  neighboring  countries  to  the 
South  and  other  regions.  Congress 
has  made  many  futile  attempts  to 
come  to  grips  with  the  situation. 
Hopefully,  a rational  approach  will  be 
develop  in  the  near  future. 

The  position  of  the  FMG  is  under- 
standable but,  again,  this  understand- 
ing must  be  approached  from  the  his- 
torical point  of  view.  When  the  second 
World  War  ended  there  was  a tre- 
mendous influx  of  discharged  doctors 
into  the  residency  programs.  Not  only 
were  these  programs  quickly  filled  but 
hundreds  of  other  residency  programs 
were  perhaps  too  quickly  developed. 
This  resulted  in  a source  of  cheap 
labor  for  the  hospitals  and  our  pro- 
fession. We  became  addicted  to  this 
new  form  of  medical  and  hospital 
care. 

When  the  supply  of  American  doc- 
tors dried  up  we  turned  to  the  FMG. 
One  of  the  objectives  was  to  train 
them  in  American  methods  which 
they  could,  in  turn,  take  back  to  their 
countries  of  origin  to  provide  better 
medical  care,  but  the  FMG,  under- 
standably, realized  the  advantages  in 
the  economic  and  professional  aspects 
of  remaining  in  this  country.  Our 
medical  profession,  our  congressmen, 
our  citizen  action  groups,  and  others 
also  saw  the  advantages  in  keeping 


FMGs  in  this  country  and  supported 
them  as  best  they  could.  All  of  this 
seemed  reasonable  and  was  to  every- 
one’s credit. 

While  this  solved  one  problem, 
others  were  created.  There  were  the 
problems  of  language  and  licensure. 
There  was  the  problem  of  different 
methods  of  medical  education.  There 
was  the  problem  of  the  quota  system. 
These  problems  were  handled  by  way 
of  examinations  such  as  FLEX. 
Whether  this  approach  is  fair  or  ade- 
quate is  a question  that  probably 
bears  further  study.  Finally,  there  is 
the  problem  that  our  American  medi- 
cal schools  are  graduating  a large 
number  of  doctors,  and  that  soon 
there  will  be  too  many  doctors  chasing 
too  few  patients.  This  becomes  an 
economic  situation,  for  if  the  slots  are 
filled  by  FMGs,  how  do  our  American 
doctors  find  practice  situations?  It  is 
sort  of  like  the  industrial  problems 
that  resulted  in  antidumping  laws. 

We  in  this  country  have  a problem 
that  can  only  be  answered  by  a strong 
and  representative  AMA.  The  FMG 
and  the  American-trained  physician 
must  meet  on  a common  ground  so 
that  adequate  discussion,  analysis  and 
solutions  can  be  accomplished  In 
union  there  is  strength.  I would  hope 
that  the  FMG  would  see  the  advantage 
in  this  union  and  understand  that  frag- 
mentation is  self-destructive. 

Herman  Fischer,  M.  D. 

Bridgeport 


We  welcome  contributions  to  In  My 
Opinion.  Submissions  should  be  addressed 
to  Stephen  D.  Ward,  M.  D.,  Editor,  The 
West  Virginia  Medical  Journal , Box  4106, 
Charleston,  West  Virginia  25364. 
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CNA  supports  you 
with  over  $12  billion 
in  assets. 


You’ve  worked  hard  to  build  your  medical  practice 
and  your  professional  reputation.  To  protect  them, 
you  should  rely  on  a medical  malpractice  program 
that  is  financially  sound.  With  over  $12  billion  in 
assets  and  $1.1  billion  in  equity  you  can  depend 
on  the  CNA  Insurance  Companies’  commitment 
to  West  Virginia  physicians. 

Our  financial  strength  has  enabled  us  to  offer 
malpractice  insurance  continuously  for  15  years  - 
even  through  the  years  of  malpractice  crises.  As 
one  of  the  largest  medical  malpractice  insurers, 


CNA  has  the  financial  strength  to  protect  you  not 
just  today,  but  whenever  you  might  need  us. 

Secure  your  future  with  a financially  strong 
leader.  Contact  the  CNA  program  administrator 
for  more  information. 

McDonough,  Caperton,  Shepherd 
Association  Group 
P.O.  Box  3186 
One  Hillcrest  Dr.  E. 

Charleston,  WV  25332 
(304)346-0611 


C;  I '| 

% * # 


The  WVSMA/CNA  Physicians  Protection  Program  is  underwritten  by  Continental 
Casualty  Company,  one  of  the  CNA  Insurance  Companies. 


OVA 

For  All  the  Commitments  You  Make® 
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Uncompensated  Care 


The  term  uncompensated  care  may 
not  be  familiar,  but  the  circum- 
stances are  familiar  to  every  physi- 
cian. It  refers  to  the  medical  care  of 
those  patients  who  either  have  no  in- 
surance or  have  inadequate  insurance 
coverage.  Some  are  employed  in  low- 
paying  jobs;  many  are  unemployed. 
Their  meager  resources  are  such  that 
they  do  not  qualify  for  Medicaid. 

Estimates  suggest  that  25-30  mil- 
lion Americans  are  uninsured,  and  an 
additional  20  million  are  under- 
insured. Add  to  this  the  fact  that 
Americans  pay  a 30-per  cent  higher 
out-of-pocket  contribution  to  their 
health  care  than  in  most  nations  and 
the  problem  is  a major  one. 

Over  half  of  the  uninsured  are 
below  the  age  of  25.  Young  families 
are  least  able  to  handle  major  health 
care  expenses. 

West  Virginians  are  especially 
vulnerable  to  this  situation  because  of 
the  state’s  high  unemployment  rate. 


Physicians  will,  as  usual,  continue 
to  provide  the  care  needed  for  those 
who  are  unable  to  pay.  We  hope 
shortly  to  make  a proposal  that  will 
seek  to  document  the  amount  of 
uncompensated  care  that  the  physi- 
cians of  West  Virginia  provide.  This 
is  an  important  piece  of  information 
that  has  never  been  adequately  col- 
lected. 

Even  with  our  contribution,  how- 
ever, the  hospital  bills,  laboratory, 
x-ray  and  charges  of  other  health  pro- 
viders represent  major  cost  items 
which  are  now  either  written  off  or 
“shifted’’  to  those  who  can  afford  to 
pay. 

Senator  Gerald  Ash  has  made  a 
major  proposal  which  will  he  widely 
debated  during  the  coming  year.  He 
suggests  that  adequate  insurance  be 
provided  for  every  West  Virginian 
who  cannot  afford  it  through  restoring 
the  state’s  tax  on  food. 

This  may  be  labelled  as  regressive 
legislation  but  it  makes  a lot  of  sense. 
When  the  state’s  tax  on  food  was 


removed,  one  of  the  reasons  given  was 
that  it  penalized  the  needy.  With 
Senator  Ash’s  proposal  the  poor  would 
be  direct  beneficiaries  of  the  tax. 

It  is  very  clear  that  the  federal 
budget  reduction  is  going  to  make  the 
state  increasingly  responsible  for  help- 
ing its  own  citizens.  We  can  do  it,  and 
we  ll  be  much  stronger  in  the  long 
run  for  it. 


David  Z.  Morgan,  M.  D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


WESPAC  Contributions  Needed  As  Primaries  Near 


Physicians  interested  and  concerned 
about  responsive  government  have  the 
opportunity  to  assist  in  electing  candi- 
dates whose  views  and  philosophies 
most  nearly  parallel  their  own. 

How?  By  joining  WESPAC,  the 
political  action  arm  of  West  Virginia 
Medicine.  A $50  contribution  makes 
the  physician  or  spouse  a regular 
member  of  WESPAC  while  a $100  or 
more  contribution  qualifies  one  as  a 
sustaining  member  and  earns  the  right 
to  wear  the  “99+”  pin  — this  year  a 
silver  lapel  pin  commemorating  the 
25th  anniversary  of  AMPAC,  the 
AMA’s  political  arm  on  the  national 
level. 

Since  corporations  cannot  make  po- 
litical contributions,  all  donations 
should  be  on  your  personal  check  rath- 
er than  on  corporate  checks.  Contri- 
butions are  shared  with  AMPAC  to 
support  West  Virginia  candidates  at 
the  federal  level  as  determined  through 
the  joint  decisions  of  WESPAC  and 
AMPAC. 


Through  a single  contribution  a 
physician  can  support  candidates  fav- 
orably inclined  toward  medicine’s 
views  and  philosophies  on  both  the 
state  and  federal  level. 

As  of  mid-February,  166  physicians 
and  spouses  had  seen  fit  to  make  a 
political  investment  in  WESPAC. 
This  figure  includes  113  regular  mem- 
bers and  53  sustaining  members.  Just 
two  years  ago  we  had  only  12  sustain- 
ing members  at  Annual  Meeting  time! 
But  we  cannot  rest  on  our  laurels;  we 
must  continue  to  attract  WESPAC/ 
AMPAC  members. 

WESPAC’s  short-term  goal  is  to 
have  at  least  100  sustaining  members 
and  300  regular  members  by  year’s 
end.  Won’t  you  do  your  part  by  join- 
ing now? 

We  solicit  not  only  your  dollars  for 
PAC  contributions,  but  we  earnestly 
invite  your  assessment  of  candidates 
and  their  prospects  in  your  area  as  the 
WESPAC  Board  faces  the  difficult  de- 


cisions of  determining  which  candi- 
dates for  the  House  and  Senate  merit 
the  support  of  the  medical  community. 

And  finally,  we  earnestly  suggest 
that  our  members  become  actively  in- 
volved in  the  actual  campaigns  of 
candidates  they  believe  in  and  sup- 
port. The  donation  of  a few  hours 
time  knocking  on  doors  handing  out 
compaign  materials  or  working  to  reg- 
ister voters,  making  phone  calls  or 
sponsoring  a neighborhood  coffee  and 
“meet  the  candidate”  effort  will  be 
as  important  and  perhaps  even  more 
effective  than  dollars  donated. 

Short  of  running  for  an  office  your- 
self, the  next  best  thing  you  can  do  is 
to  financially  support  your  favorite 
candidates  if  you  have  any  hope  of 
making  gains  in  the  legislative  arena 
in  the  future.  If  you  don’t  have  a 
personal  favorite  candidate,  a contri- 
bution to  your  profession’s  political 
action  committee  allows  you  to  speak 
with  physicians  collectively. 

Please  send  your  check  today. 


Professional  Liability  — A Slow  Virus 


An  intriguing  mystery  under  in- 
vestigation at  research  centers  about 
the  world  is  that  associated  with  the 
phenomenon  of  slow  viruses.  These 
are  infectious  conditions  wherein  the 
infecting  agent  apparently  enters  the 
body  and  lies  dormant  for  many  years 
prior  to  its  initiation  of  activity  lead- 
ing to  symptoms  of  disease.  Dement- 
ing diseases  such  as  Jakob-Creutzfeldt 
disease  and  some  forms  of  cancer  are 
suspected  of  being  caused  by  slow  vi- 
ruses. None  seem  to  be  trivial. 

On  occasion,  not  necessarily  appro- 
priately, one  might  recall  from  the 


study  of  embryology  in  medical 
school  days  comments  on  the  frequen- 
cy with  which  ontogeny  mimics  phy- 
logeny.  A recent  trip  to  the  library 
and  perusal  of  Volume  One  of  The 
Journal  brought  one  such  occasion. 
The  allusion  to  the  embryological 
phenomenon  came  clearly  to  mind  but 
whether  a slow  virus  mimics  our 
malpractice  problem,  or  vice  versa, 
is  open  to  question. 

The  Journal  was  initially  published 
bi-monthly.  Volume  One  - Number 
One  appeared  in  August  1906.  In  the 
October  1906  Volume  One-Number 
Two  issue  appeared  the  following  note 


by  the  Editor,  one  S.  L.  Jepson,  M.  D., 
of  Wheeling: 

The  Chicago  Medical  Society 
several  years  ago  instituted  a 
plan  of  defense  of  its  members 
against  suits  for  alleged  mal- 
practice, nearly  all  of  which,  as 
is  well  known,  are  grossly  unjust. 
Since  our  State  Association  has 
appointed  a committee  to  consid- 
er and  report  on  this  subject,  our 
readers  will  be  interested  in  this 
report  of  the  Chicago  Society 
committee  having  this  matter  in 
charge. 

There  follows  then  the  report  of  the 
Chicago  Medical  Society  referred  to 
and  additionally  a reprint  of  an  edi- 
torial from  the  Illinois  Medical  Jour- 
nal on  the  same  subject. 

(Continued  on  Next  Page) 
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From  the  Chicago  Medical  Society 
report  the  following  quote  seems  time- 
less in  its  aptness  and  in  its  appeal: 

Among  the  more  common 
causes  of  malpractice  suits  this 
year  we  notice  are  an  effort  to 
evade  the  physician’s  bill,  obste- 
trical cases,  injuries  of  children, 
and  insufficient  attention  on  the 
part  of  the  physician  to  his  pa- 
tient. 

We  would  again  call  your  at- 
tention to  the  fact  that  anyone, 
no  matter  what  his  standing  or 
reputation,  can  bring  a malprac- 
tice suit  regardless  of  cause.  He 
is  frequently  urged  to  do  so  by 
some  irresponsible  attorney.  If 
a law  could  be  enacted  which 
would  require  an  indemnifying 
bond  before  instituting  suit,  few 
malpractice  suits  would  be  heard 
of.  . . 

The  following  from  the  Illinois 
Medical  Journal  editorial  likewise 


seems  to  have  lost  little  of  its  fresh- 
ness: 

...  It  has  been  abundantly 
demonstrated  that  90  per  cent  of 
all  malpractice  and  damage  suits 
against  physicians  originate  in 
the  activity  of  some  members  of 
the  legal  profession,  who  work  up 
these  cases  upon  a contingent  fee 
basis.  The  lawyers  who  do  this 
kind  of  work  generally  possess 
more  shrewdness  and  knowledge 
of  the  weaknesses  of  human  na- 
ture than  they  do  reputation  and 
standing  in  their  profession  . . . 

The  professional  liability  virus  is 
not  new,  not  another  AIDS  pestilence 
sweeping  in  epidemic  fashion  through 
the  countryside.  This  virus  came  on 
us  generations  ago  and  has  been  gath- 
ering strength  and  virulence  these 
many  years. 

Like  other  pestilences,  slow  or  quick 
in  origin,  this  modern  day  plague  is 
likely  to  produce  fatalities.  The  ini- 


tial fatalities  will  be  physicians  and 
their  practices.  Patients  without  phy- 
sicians, without  medical  care,  will  be 
the  secondary  victims.  They  will  rou- 
tinely die  of  the  routine  things  of 
which  those  without  medical  care  have 
always  routinely  died. 

It  is  perfectly  clear  for  anyone  will- 
ing to  look  that  today  it  is  obstetrical 
care  and  high-risk  surgical  procedures 
that  are  moribund  from  the  fulminat- 
ing professional  liability  disease. 
Other  medical  specialities  are  sicken- 
ing and  as  they  weaken,  their  newer, 
most  advanced  and  hence  riskiest 
treatments  and  procedures  are  drop- 
ped, and  the  potential  beneficiaries  of 
these  are  left  their  routine  fate. 

Perhaps  those  medical  researchers 
studying  slow  viruses  will  be  able  to 
suggest  a cure,  perhaps  only  a met- 
aphor to  help  us  understand  the  na- 
tural history  of  their  and  our  prob- 
lems. The  solution  to  ours  seemed  so 
simple  so  many  generations  ago. 


Our  Readers  Speak 

JRA  Diagnosis  Defended 


Doctor  Houston1  raised  the  ques- 
tion about  the  diagnosis  of  JRA  in 
my  case  report  [“Urticaria  Associat- 
ed With  Juvenile  Rheumatoid  Arth- 
ritis,” October,  1985,  issue  of  The 
Journal \ . I believe  the  atypical  na- 
ture of  my  case  and  the  short  des- 
cription of  the  case  caused  him  to 
misunderstand. 

My  patient  had  “obvious”  joint 
swelling  for  a short  period;  however, 
he  still  complained  of  intermittent 
pain  on  his  leg,  and  limping  was  ob- 
served even  four  months  after  the 
beginning  of  aspirin  therapy. 

Current  proposed  revision  of  JRA 
criteria2  requires  the  presence  of  ar- 
ticular swelling  or  limitation  of  mo- 
tion in  addition  to  pain,  tenderness, 


or  heat  which  is  persistent  for  a mini- 
mum of  six  weeks.  Typical  rash  of 
rheumatoid  arthritis,  which  Doctor 
Houston  described,  has  been  observ- 
ed in  systemic  JRA.  I mentioned 
that  my  case  seems  to  be  the  poly- 
articular type  of  JRA. 

I’d  like  to  mention  that  certain 
viral  arthritis  is  not  readily  differ- 
entiated from  JRA.  Chantler3  recent- 
ly reported  the  isolation  of  Rubella 
virus  from  peripheral  blood  or  syno- 
vial fluid  mononuclear  cells  in  seven 
of  19  children  with  chronic  joint 
disease. 

Chronic  HB  virus  infection  asso- 
ciated with  necrotizing  vasculitis 
may  induce  systemic  JRA.4  Poly- 
arthralgias, arthritis,  and  urticaria 


in  early  stage  with  hypocomplemen- 
temia  and  HB  antigenemia  were  des- 
cribed. These  symptoms  resolve  with 
the  appearance  of  clinical  hepatitis 
and  HB  antibody.  In  spite  of  per- 
sistent vasculitis  in  my  case,  comple- 
ment-3 level  was  normal,  and  he 
didn’t  develop  clincially  noticeable 
hepatitis. 

1.  Houston  BD.  West  Va  Med  J 1986; 
82:13. 

2.  Brever  EJ,  et  al.  Current  proposed 
revision  of  JRA  criteria.  Arthrit  Rheum 
1977;  20  (2,  Suppl):  195. 

3.  Chantler  JK  et  al.  New  Engl  J Med 
1985;  313:1117. 

4.  Arthritis  in  Childhood,  Report  of  the 
eightieth  Ross  conference  in  pediatric  re- 
search. Ross  Laboratories,  1981,  pp  40-41. 

Jung  W.  Park,  M.  D. 

Clarksburg,  WV  26301 
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General  News 


Solitary  Thyroid  Nodule,  Geriatric 
Hypertension  Convention  Topics 


Frederick  C.  Whittier,  M.  D. 


Richard  E.  Kleinmann,  M.  D. 


The  thyroid  nodule  and  geriatric 
hypertension  will  be  among  subjects 
discussed  during  scientific  sessions  of 
the  WVSMA  Annual  Meeting  August 
12-17,  it  was  announced  by  the  Pro- 
gram Committee. 

Dr.  Richard  E.  Kleinmann,  Asso- 
ciate Professor  of  Medicine,  West  Vir- 
ginia University  School  of  Medicine, 
Charleston  Division,  will  speak  on 
“Approach  to  the  Solitary  Thyroid 
Nodule”  during  the  first  general  sci- 
entific session  Thursday  morning, 
August  14. 

Dr.  Frederick  C.  Whittier  of  Mor- 
gantown also  is  scheduled  to  present 
his  paper  on  “Geriatric  Hypertension” 
during  the  first  general  session.  He  is 
Professor  of  Medicine  and  Chief,  Sec- 
tion of  Nephrology  at  WVU. 

The  1986  convention  will  be  held  at 
the  Greenbrier  in  White  Sulphur 
Springs. 

Other  Scientific  Subjects 

General  sessions  also  are  scheduled 
Friday  and  Saturday  mornings,  with 
scientific  subjects  to  include:  head- 


ache, polypharmacy  and  the  elderly, 
blood  and  blood  products,  non- 
diabetic endocrine  emergencies,  facts 
and  fads  in  nutrition,  strict  diabetic 
control,  and  clinical  clues  in  arth- 
ritis. 

It  was  announced  previously  that 
Dr.  John  Coury,  Jr.,  who  will  be  in- 
stalled as  President  of  the  American 
Medical  Association  in  June,  will  ad- 
dress the  first  session  of  the  House 
of  Delegates  Wednesday  afternoon, 
August  13.  Doctor  Coury,  of  Port 
Huron.  Michigan,  is  a general  and 
pediatric  surgeon. 

Convention  activities  will  begin 
with  a 2 P.  M.  meeting  of  the 
WVSMA  Executive  Committee  on 
Tuesday,  August  12;  the  usual  pre- 
convention meeting  of  the  Council  at 
9:30  A.  M.  Wednesday,  and  the  open- 
ing session  of  the  House  at  2:45  P.  M. 
Wednesday. 

The  first  general  session  will  be 
held  immediately  following  9 A.  M. 
opening  exercises  on  Thursday. 

General  scientific  sessions  will  offer 
hour-for-hour  Category  1 credit. 


Teaching  Posts  in  Massachusetts 

Doctor  Kleinmann  came  to  West 
Virginia  in  1981  from  teaching  posi- 
tions held  in  the  University  of  Massa- 
chusetts and  Boston  University. 

A member  of  the  medical  staff  of 
Charleston  Area  Medical  Center,  Doc- 
tor Kleinmann  is  certified  in  internal 
medicine  and  endocrinology. 

He  is  a member  of  Phi  Beta  Kappa 
and  a Fellow  of  the  American  College 
of  Physicians. 

Doctor  Kleinmann  was  graduated 
from  the  University  of  Pennsylvania, 
and  received  his  M.  D.  degree  from 
that  institution  in  1973.  He  complet- 
ed his  medical  internship  and  resi- 
dency at  the  State  University  of  New 
York  Upstate  Medical  Center,  Syra- 
cuse, and  a fellowship  in  endocrin- 
ology at  the  University  of  Massachu- 
setts Medical  School. 

At  WVU  he  is  a member  of  the 
Department  of  Medicine  Promotion 
and  Tenure  Committee,  the  Resident 
Selection  Committee  (Charleston  Di- 
vision), and  the  Third-Year  Student 
Medicine  Examination  Committee. 

University  of  Missouri  Positions 

Doctor  Whittier  came  to  WVU  in 
1982  from  Columbia,  Missouri,  where 
he  was  Associate  Professor  of  Medi- 
cine and  Pathology,  University  of 
Missouri  School  of  Medicine,  and 
Director,  General  Clinical  Research 
Center. 

He  is  a former  member  and  Presi- 
dent of  the  End-Stage  Renal  Disease 
Network  Coordinating  Council  No.  9, 
and  has  served  as  President  of  the  Na- 
tional Medical  Advisory  Board  for  the 
National  Kidney  Foundation,  and  as 
Chairman  of  the  Foundation’s  Organ 
Donor  Subcommittee. 

Doctor  Whittier  received  the  Dis- 
tinguished Service  Award  from  the 
Kidney  Foundation  in  1982,  and  is  a 
member  of  the  Editorial  Board  of  the 
American  Journal  of  Kidney  Diseases. 

The  nephrologist  was  graduated 
from  the  University  of  Pittsburgh, 
and  received  his  M.  D.  degree  in  1965 
from  Stritch  School  of  Medicine  of 
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Loyola,  University  of  Chicago.  He 
completed  graduate  work  at  the  Lini- 
versity  of  Iowa  Hospital  in  Iowa  City, 
and  a nephrology  fellowship  there  and 
at  Vanderbilt  University  Hospital  in 
Nashville,  Tennessee. 

He  is  the  author  or  co-author  of 
some  66  abstracts  and  56  scientific 
articles. 

Other  Convention  Activities 

Dr.  Charles  E.  Turner  of  Hunting- 
ton  will  be  inaugurated  as  President 
to  succeed  Dr.  David  Z.  Morgan  of 
Morgantown  during  the  second  and 
final  House  session  Saturday  after- 
noon. 

The  Annual  Meeting  of  the  Auxil- 
iary to  the  State  Medical  Association, 
with  Jeanny  (Mrs.  M.  V. ) Kalaycioglu 
of  Shinnston  in  charge  as  the  Auxil- 
iary’s President,  again  will  run  con- 
currently with  the  Association’s  con- 
vention. 

Serving  on  the  Annual  Meeting 
Program  Committee  are  Dr.  John  W. 
Traubert,  Morgantown,  Chairman; 
Doctor  Turner;  Doctor  Kleinmann; 
and  Drs.  Marshall  J.  Carper,  Charles- 
ton; Jose  I.  Ricard,  Huntington;  John 
A.  Rizzo,  Fairmont,  and  William  N. 
Walker,  Jr..  Clarksburg. 


More  specific  information  relative 
to  geneal  session  topics  and  speakers 
will  be  provided  in  upcoming  issues 
of  The  Journal. 


Aeromedical  Helicopter 
Service  To  Be  Launched 

A statewide  aeromedical  HealthNet 
Helicopter  service,  with  helicopters 
based  in  Charleston  and  Morgantown, 
will  be  launched  in  West  Virginia  in 
May  under  the  auspices  of  HealthNet 
Inc.  and  its  two  member  hospitals — 
the  Charleston  Area  Medical  Center 
and  West  Virginia  Lfniversity  Hos- 
pital. 

HealthNet  Chief  Executive  Officer 
James  C.  Crews  said  having  two  bases 
of  operation,  one  in  the  North  and  one 
in  the  South,  will  enable  HealthNet  to 
bring  needed  aeromedical  services  to 
hospitals  all  across  the  state  on  a 24- 
hour-a-day  basis. 

“The  goal  is  to  provide  fast  re- 
sponse by  helicopter  and  medical  crew 
to  any  West  Virginia  hospital  in  need 
of  air  transport  services,  24  hours  a 
day,  seven  days  a week,  weather  per- 
mitting,” Crews  said. 

“HealthNet  offers  this  service  to 
any  West  Virginia  hospital  that  wishes 
to  participate.  Our  intention,  at  least 


initially,  is  to  provide  primarily  inter- 
hospital transport  services  for  crit- 
ically-ill  or  injured  patients  who  have 
been  stabilized  at  their  local  hospital, 
but  who  may  need  specialized  treat- 
ment at  another  medical  center  or 
hospital,”  Crews  explained. 

He  added  that  the  time  saved  in  air 
transportation  in  mountainous  West 
Virginia  is  often  a critical  factor  in 
medical  treatment. 

Service  Contracted 

HealthNet  will  not  own  the  helicop- 
ters, but  will  contract  with  an  experi- 
enced medical  helicopter  services  firm 
for  the  aviation  services  component  of 
the  project.  Qualified  vendors  have 
been  narrowed  to  two,  and  a selection 
should  be  made  soon.  Crews  said. 

CAMC  and  WVUH  will  provide  the 
medical  crews  for  in-flight  patient 
care.  The  crews  will  consist  of  spe- 
cially-trained nurses,  paramedics,  res- 
piratory therapists  and,  where  neces- 
sary, neonatal  specialists  required  for 
transport  of  critically-ill  infants. 

“West  Virginia’s  State  Police  heli- 
copter program  has  demonstrated  the 
value  of  aeromedical  services  in  this 
mountainous  and  largely  rural  state. 
But  the  State  Police  have  only  limited 
resources  and  cannot  respond  to  many 
requests  made  of  them  for  medical  air 
transportation.  They  also  have,  pri- 
marily, a responsibility  for  law  en- 
forcement missions,  which  necessarily 
limits  the  availability  of  their  heli- 
copters for  medical  air  transport. 

“We’re  going  to  continue  our  close 
relationship  with  the  Department  of 
Public  Safety.  We  will  be  comple- 
menting their  service,  and  vice  versa,” 
Crews  added. 

“The  end  result  will  be  an  air  trans- 
port system  never  before  available  to 
the  hospitals  of  West  Virginia,”  he 
concluded. 


Urologists  To  Meet 

The  West  Virginia  Urological 
Society  will  meet  March  22-23  in 
Charleston  at  the  Marriott  Hotel,  it 
was  announced  by  Dr.  Tara  C. 
Sharma.  Huntington  urologist.  Sub- 
jects of  discussion  will  include  flexible 
nephroscopy,  cystoscopy  and  lasers  in 
urology. 


Tours  of  Charleston  Area  Medical  Center’s  new  Cancer  Care  Center  of  Southern 
West  Virginia  were  conducted  Friday  evening,  January  24,  during  the  Mid-Winter 
Clinical  Conference.  The  view  above  shows  chemotherapy  drugs  being  mixed  in  a 
laminar  flow  hood  by  Betty  Townson,  R.N.,  Chief  Chemotherapist.  Dr.  Steven 
Jubelirer  of  Charleston  is  Medical  Director  of  the  Center,  which  opened  January  20 
at  CAMC’s  Memorial  Division. 
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A general  “crowd  shot”  during  coffee 
break  at  the  19th  Mid-Winter  Clinical 
Conference  held  January  24-26  in 


Charleston.  Sponsors  for  the  annual 
CME  meeting  are  WVSMA  and  Marshall 
and  West  Virginia  universities.  Atten- 


dance this  year  was  approximately  300 
including  some  250  doctors  and  nurses, 
and  50  exhibitors. 


Drs.  Peter  C.  Raich,  left,  Morgantown,  and  David  P.  Winchester,  Evanston,  Illinois, 
answer  questions  during  the  opening  session  on  “Oncology”  at  the  Mid-Winter  Clini- 
cal Conference. 


The  other  speakers  for  the  opening 
oncology  session  were  Drs.  Anthony  J. 
Bowdler,  left,  Huntington,  and  Steven  J. 
Jubelirer,  Charleston. 
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Enjoying  a lighter  moment  prior  to  the 
Physicians’  Session  on  PROs  and  HMOs 
during  the  Mid-Winter  Conference  in 
Charleston  are  the  speakers,  from  left, 
James  C.  Crews,  President,  Charleston 
Area  Medical  Center;  Woodford  L.  Bur- 
nette, President,  Interactive  Medical 
Systems,  Raleigh,  North  Carolina;  Harry 
S.  Weeks,  Jr.,  M.  D.,  Wheeling,  Medical 
Director,  West  Virginia  Medical  Insti- 
tute, Inc.,  Charleston  (also  the  modera- 
tor), and  James  W.  Heaton,  President, 
Blue  Cross-Blue  Shield  of  West  Virginia, 
Charleston. 


Michael  Dunn,  right,  political  consult- 
ant from  Washington,  DC,  conducted  the 
one-day  AMPAC  Political  Education 
Seminar  held  during  the  Mid-Winter 
conference  for  State  Auxiliary  members. 


Among  those  enjoying  the  Mid-Winter 
Conference  scientific  sessions  were,  from 
left,  Dr.  H.  S.  Mullens,  Kenova;  Maxine 
R.  Smith,  R.  N.,  Huntington,  and  Dr.  W. 
W.  Mills,  Kenova. 
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“Problems  in  Our  Aging  Population” 
was  the  title  of  the  Saturday  afternoon 
session.  Speakers  were,  seated,  Drs. 
Bruce  S.  Chertow,  Huntington,  and  Pa- 
tience H.  White,  Washington,  DC;  stand- 
ing, right,  Dr.  Kenneth  D.  Brandt, 
Indianapolis,  Indiana.  Dr.  Richard  A. 
DeVaul,  standing,  left,  Morgantown,  was 
moderator. 


Drs.  Sam  T.  Bebawy,  left,  Huntington, 
and  L.  Blair  Thrush,  Charleston,  were 
two  of  the  speakers  for  the  conference 
session  on  “Common  Problems  Encount- 
ered in  Office  Practice.”  The  subjects  of 
their  talks  were  COPD  and  acute  asth- 
ma, respectively.  Not  shown  is  Dr. 
Stanley  J.  Kandzari,  Morgantown,  who 
discussed  urinary  calculi. 


A WESPAC  dinner  was  held  on  Sat- 
urday evening  during  the  Mid-Winter 
Conference  and  featured  Dan  Tonkovich, 
right,  President  of  the  West  Virginia 
Senate,  as  the  speaker.  Enjoying  an 
after-dinner  chat  above  are,  from  left, 
WVSMA  President  David  Z.  Morgan, 
M.  D„  Morgantown;  Carl  J.  Roncaglione, 
M.  D.  (with  back  to  camera),  Chairman, 
WVSMA  Council,  Charleston;  Merwyn 
G.  Scholten,  WVSMA  Executive  Direc- 
tor, Charleston,  and  Senator  Tonkovich. 
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Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
\ irginia  University  Schools  of  Med- 
icine for  part  of  1986,  as  compiled 
by  Ernest  W.  Chick.  M.  D.,  MCI 
Director  of  Continuing  Medical  Ed- 
ucation; Robert  E.  Kristofco,  WVU 
Assistant  to  the  Dean/Continuing 
Medical  Education;  J.  Zeb  Wright, 
Ph.D.,  Director  of  Continuing  Educa- 
tion Outreach  and  Community  Affairs, 
WVU  Charleston  Division;  and 
Sharon  Hall,  Director  of  Continuing 
Education,  Charleston  Area  Medical 
Center  I also  in  charge  of  WVU 
Charleston  Division  on-campus  CME ) . 
The  schedule  is  presented  as  a con- 
venience for  physicians  in  planning 
their  continuing  education  program. 
(Other  national,  state  and  district 
medical  meetings  are  listed  in  the 
Medical  Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  by  calling  Doctor  Chick  at 
(304)  526-0515;  Kristofco,  (304) 
293-3937;  Wright.  (304)  347-1243; 
and  Hall,  (304)  348-9580. 

West  Virginia  University 

March  7-8,  Charleston.  Oncology  Up- 
date 1986 

March  15,  Charleston,  Ocular  Com- 
plications of  Diabetes:  A Program 
for  Primary  Care  Providers 

March  21,  Morgantown,  Endocrinol- 
ogy Update  ’86 

March  21,  Charleston,  Annual  New- 
born Day 

March  22,  Morgantown,  Ocular  Com- 
plicaions  of  Diabetes:  A Program 
for  Primary  Care  Providers 

April  4-5,  Morgantown,  Orbital  & Eye- 
lid Anatomy 


April  11-12,  Charleston,  Cardiac 
Rehabilitation 

April  11-13,  Canaan  Valley  State 
Park,  Issues  in  Occupational  Health 

April  17  (location,  Marshall  Univer- 
sity School  of  Medicine),  Ocular 
Complications  of  Diabetes:  A Pro- 
gram for  Primary  Care  Providers 

May  1-3,  Morgantown,  Orthopedic 
Reunion  Days 

May  14,  Charleston,  4th  Annual  West 
Virginia  Conference  on  Infectious 
Diseases 

May  16-18,  Oglebay  Park,  Wheeling, 
Emergent  Care  of  the  Medical  Pa- 
tient 

May  23-24,  Morgantown,  Annual 
Meeting,  WV  Affiliate:  Am.  Di- 
abetes Assoc. 

May  23-24,  Morgantown,  Health  Of- 
ficers Seminar 

June  6-7,  Morgantown,  WV  State  So- 
ciety of  Anesthesiologists 

June  7,  Charleston,  Wildwater  Sur- 
gical Conference:  Melanoma 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Rluefield,  Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room, 
3rd  Thursday,  Noon-2  P.  M.  — 
March  20,  “Treatment  Options  for 
Breast  Cancer.”  Leland  J.  Foshag, 
M.  D. 

Cabin  Creek , Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday, 
8-10  A.M.  — March  12,  “Early 
Recognition  of  Diabetes  Retino- 
pathy and  Latest  Modalities  of 
Treatment”  (speaker  to  be  an- 
nounced) 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— March  5,  “Update  Cancer  Treat- 
ment,” Anthony  J.  Murgo,  M.  D. 
April  2,  “Use  of  Gastroscope,” 
William  0.  McMillan,  Jr.,  M.  D. 

Lewisburg,  Greenbrier  Clinic  Confer- 
ence Room,  4-6  P.M.  — March  18, 
“Fibrositis,”  Alfred  Pfister,  M.  D. 

Madison,  Boone  Co.  Health  Dept.  — 
Conference  Room,  2nd  Tuesday, 
7-9  P.M.  — March  11,  “Manage- 
ment of  Pain  in  the  Cancer  Pa- 
tient,” Richard  A.  DeVaul,  M.  D. 


April  8,  “Early  Recognition  of 
Diabetes  Retinopathy  and  Latest 
Modalities  of  Treatment,”  Henry 
Winkler,  M.  D. 

Oak  Hill,  Plateau  Vocational  Center 
I Oyler  Exit,  N 19 ) 4th  Tuesday, 
7-9  P.  M.  — March  25,  Alzheimer’s 
Disease,”  Albert  Heck,  M.  D. 
April  22,  “Early  Recognition  of 
Diabetes  Retinopathy  & Latest  Mo- 
dalities of  Treatment”  (speaker  to 
be  announced ) 

Summersville,  Summersville  Memorial 
Hospital,  6:30-8:30  P.  M.  — March 
3,  “Update:  Cancer  Treatment,” 

Peter  Raich,  M.  D. 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
March  19,  “Hormonal  Treatment  of 
Metastatic  Cancer,”  Thomas  F. 
Hogan,  M.  D. 

Whitesville,  Raleigh-Boone  Medical 
Center.  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — March  26,  “Management 
of  Pain,”  Richard  G.  Emanuelson, 
M.  D. 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — March  6,  “Cancer  Screen- 
ing at  the  Primary  Care  Level,” 
Richard  A.  Vaughan,  M.  D. 

April  3,  “Update:  Cancer  Treat- 

ment,” Alvin  L.  Watne,  M.  D. 


Ophthalmologists  Plan 
Meeting  April  27-30 

Glaucoma  management,  radial  ker- 
atotomy  and  intraocular  lens  implant 
surgery  are  among  the  subjects  to  be 
featured  during  the  39th  national 
spring  meeting  of  the  West  Virginia 
Academy  of  Ophthalmology  at  The 
Greenbrier. 

Scheduled  for  April  27-30,  the 
meeting  carries  16  hours  of  ophthal- 
mology credit,  AMA  Category  1. 

Fees  for  the  meeting  are  $100  for 
WV  Academy  members,  $225  for  non- 
members, and  $450  for  exhibitors. 
Complete  registration  information  is 
available  by  contacting  Samuel  A. 
Strickland,  M.  D.,  Secretary-Treas- 
urer, West  Virginia  Academy  of 
Ophthalmology,  P.  O.  Box  3107, 
Charleston,  WV  25311.  Telephone 
(304)  345-4136. 
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Among  AAFP  Meet  Topics 

Somataform  Disorders,  Lipids 


James  M.  Turnbull,  M.  D. 

Doctors  from  East  Tennessee  State 
University  and  Ohio  State  University 
will  be  among  some  14  speakers  for 
the  34th  annual  scientific  assembly  of 
the  West  Virginia  Chapter,  American 
Academy  of  Family  Physicians,  April 
18-20,  in  Charleston. 

The  meeting  will  be  held  at  the 
Holiday  Inn  Charleston  House,  with 
scientific  sessions  beginning  Friday 
morning,  April  18,  and  ending  at 
12:30  P.  M.  Sunday. 

Doctor  Turnbill,  Professor  and 
Chairman,  Quillen-Dishner  College  of 
Medicine,  Department  of  Psychiatry 
at  East  Tennessee  State  (Johnson 
City),  will  speak  on  “The  Importance 
of  Somataform  Disorders  to  the 
Family  Physician”  Friday  afternoon. 

“Lipids  — Does  it  Really  Pay  to 
Lower  LDLs  and  Raise  HDLs?”  will 
be  the  title  of  Doctor  Tzagournis’ 
paper  Saturday  morning.  He  is  Pro- 
fessor of  Medicine,  Division  of  Endo- 
crinology and  Metabolism  at  Ohio 
State. 

As  announced  in  the  February  issue 
of  The  Journal,  other  subjects  to  be 
discussed  will  include:  side  effects 
with  antibiotics;  cost-effective  use  of 
cephalosporins  — DRGs;  neonatal  re- 
suscitation; rheumatoid  arthritis;  hor- 
monal replacement  for  menopausal 


Manuel  Tzagournis,  M.  D. 


women;  stress  and  the  heart;  cardiac 
rehabilitation;  thrombotic  disease;  es- 
sential hypertension;  hospital  privi- 
leges / family  practice  departments; 
and  medical  malpractice  (mock  trial 
presentation ) . 

Malpractice  Mock  Trial 

The  “Cast  of  Characters”  for  the 
Sunday  morning  medical  malpractice 
mock  trial  will  be:  Judge  — The 

Honorable  A.  Andrew  McQueen,  Chief 
Judge  of  the  13th  Judicial  Circuit, 
Kanawha  County;  Physician’s  De- 
fense Counsel  — John  S.  Haight, 
Esq.,  Partner,  Kay,  Casto  and  Chaney, 
Charleston;  Plaintiff’s  Counsel  — 
George  A.  Daugherty,  Esq.,  Partner, 
Daugherty  and  Tantlinger,  Charles- 
ton; Defendant  Physician  — E. 
Frederick  Bockstahler,  Esq.,  Vice 
President  for  Legal  Services,  Charles- 
ton Area  Medical  Center;  Court  Re- 
porter — - Wendy  Nekoranec,  R.N., 
Staff  Development  Instructor,  CAMC, 
and  Court  Bailiff  - — Tim  Kemper, 
CAMC  Security  Officer. 

Preliminary  functions  on  Thursday, 
April  17,  will  include  a golf  tourna- 
ment at  Berry  Hills  Country  Club, 
board  meeting  of  the  Family  Medi- 
cine Foundation  of  West  Virginia, 
and  board  meeting  of  the  West  Vir- 
ginia Chapter,  AAFP. 


Also  scheduled  are  exhibit  booth 
visitations,  a luncheon  meeting  of  the 
AAFP  House  of  Delegates  Friday, 
cruise  up  the  Kanawha  River  on  the 
P.  A.  Denny  Sternwheeler  Friday  eve- 
ning, and  banquet  Saturday  evening. 

For  registration  and  additional  in- 
formation, call  (304)  776-1178. 


New  Flow  Cytometer 
At  WVU  Hospital 

Cancer  in  its  earliest  stages  can  be 
detected  by  a new  medical  instrument 
installed  by  West  Virginia  University 
Hospitals,  Inc. 

The  flow  cytometer,  installed  by 
University  Hospitals’  Clinical  Labora- 
tories in  the  Department  of  Path- 
ology, uses  a computerized  laser  sys- 
tem to  detect,  identify  and  separate 
cells  in  blood  and  other  body  fluids. 
It  is  so  sensitive  that  one  cancer  cell 
in  100,000  normal  cells  can  be  detect- 
ed. 

( Continued  on  Next  Page) 


Review  A Book 


The  following  books  have  been  re- 
ceived by  the  Headquarters  Office  of 
the  State  Medical  Association.  Med- 
ical readers  interested  in  reviewing 
any  of  these  volumes  should  address 
their  requests  to  Editor,  The  West 
Virginia  Medical  Journal.  Post  Office 
Box  4106,  Charleston  25364.  We’ll 
be  happy  to  send  the  books  to  you, 
and  you  may  keep  them  for  your  per- 
sonal libraries  after  submitting  to  The 
Journal  a review  for  publication. 

The  Premature  Labor  Handbook, 
by  Patricia  Anne  Robertson,  M.  D.; 
and  Peggy  Henning  Berlin,  Ph.D. 
$16.95.  Doubleday  & Company,  Inc., 
245  Park  Avenue,  New  York,  New 
York  10167.  1986. 

AIDS  in  the  Mind  of  America,  by 
Dennis  Altman.  $16.95.  Doubleday 
& Company,  Inc.,  245  Park  Avenue, 
New  York,  New  York  10167.  1986. 

Cardiac  Arrest  (A  True  Account  of 
Stolen  Lives),  by  Sarah  Spinks. 
$17.95.  Doubleday  & Company,  Inc., 
245  Park  Avenue,  New  York  10167. 
1986. 
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( Continued  from  Page  59 ) 

“We  believe  the  flow  cytometer  will 
be  of  great  benefit  to  patient  care,” 
said  Dr.  Nathaniel  F.  Rodman,  Chair- 
man of  the  Department  of  Pathology. 
“Cancer  and  cancer  recurrences  can 
be  detected  earlier,  thus  permitting 
more  effective  treatment.” 

In  addition  to  cancer  cell  detection, 
the  flow  cytometer  will  be  helpful  in 
monitoring  transplant  patients  for 
possible  rejection  and  in  diagnosing 
immunological  diseases. 


More  than  5,000  cells  per  second 
can  be  analyzed  or  separated  by  the 
flow  cytometer. 

Flow  cytometer  services  are  avail- 
able for  physicians  and  researchers. 
A series  of  lectures  on  the  applications 
of  flow  cytometry  is  being  planned. 
Physicians  who  want  more  informa- 
tion or  to  submit  samples  for  testing 
should  contact  pathology  at  304/ 
293-2241  or  304/293-2214. 


Medical  Meetings 


March  7— Am.  School  Health  Assoc.,  Balti- 
more. 

March  5-9— Am.  Medical  Student  Assoc., 
Washington,  DC. 

March  9-13— Am.  College  of  Cardiology, 
Atlanta. 

March  13-16— Physicians  for  Social  Respon- 
sibility, Philadelphia. 

March  15-18— Southeastern  Surgical  Con- 
gress, Louisville,  KY. 

March  22-23  — WV  Urological  Society, 
Charleston. 

March  22-26— Am.  Academy  of  Allergy  & 
Immunology,  New  Orleans. 

April  3-6— Am.  College  of  Preventive  Medi- 
cine, Atlanta. 

April  10-13— Am.  College  of  Physicians,  San 
Francisco. 

April  13-17— Am.  Assoc,  of  Neurological 
Surgeons,  Denver. 

April  13-18— Am.  Assoc,  of  Immunologists, 
St.  Louis. 

April  14-18— Am.  Roentgen  Ray  Society, 
Washington,  DC. 

April  18-20— WV  Chapter,  AAFP,  Charles- 
ton. 

April  27-30— WV  Academy  of  Ophthalmol- 
ogy, White  Sulphur  Springs. 

April  27-May  3— Am.  Academy  of  Neurolo- 
gy, New  Orleans. 

April  30-May  2— Christian  Medical  Society, 
Dallas. 

May  4-6— Am.  Society  of  Clinical  Oncology. 
Los  Angeles. 

May  5-8— Am.  College  of  Obstetricians  & 
Gynecologists,  New  Orleans. 

May  7-9— Am.  Society  for  Artificial  Internal 
Organs,  Anaheim,  CA. 

May  10-16— Am.  Psychiatric  Assoc.,  Wash- 
ington, DC. 

May  11-14— Am.  Thoracic  Society,  Kansas 
' City,  MO. 

May  11-16— Am.  Society  of  Colon  & Rectal 
Surgeons,  Houston. 

May  17-23— Am.  Gastoenterological  Assoc., 
San  Francisco. 

May  29-30— Am.  Society  of  Transplant  Sur- 
geons, Chicago. 

May  29- June  1— VA  Society  of  Ophthalmol- 
ogy, Norfolk. 

Aug.  12-17 — 119th  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 


State  Medical  Properties  Report 

{Editor’s  Note:  Following  is  the  annual  report  for  the  West  Virginia  State 
Medical  Properties,  Inc.,  as  submitted  by  L.  Walter  Fix,  M.  D.,  Martinsburg. 
Treasurer,  for  publication  in  The  Journal. ) 

The  following  audited  report  of  the  West  Virginia  State  Medical  Properties 
Inc.  is  submitted.  It  is  an  annual  report  beginning  22  January  1985  when  I 
assumed  responsibility  for  all  funds.  Prior  accounting  is  being  done  by  Ernst 
and  Whinney,  Charleston,  and  should  be  submitted  via  West  Virginia  State 
Medical  Association  as  fiscal  report  to  1 July  1985.  Fiscal  report  1 July  1986 
will  be  submitted  by  me  in  the  August  issue  of  The  Journal. 


Annual  Statement 

Account  opened  Deposit $ 5,400.00 

22  January  1985  Income 101,122.32 

TOTAL:  S106.522.32 

Expenditures S 92,794.88 

Bank  Balance 13,727.44 

TOTAL:  $106,522.32 

Income  accounting  Interest $ 1,230.53 

Rent 43,200.00 

Transfer  from  CNB 61,841.79 

Past  President  Gift 250.00 

TOTAL:  $106,522.32 

Expenditures  Taxes $ 1,540.90 

CNB  overdraft  adjustment 
( see  Ernst  & Whinney  ) 

Note  payments 61,916.93 

( Interest  $53,756.34 
Principal  $8,160.59) 

Breakfast  and  travel  for 

Board) 139.73 

Insurance 669.00 

Carlton  Inc.  (final  payment)  10,826.00 

TOTAL:  $ 92,794.88 


Bank  Note  Original  $600,000.00 

1985  Principal  8,160.59 

Balance  $591,839.41 

L.  Walter  Fix,  M.  D.,  Treasurer 
Audited  by:  William  R.  Agee,  Ph.D.,  Independent  Auditor 
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Coining  soon  from 
Burroughs  Wellcome  Co.  Research 


(Bupropion  HC1) 


WELLBUTRIN 


* 


Wellcome 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 
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NOW  WHEN  YOU  ENTER 
THE  WORLD  OF 
BMW  SPORTS  SEDANS, 
YOU  CAN  BRING 
YOUR  ENTIRE  FAMILY. 

Typically,  2-door  sports  sedans  have  been  the  exclusive  province 
of  drivers  with  no  real  use  for  the  backseat. 

The  new  BMW  4-door;  3-Series  sports  sedans  have  opened  their 
doors  to  a more  diverse  group:  those  who  desire  exhilarating  perform- 
ance, but  have  something  special  to  put  in  the  backseat— a family. 

If  youd  like  to  test-drive  one  of  our  new  4-door  BMW’s,  bring  your 
entire  family  to  visit  us. 


© 1985  BMW  of  North  America  Inc  The  BMW  trademark  and  logo  are  registered 

Harvey  Shreve,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical 
Center  News 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


New  MR  System  Extends 
Diagnostic  Services 

The  WVU  Medical  Corporation  in 
cooperation  with  the  WVU  School  of 
Medicine  and  its  Department  of  Ra- 
diology began  installation  in  January 
of  a powerful  magnetic  resonance 
(MR)  system  which  will  enable  phy- 
sicians to  see  inside  the  human  body 
in  ways  never  before  possible. 

The  system,  12  by  60  feet  and 
weighing  several  tons,  is  being  instal- 
led adjacent  to  the  Medical  Center  at 
880  Chestnut  Ridge  Road. 

The  Signa  superconducting  MR 
system,  manufactured  by  General  Elec- 
ric  Corp.,  is  capable  of  providing 
images  so  detailed  they  approach  the 
fine-line  anatomical  drawings  found 
in  medical  textbooks.  Another  advan- 
tage of  the  system  is  the  potential  for 
providing  a series  of  excellent  images 
in  shorter  times. 

Because  the  system  is  considered 
non-invasive,  it  offers  fewer  risks  than 
some  diagnostic  alternatives  including 
tomographic  or  CAT  scanners.  In 
some  cases  it  may  reduce  the  need  for 
lengthy  hospital  stays,  thereby  hold- 
ing down  health  care  costs. 

“Addition  of  this  new  imaging  mo- 
dality complements  and  will  greatly 
extend  the  range  of  diagnostic  serv- 
ices now  available  to  the  region 
through  our  Department  of  Radiol- 
ogy,” said  0.  F.  Gabriele,  M.  D.,  Pro- 
fessor and  Chairman  of  Radiology. 

Physicians  may  contact  the  MRI 
Center  directly  or  may  utilize  the 


MARS  communications  system  recent- 
ly installed  by  the  WVU  School  of 
Medicine  to  access  MRI  information 
or  schedule  patients. 


WVU  Heart  Repair  Method 
Described  In  Article 

A cardiac  surgery  technique  devel- 
oped at  WVU  Medical  Center  allows 
surgeons  to  correct  a rare  congenital 
heart  defect  without  the  complications 
associated  with  other  methods  of  re- 
pair. 

The  defect  involves  veins  that  in- 
correctly bring  blood  from  the  lungs 
to  the  right  side  of  the  heart  rather 
than  to  the  left  where  it  should  go  to 
be  pumped  into  general  circulation. 

The  basic  abnormality  isn’t  uncom- 
mon. It  can  ordinarily  be  corrected 
by  simply  redirecting  the  abnormal 
venous  return  from  the  lungs  to  the 
proper  chamber  by  a patch  internally 
applied  to  the  defect  in  the  heart. 

However,  repair  is  much  more  diffi- 
cult when  the  abnormal  veins  enter 
high  into  the  major  vein  (superior 
vena  cava),  which  drains  into  the 
right  atrium  or  venous  collecting 
chamber  of  the  heart.  It  is  this  situa- 
tion that  the  procedure  is  designed 
to  correct. 

The  technique  developed  at  WVU 
for  these  rarer  cases  and  used  to  date 
in  20  patients  was  described  in  a re- 
cent issue  of  Annals  of  Thoracic  Sur- 
gery. The  article  was  written  by  Drs. 
Herbert  E.  Warden,  Robert  A.  Gus- 
tafson, William  A.  Neal  and  Thomas 
J.  Tarnay. 

. . This  technique  has  achieved 
total  correction  of  these  congenital  de- 
fects with  marked  reduction  in  the 
undesirable  postoperative  sequelae 


often  associated  with  the  other  meth- 
ods of  repair,”  they  wrote. 

In  an  interview,  Doctor  Warden 
said  the  basic  idea  evolved  from  a 
suggestion  of  F.  John  Lewis,  a former 
colleague  of  his  at  the  University  of 
Minnesota,  but  the  technique  was 
never  used  until  1967  at  WVU.  “Ours 
was  the  first  clinical  application  of 
this  principle,”  Doctor  Warden  said. 

He  said  the  anomaly  “formerly  has 
been  a frustrating  problem  to  correct 
without  a lot  of  postoperative  com- 
plications.” It  is  usually  associated 
with  a hole  in  the  partition  dividing 
the  two  upper  chambers  of  the  heart. 


WVU  Doctor  Named 
To  Tourette  Committee 

Douglas  J.  Dove,  M.  D.,  a pediat- 
ric neurologist,  has  been  named  to  the 
national  medical  committee  of  the 
Tourette  Syndrome  Association. 

The  committee  advises  the  national 
office  on  policy  concerning  issues  of 
patient  care  in  such  areas  as  medicine, 
genetic  counseling,  and  behavioral  as- 
pects of  the  ailment. 

Tourette  syndrome  usually  begins 
between  the  age  of  2 and  16  and  is  a 
central  nervous  system  disorder  char- 
acterized by  tic-like  involuntary  mus- 
cle movements,  uncontrollable  vocal 
sounds  and  inappropriate  words.  Al- 
though the  cause  is  unknown  and  no 
cure  is  available,  symptoms  often  can 
be  suppressed  with  special  medication, 
making  early  diagnosis  particularly 
important  to  prevent  psychological 
damage  to  the  young  patient. 

Doctor  Dove,  an  Associate  Profes- 
sor in  the  departments  of  Pediatrics 
and  Neurology  since  1982,  came  to 
WVU  from  the  Southern  Illinois  Uni- 
versity School  of  Medicine  faculty. 
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THE  WHEELING  CLINIC 


WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 
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INTERNAL  MEDICINE 
General 

B L.  VanPelt,  M.  D. 

P.  R Hedges.  M.  D 
J.  D.  Holloway,  M.  D. 

R N Lewis,  M D (St  Clairsville) 

M J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D Morris,  D O (New  Martinsville) 
Cardiovascular 

A.  M Valentine,  M.  D 
W E Noble,  M D 
Gastroenterology 
T E.  Chvasta,  M.  D 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C.  A Vasquez,  M.  D 
Nephrology/Hypertension 
D L Latos,  M D 
M H Drews,  M.  D 
T.  G Kenamond,  M D 
Pulmonary 

C.  J.  Begley,  M.  D 
T.  V.  Burke,  M D 
Rheumatology 

M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 

C D Hershey,  M D. 

E.  C.  Voss,  M.  D. 

J.  H Mahan,  M.  D.  (St  Clairsville) 

R.  L.  Cross,  M.  D (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H Shackleford,  M D 


ORTHOPEDICS 

E L Barrett,  M D 
R S Glass.  M.  D, 

UROLOGY 

D C Trapp.  M.  D. 

B.  M.  McCuskey,  M.  D. 
GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R,  T.  Brandfass,  M.  D 
OBSTETRICS  & GYNECOLOGY 
T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D 

C.  V.  Porter.  M.  D 
OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M E Nugent,  M.  D. 

R.  V.  Panglllnan,  M.  D. 

H.  S.  Berlin,  M,  D. 
OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W A Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc 
FAMILY  PRACTICE 

R A.  Porterfield.  M.  D. 

(St,  Clairsville) 

G.  L.  Cholak,  M.  D (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsvi 

DERMATOLOGY 

M.  Baron,  M.  D. 

NEUROSURGERY 

F.  J Payne,  M.  D 


NEUROLOGY 

H.  L.  Kettler,  M.  D 
S.  G.  Christopher,  M.  D 
W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S Govindan,  M.  D 
PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H Smith,  M D. 

D.  P.  Hill,  M.  D. 

J.  G.  Tellers,  M.  D. 

Pediatric  Psychiatry 

V.  Stein.  M.  D. 

ANCILLARY  SERVICES 

Optical 

W.  E Schul,  Optician 

Speech  Therapy/Audiology 

J.  P.  Frum,  M.  S , SPA 

Biofeedback  Laboratory 

M G.  Simon,  P.  A 

Electrology/Cosmetic  Therapy 

J.  E.  Beserock,  R E 

TECHNOLOGISTS 

Electrocardiography 

B.  Maguire,  R N 
B Muklewicz,  R.  N 
Electroencephalography 
J.  Stone,  R N„  CMET 
J.  Green,  R N. 
Roentgenology 

E.  Forester,  R T. 

Pulmonary  Diagnostics  Lab 

R Kordack,  R.  T. 


INTRODUCING  THE  BURROUGHS  B25. 

A TRUE  MULTI-USER  MICRO  COMPUTER 
THAT  GROWS  WITH  YOUR  PRACTICE. 

APPOINTMENT  SCHEDULING  NOW  AVAILABLE 

The  B25  is  modular,  so  when  you  need  more  memory  or  storage,  you 
simply  snap  on  more  modules.  It  has  the  ability  to  expand  up  to  120 
megabites  of  hard  disc  & 1,000,000  bites  of  memory. 


Another  feature  that  allows  the  B25  to  grow  with 
you  is  its  ability  to  network.  You  just  add  work- 
stations and  people  will  be  able  to  share  the  same 
data  and  memory  at  the  same  time. 

You  can  also  share  peripherals  — like  printers. 
Which  means  several  workstations  can  be  linked  to 
one  printer  so  many  people  can  use  it. 

THE  PHYSICIAN  OFFICE  ACCOUNTING  SYSTEM 
BENEFITS  YOUR  PRACTICE  BY  PROVIDING: 

Quick  access  to  timely,  accurate  information 
through  high-resolution  computer  screens,  printed 
reports  and  immediate  updating.  Flexibility  through 
user-defined  system  parameters,  print  and  report 
options.  Financial  control  through  extensive  report- 
ing. On-line  inquiry  and  automation  of  routine  office 
tasks  to  minimize  clerical  duties.  Improved  cash 
flow  through  automatic  generation  of  charge  tickets, 
insurance  bills,  demand  bills  and  statements. 

Whitman  Computer 
Systems , Inc. 

BURROUGHS  B25  DEALER 

Alicia  Lewis  Terri  Whitman,  President 

Sales  Representative  P O Box  47008 

P.  O Box  8477  St.  Petersburg.  FL  33707 

South  Charleston,  WV  25303  (813)  345-8241 

(304)  744-4231 

MS-DOS  is  a trademark  of  Microsoft  Corporation 
CP/M  is  a registered  trademark  of  Digital  Research,  Inc. 
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Obituaries 


WILLIAM  L.  COOKE,  M.  D. 

Dr.  William  L.  Cooke  of  Charleston, 
retired  public  health  physician,  died 
on  January  24  at  his  home.  He  was 
79. 

Doctor  Cooke  was  a member  of  the 
State  Medical  Association’s  Council 
for  two  terms  (1956-60),  and  served 
on  the  WVSMA  Publication  Commit- 
tee as  Associate  Editor  of  The  West 
Virginia  Medical  Journal  from  1959 
through  1971. 

He  was  Past  President  of  the  Ka- 
nawha Medical  Society,  National 
Tuberculosis  Association,  Anti-Tuber- 
culosis League  of  Kanawha  County, 
West  Virginia  Tuberculosis  Associa- 
tion and  Thoracic  Society,  and  Poto- 
mac Chapter  of  the  American  Chapter 
of  Chest  Physicians. 

A trustee  of  the  former  Charleston 
General  Hospital,  he  was  a retired 
Army  lieutenant  colonel  of  World  War 
II. 

Doctor  Cooke  was  born  in  Newport 
News,  Virginia,  graduated  from  San 
Diego  State  College,  and  received  his 
M.  D.  degree  in  1929  from  the  Medi- 
cal College  of  Virginia. 

He  interned  at  Charleston  General 
Hospital  and  took  his  residency  there 
and  at  Rutherford  Sanitarium  in  Beck- 
ley. 

Survivors  include  the  wife,  Sally 
Ann  Cooke;  two  sons,  William  L. 
Cooke,  Jr.,  of  Charleston  and  James 
B.  Cooke  of  Baltimore;  a daughter, 
Sally  Ann  Meek  of  Norfolk,  Virginia, 
and  a sister,  Mrs.  Charles  A.  Saunders, 
Jr.,  of  Richmond,  Virginia. 
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Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8V2 
by  11  in.)  white  paper.  Wide 
margins  at  least  1(4  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  (or  names)  of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 
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erically-designated  drugs,  the  first 
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parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
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trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 
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(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
billed  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and,  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor. 
West  Virginia  Medical  Journal. 
Box  4106,  Charleston,  W.  Va. 
25364. 


Need  A 
Temporary 
Physician? 

You  can  take  time  off 
while  your  practice 
keeps  working! 

Lease  CompHealth 
physicians  for  your 
vacations,  CME’s  or  for 
supplementary  help. 

★ 

Want  Free  Time 
While  You 
Practice 
Medicine? 

Join  CompHealth’s 
Locum  Tenens 
Physician  Group. 

★ 

For  further  information 
about  temporary  coverage 
or  locum  tenens  practice 
opportunities 

Call  toll-free  1 800  354-4050 

**  CompHealth 

A Physician  Group 

★ 

WILSON  ROSS, 
Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough 

Caperton 

Shepherd 

Association 

Group 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 

Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $4,000  a month  when 
you  are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person. 
Choice  of  deductibles  ($100-$250-$500-$1 ,000).  Employees  are 
eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hos- 
pitalized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days 
a year . . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you 
are  disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-344-5139 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


CABELL 

Dr.  Aaron  Marcus  of  Ithaca,  New 
York,  was  the  invited  speaker  for  the 
meeting  of  the  Cabell  County  Medical 
Society  January  9 in  Huntington  at 
the  Holiday  Inn  Gateway,  East. 

Doctor  Marcus,  Professor  of  Medi- 
cine, Cornell  University  Medical  Col- 
lege, spoke  on  “Vascular  and  Inflam- 
matory Diseases.” 

He  summarized  the  physiological 
actions  of  platelets  in  the  hematostatic 
process  and  the  more  recently  acquir- 
ed knowledge  of  the  action  of  break- 
down products  of  arachidonic  acid 
both  in  thrombosis  and  in  mediation 
of  the  inflammatory  reaction. 

Dr.  Tara  Sharma  described  plans 
for  formation  of  a joint  panel  of  phy- 
sicians and  lawyers  in  Huntington  to 
provide  an  opinion  on  the  legitimacy 
of  a malpractice  claim. — Mabel  M. 
Stevenson,  M.  D.,  Secretary. 


McDowell 

The  McDowell  County  Medical  So- 
ciety met  January  8 at  Stevens  Clinic 
Hospital  in  Welch. 

Dr.  Vernon  Magnus  provided  an  in- 
teresting slide  presentation  of  his  trip 
to  Haiti  and  medical  experiences 
wThile  there.  — Barbara  A.  Fenton, 
M.  D.,  Secretary. 


WESTERN 

The  Western  Medical  Society  met 
on  January  14  in  Ripley  at  Jackson 
General  Hospital. 

The  guest  speaker  was  Dr.  Frank  L. 
Schwartz,  Parkersburg  endocrinolog- 
ist, who  gave  a comprehensive  talk  on 
diabetes  — type,  etiology,  pathology 
and  treatment. 

The  Society  decided  that  funds  col- 
lected from  doctors  for  the  flood  relief 
fund  should  go  to  the  Salvation  Army. 

Dr.  Ali  H.  Morad  gave  a summary 
of  recent  legislation  concerning  tort 
reform. — Ali  H.  Morad,  M.  D.,  Secre- 
tary. 


EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
COMMONWEALTH 
OF  PENNSYLVANIA’S 
STAFF. 

“When  my  husband  was  living, 
we  used  the  Bonds  we  saved 
through  payroll  savings  to 
buy  our  home.” 

— Kathie  Corkle 
Pennsylvania  Department  of 
Labor  and  Industry 


“The  payroll  savings  plan 
makes  it  easy  for  me  to  put 
away  a little  bit  from  each 
paycheck.” 

—Theresa  Beverly 
Pennsylvania  Department 
of  General  Services 


“Bonds  are  also  an  investment 
for  the  country  and  that  helps 
all  of  us.” 

— Gwenn  Trout 
Pennsylvania  Council 
on  the  Arts 


U.S.  Savings  Bonds  now 
offer  higher,  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate  your 
giving  them  the  easiest,  surest 
way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US  SAVINGS  BONDS%^ 

Paying  Better  Than  Ever ' 

A public  service  of  this  publication. 


Classified 


SPACE  AVAILABLE  — Cross  Lanes  Pro- 
fessional Building,  2400  square  feet.  Call 
(304)  776-3436  or  (304)  776-4931. 


Physician  Director 

Kanawha-Charleston  Health  Department 

Responsible  for  all  phases  of  public  health  for 
Kanawha  County  and  the  City  of  Charleston. 
Provides  leadership/direction  to  the  staff  in 
implementing  the  State  Code  and  other  public 
health  requirements.  Oversees  all  public  health 
programs  for  the  Health  Department. 

Civil  Service  covered  position. 

Salary  based  on  experience  and  training. 

Minimum  Training  and 
Experience  Requirements 

Training:  A temporary  or  permanent  license  to 
practice  medicine  or  osteopathy  in  West  Virginia. 

Experience:  Two  years  of  full-time  paid  ex- 

perience or  equivalent  part-time  experience  in 
the  practice  of  medicine  or  osteopathy  which 
can  include  time  spent  in  a post  graduate 
training  program  in  medicine  or  osteopathy,  plus 
three  years  of  administrative  experience  in 
health  care  programs. 

Substitution:  A Master's  Degree  in  public  health, 
health  administration,  hospital  administration, 
public  administration,  business  administration, 
or  other  closely  related  fields  may  be  sub- 
stituted for  one  year  of  the  required  administra- 
tive experience. 

Although  the  above  is  a minimum,  preference 
will  be  given  to  individuals  board  certified  in 
public  health,  preventive  medicine  or  a physician 
with  adequate  years  of  experience  in  public 
health. 

Send  resumes  to: 

Dr.  Edward  Jackson 

c/o  Kanawha-Charleston  Health  Department 
P.  0.  Box  927 

Charleston,  West  Virginia  25323 

Deadline  for  applications: 

April  15,  1986 
EEO/M/F/H 


OF  YOUR 
LUNGS. 

THEY’RE 

ONLY 

HUMAN. 


AMERICAN 

LUNG 

ASSOCIATION 

The  Christmas  Seal  People  ® 


Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

In  Internal  Medicine  To  Associate  With 

Radiology: 

Internal  Medicine: 

Family  Practice: 

Halberto  G.  Cruz,  M.  D. 

Karl  J.  Myers,  Jr.,  M.  D. 

Charles  L.  Arnett,  M.  D. 

Pathology: 

Wm.  A.  SanPablo,  M.  D. 

R.  Gregory  Juckett,  M.  D. 

Pediatrics: 

James  A.  Arnett,  M.  D. 

Fulvio  Franyutti,  M.  D. 

Surgery: 

E.  G.  Kreider,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D. 

J.  W.  Woodford,  M.  D. 

Telephone:  (304)  457-2800 

Boyd  R.  Wickizer,  M.  D. 

WV  (800)  346-2800 

JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  SC  THROAT  ASSOCIATES 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


OF  CHARLESTON,  INC. 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Charleston  George  E.  Toma,  M.D.,  FACS 

Eye  Care  » S)1  Stephen  P.  Cassis,  M.D. 

Associates  Inc \JMM 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 


CORNEAL  TRANSPLANTS 


PERMANENT  COSMETIC 
EYELINER 


4430  Kanawha  Turnpike 
24  HOUR  South  Charleston,  WV  25309 


344-3937  ANSWERING  SERVICE  768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 5:00  P.M.  (800)  344-3993 
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Physicians  & Health 
Professionals 

Physicians  and  health  professionals:  Examine 
career  opportunities  in  Air  Force  health  care.  You’ll 
have  access  to  the  most  advanced  technology  and 
developments  in  medicine.  Your  colleagues  will  be 
highly  respected  professionals.  And  you  will  have 
numerous  opportunities  for  career  growth. 

We  can  offer  you  a guaranteed  income,  challenging 
assignments  and  a perfect  balance  between  work 
time  and  free  time. 

To  find  out  more  about  Air  Force  medicine,  contact: 

Clarksburg 
SSgt.  Monty  Self 
291-4139 


“Deafness  is  something 
you  put  beside  you 
not  in  front  of  you.” 

LINDA  BOVE/ ACTRESS 


Linda  Bove  performed  with  The  National  Theatre  of  the  Deaf  for  nine  years. 
She  has  also  starred  in  the  Tony  Award  winning  show.  Children  of  a Lesser  God. 


Believe  in  them.  Break  the  barriers. 

PRESIDENT’S  COMMITTEE  ON  EMPLOYMENT  OF  THE  HANDICAPPED,  WASHINGTON  D.C.  20210 


PRODUCED  BY  THE  SCHOOL  OF  VISUAL  ARTS  PRESS,  LTD. 
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SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D.  697-7036 

K.  M.  Fink,  M.  D.  525-8191 

R.  W.  Hibbard,  M.  D.  525-9355 

F.  Hoback,  M.  D.  697-7036 

D.  H.  Webb,  M.  D.  525-9355 


J.  Corcella,  M.  D.  525-7851 

J.  V.  Ottaviano,  M.  D.  525-7851 

L.  C.  Smith,  M.  D.  697-7036 

M.  M.  Bateman,  M.  D.  526-0580 

R.  A.  Kayser,  M.  D.  526-0580 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


. . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


1 . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  •• 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 


flurazepam  HCI/Roche  @ 

sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  etal . Clin  Pharmacol  Ther  72691  - 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
78356-363,  Sep  1975.  3.  Kales  A,  etal.  Clin  Pharmacol 
Ther  79.576-583,  May  1976.  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther 32.781-788,  Dec  1982.  5.  Frost  JD  Jr,  DeLucchi 
MR:  J Am  Geriatr  Soc  27541-546,  Dec  1979  6.  Dement 
WC,  etal.  BehavMed,  pp  25-31,  Oct  1978.  7.  Kales  A, 

Kales  JD.  JClin  Psychopharmacol  3. 140-150,  Apr  1983 
8.  Tennant  FS,  et  al.  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21 .355-361, 

Mar  1977 


DALMANE’3 

flurazepam  HCI/Roche(iv 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI; 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  ot  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  ( e g . operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported;  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase;  and  paradoxical  reactions,  eg. 
excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect  Adults. 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI. 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


#1  FOR  SLEEP 


After  more  than  1 5 years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. 18  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.79  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  producf  information  on  reverse  side 
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Tort  Reform  Accomplished 
See  Pages  82,  83,  88,  90 


Al DS  - Questions  and  Answers 


Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  (he  package  literature  tor  prescribing 
information 

Indications  and  Usage  Ceclor*  'cefaclor  Lillyi  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Streptococcus  pneumoniae  iDipiococcus  pneumoniae)  Haemoph 
ilus  influenzae  and  S pyogenes  igroup  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN  SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  8E  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad  spectrum  antibiotics  (including  macrolides  semisynthetic 
penicillins  and  cephalosporins)  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad  spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a tonn  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic  associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage- 


ment should  include  sigmoidoscopy  appropriate  bacteriologic 
studies  and  fluid,  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic  associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - It  an  allergic  reaction  to 
Ceclor'  (cefaclor  Lilly)  occurs  the  drug  should  be  discontinued 
and  it  necessary  the  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross  matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor  a false  positive  reaction 
lor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehimg  s solutions  and  also  with  Clmitest* 
tablets  but  not  with  Tes  Tape'  (Glucose  Enzymatic  Test  Strip 
USP  Lilly) 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  m Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are 
however  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
m mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 lb  0 20.  0 21 . and  0 lb  mcg/mi  at  two 
three  lour  and  live  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  m Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  H in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  1001 
Pruritus  urticaria  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum sickness  like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis /arthralgia  and  frequently  lever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patientsi  and  genital  pruritus  or  vaginitis 
Hess  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  inf-  ts  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  iless  than  1 in  200) 

I061782RI 


Note  Ceclor'  (cefaclor  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  reouesi  from 
Eli  Lilly  a no  Company 
Indianapolis  Indiana  46P85 

Ell  Lilly  Industries.  Inc 
Carolina  Puerto  Rico  00630 


ONCEAGAM, 
VOIVO  DIDNT  LEAVE 

WELL  ENOUGH 

ALONE. 


Most  people  would  be  happy 
to  build  a car  with  an  average  life 
expectancy  of  15.6  years* 

But  Volvo  engineers  are 
harder  to  satisfy  than  most  peo- 
ple. That’s  why,  for  1986,  they’ve 
made  improvements  in  the  Volvo 
240.  Improvements  that  include 
heated  front  seats,  more  com- 
prehensive rust  proofing  and  a 


re-styled  body  aimed  at  bringing 
the  aerodynamics  of  the  240  to 
a new  low. 

Which  is  another  reason  why 
it’s  high-time  you  stopped  by  our 
Volvo  showroom  for  a test  drive. 

* Based  on  an  actuarial  analysis  of  the  1983-1984  U.S. 
Registration  Data  conducted  by  Ken  Warwick  & 
Associates.  Due  to  many  factors  including  mainte- 
nance, driving  conditions  and  habits,  your  Volvo  may 
not  last  as  long.  Then  again,  it  may  last  longer.  Sum- 
mary available  at  your  Volvo  dealer. 


THEV0UTO240 


See  VOLVO  at  TAG  GALYEAN 

1010  Washington  St.  East  — Heart  ’O  Town  Holiday  Inn 
Telephone  344-1776 


'86  Volvos  come  with  a 3-year  limited  warranty  that  puts  no  limit  on  mileage.  See  your  Volvo  dealer  for  terms  and  conditions.  © i985  volvo  north  America  corporation 


We’ve  Grown! 
Together... 

McDonough 
Caperton 
Systems 


CHARLESTON  DATA  SYSTEMS 

Together  we  offer  the  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  combined  efforts  mean  you 
have  a choice.  . . . 

of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

of  hardware  including  IBM,  AT  & T,  and  IMS 
^ of  investment  levels  beginning  at  $9,975  with  upgrade  opportunity 
££of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

^ of  total  hardware  and  software  support  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

K of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We're  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  ON/OFF  capability. 
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Call  On  Someone 
\du  Can  Trust. 


Because  you  want 
to  entrust  your  patients  to 
the  best  professional  care. 

Saint  Albans  is  a logical 
choice  for  your  psychiatric 
referrals. 

Since  1916,  Saint 
Albans  Psychiatric  Hospital 
hits  provided  a spectrum 
of  care  for  emotional 
disorders. 

Today,  we  also  offer 
specialized,  fully  accredited 
programs  for  adolescents, 
alcoholics,  and  substance 
abusers.  We  have  special 
programs  for  senior  adults 
and  treatment  of  eating 
disorders.  And  we  offer  day 
treatment  as  an  alternative 
to  hospitalization. 

Care  is  provided  by  our  medical  and  professional  staffs  in  a beautiful, 
modern  hospital  secluded  along  the  New  River.  Admission  can  be  arranged 
24  hours  a day.  And  all  programs  and  services  are  approved  for  Blue  Cross, 
Medicare,  Champus,  and  most  commercial  insurance  carriers. 

At  Saint  Albans,  we've  built  our  reputation  on  the  trust  of  referring 

Saint  Albans 
Psychiatric  Hospital 

Private,  Not  For  Profit 
Psychiatric  Care 


physicians  who  want  the  best  for  their 
patients.  That's  why  you  can  refer  to 
Saint  Albans  with  confidence. 


teir^— 
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P.O.  Box  3608  Radford,  Virginia  24143 
1-800-368-3468 


Active  Medical  Staff: 


Rolfc  B Finn.  M.D 
Medical  Director 
Hal  G Gillespie.  M.D 
G Paul  Hlusko.  M D 
Ronald  L Myers.  M.D 


Basil  E Roebuck.  M.D 
o LeRoyee  Royal  M D 
Don  L Weston.  M D 
Psychiatric  Consultant 
D Wilfred  Abse.  M D 
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After  a nitrate, 

add  ISOPTIN 

(verapamil  HCl/KnoII) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used-  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C  -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quimdine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed  One  study  in  rats  did  not 
suggest  a tumorigemc  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use 
Adverse  Reactions:  Hypotension  (2  9%),  peripheral  edema  (1  7%),  AV  block 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (11%),  CHF  or  pulmonary 
edema  (0  9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1  1%),  constipa- 
tion (6  3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80”  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side  Revised  August,  1984  2385 


6 

Knoll 


KNOLL  PHARMACEUTICAL  COMPANY 

30  NORTH  JEFFERSON  ROAD,  WHIPPANY,  NEW  JERSEY  07981 


2406 


EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 


“My  folks  gave  me  a Bond  for 
my  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 
— Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

— Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

— Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US.  SAVINGS  BONDsSl 

Paying  Better  Than  Ever  " ^ 


A public  service  of  this  publication. 


McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY 


PHYSICIANS. 

SCHEDULE  SOME  TIME 
FOR  YOUR  COUNTRY. 

Many  physicians  would  like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve  unit.  We  know  that  making  a weekend 
commitment  can  be  difficult  for  most  physicians.  So  it  is  practical  for 
the  Army  Reserve  units  to  be  flexible  about  time.  It’s  worth  discussing. 

Incidentally,  in  addition  to  satisfying  your  own  desire  to  serve 
your  country,  there  are  exceptional  opportunities  to  do  something 
totally  different  from  a day-to-day  routine.  Opportunities  to  study  new 
areas  of  medicine,  meet  new  people  in  your  specialty,  and  be  a part 
of  one  of  the  world’s  most  advanced  medical  teams. 

Discuss  the  opportunities  with  our  Army  Medical  Personnel 
Counselor.  Call: 


412-644-4432,  Maj.  Schuder 

ARMY  RESERVE. 
BEALLYOUCANBE. 


Parker/Hunter  points  out: 

Earning  money 
is  sometimes  easier 
than  deciding  what 
to  do  with  it. 


Luckily,  you  don't  have  to  understand  money  to 
make  money 

But  no  matter  how  you've  made  your  money,  you 
still  have  to  figure  out  what  to  do  with  it. 

And,  as  you  may  already  have  discovered,  that's 
not  as  easy  as  it  sounds. 

There  are  so  many  ways  to  invest  money  today,  no 
one  person  could  ever  understand  them  all  (unless,  perhaps, 
they  employed  a small  army  of  research  assistants). 

Well,  meet  your  army. 

At  Parker/Hunter,  we  not  only  have  a staff  of 
experienced  brokers,  we  have  a staff  of  experienced  special- 
ists. Experts  in  just  about  every  investment  area,  right  here  in 
our  main  office.  They'll  do  the  research  and  dig  up  the 
information  that  can  help  your  broker  guide  you  through 
the  investment  maze. 

And  before  we  research  your  investments,  we 
"research”  you.  Because  how  can  we  decide  which 
investments  are  right  for  you,  unless  we  get  to  know  you? 

Now,  before  we  get  started,  there  is  one  simple 
investment  decision  only  you  can  make. 

Are  you  going  to  call  your  local  Parker/Hunter 
office?  Or  would  you  rather  stop  by? 


PARKER/ HUNTER 

V\/e  just  might  he  the  most  important  part 
of  your  investment  portfolio. 


Clarksburg:  304/624-7444  ,WV  Toll  Free  800/352-8070 
Morgantown:  304/296-9133, WV  Toll  Free  800/352-2519 

Parkersburg:  304/422-8405,  WV  Toll  Free  800/642-l«84  Parkcr/Humer tncorpora.ed 

Member  New  York  Stock  Exchange,  Inc  Member  SIPC 


Eye  Physicians 

and 


Surgeons 

Keeping  Your  Family  In  Sight 


• CATARACT  SURGERY 

• EYE  EXAMINATIONS 
• LASER  SURGERY 


SOUTH  CHARLESTON  OFFICE 


• DRY  EYE  SPECIALISTS 
• PEDIATRIC  VISION  CARE 
• CONTACT  LENSES 


CHARLESTON  OFFICE 


Muhib  S.  Tarakji,  M.D. 


Hertbert  A.  Tipler,  M.D. 


Richard  C.  Rashid,  M.D. 


Medicare  Assignment  accepted  on  alj  medicare  patients. 
Charging  only  what  medicare  approves  for  covered 
services. 


EOR  APPOINTMENTS  CALL 

South  Charleston 

Across  the  street  from  ^7  CXQ  ^7  Q ^7  1 

Thomas  Memorial  Hospital  I 1)0“  I O I 1 

424  Division  Street 


Charleston 

CAMC/General  Division 
General  Medical  Pavilion, 
Suite  100 
415  Morris  Street 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


I r Data  General 


ELIGmF  systems,  iia. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386 


Physicians  & Health 
Professionals 

Physicians  and  health  professionals:  Examine 
career  opportunities  in  Air  Force  health  care.  You’ll 
have  access  to  the  most  advanced  technology  and 
developments  in  medicine.  Your  colleagues  will  be 
highly  respected  professionals.  And  you  will  have 
numerous  opportunities  for  career  growth. 

We  can  offer  you  a guaranteed  income,  challenging 
assignments  and  a perfect  balance  between  work 
time  and  free  time. 

To  find  out  more  about  Air  Force  medicine,  contact: 

Clarksburg 
SSgt.  Monty  Self 
291-4139 


Special  Article 


WVSMA  Position  Paper 


Toward  Improved  Medical  Care  For  West  Virginians 


DAVID  Z.  MORGAN,  M.  D. 

President,  West  Virginia  State  Medical 
Association 


( Editor’s  Note:  This  position  paper 
was  prepared  by  Doctor  Morgan  for 
the  information  of  the  1986  West  Vir- 
ginia Legislature  but  the  contents  still 
reflect  to  a large  degree  the  ongoing 
WVSMA  programs  and  goals  which 
are  of  vital  concern  to  all  members. ) 

"[■or  over  two  decades,  increasing  the 
* number  of  health  care  practition- 
ers to  meet  the  needs  of  its  citizens 
was  a concern  of  the  federal  govern- 
ment as  well  as  the  West  Virginia 
Legislature. 

Predictably,  as  the  health  care  in- 
dustry shifted  to  become  a big-volume 
provider  of  new  technical  advances  to 
the  public,  new  concerns  have  become 
evident:  (1)  The  escalation  of  costs 

have  resulted  in  major  containment 
regulatory  efforts  at  the  federal  level 
(e.g.,  Diagnostic  Related  Group  re- 
imbursement of  hospitals ) and  at  the 
state  level  (e.g..  Health  Care  Cost  Re- 
view Authority ) ; ( 2 ) Some  feel  that 
many  physicians  are  no  longer  as  car- 
ing or  compassionate  and  that  the  de- 
livery of  medical  care  is  done  in  a 
business-like  fashion,  and  ( 3 ) There 
has  been  a clamor  for  the  profession 
to  increase  the  monitoring  of  the 
quality  of  care  by  physicians  and  to 
remedy  continuing  inept  care,  if  possi- 
ble, or  to  discipline  the  physician 
when  needed. 

The  West  Virginia  State  Medical 
Association  (WVSMA)  shares  in  these 
concerns.  The  following  represents  a 
brief  summary  of  the  way  these  are 
being  addressed  at  various  levels. 


It  first  is  necessary  to  state  that  the 
WVSMA  is  a voluntary  association  of 
physicians  which  upholds  the  highest 
ideals  of  the  practice  of  medicine. 
One  need  not  belong  to  the  WVSMA 
to  practice  medicine  in  West  Virginia 
(about  70  per  cent  of  the  practicing 
physicians  in  West  Virginia  do  be- 
long). 

All  decisions  relating  to  licensure 
or  discipline  of  physicians  are  vested 
in  the  West  Virginia  Board  of  Medi- 
cine through  the  Medical  Practice  Act 
of  the  State  of  West  Virginia. 

Medical  Licensing  Board 

We  support  measures  which  will 
strengthen  the  Board’s  investigative 
ability  as  well  as  changes  which  will 
tighten  the  reporting  requirements. 

While  we  agree  entirely  that  the 
public  should  be  made  aware  of  ulti- 
mate disciplinary  action  against  a phy- 
sician, we  support  the  right  of  an  ac- 
cused doctor  to  have  a thorough,  fair 
and  prompt,  due-process  hearing  out 
of  the  media’s  glare. 

Risk-Control  Seminars 

These  seminars,  jointly  sponsored 
by  the  CNA  Insurance  Company  and 
the  WVSMA,  have  been  and  are  con- 
tinuing to  he  held  throughout  West 
Virginia.  The  major  thrust  of  these 
seminars  is  to  encourage  physicians  to 
be  more  caring  in  their  interaction 
with  patients,  to  document  more 
thoroughly  their  work  on  the  medical 
chart  and  to  exercise  greater  care  in 
those  areas  that  place  them  at  greatest 
risk,  for  example,  the  granting  of  in- 
formed consent  before  an  operative 
procedure. 


Hospital  Risk-Control  Measures 

We  support  the  growing  efforts  of 
hospitals  to  institute  in-house  meas- 
ures to  control  the  quality  of  medical 
practice.  Many  require  full  participa- 
tion as  a condition  for  staff  member- 
ship. Undertaken  are  such  measures 
as  the  prompt  investigation  and  cor- 
rection of  any  incident  that  might 
place  a patient  in  jeopardy  of  injury 
and  all-out  efforts  to  improve  com- 
munication between  staff  and  patients. 

These  measures  complement  the  al- 
ready established  measures  which  are 
required  or  strongly  suggested  by  the 
Joint  Committee  on  Hospital  Accredi- 
tation (JCHA).  These  include  the 
tissue  committee,  which  reviews  the 
necessity  for  operative  procedures  in 
the  hospital;  record  committee,  which 
reviews  the  completeness  and  ade- 
quacy of  records;  quality  assurance 
committee,  which  reviews  the  adequ- 
acy of  care  of  specific  patients;  phar- 
macy committee,  which  is  concerned 
with  the  cost,  efficiency  and  safety  of 
drugs  used  in  the  hospital,  etc. 

Peer  Review  Organization 

The  PRO  in  West  Virginia  is  the 
West  Virginia  Medical  Institute.  The 
Board  is  primarily  made  up  of 
WVSMA  members.  It  is  charged  with 
reviewing  the  care  received  by  Medi- 
care and  Medicaid  patients.  In  the 
early  years  of  this  organization  the 
emphasis  was  primarily  on  cost  con- 
tainment. Initially,  fee-for-service  pay- 
ment for  medical  patients  was  met  by 
control  of  the  number  of  days  of  hos- 
pitalization. Under  the  DRG  system, 
the  WVMI  is  required  to  question  the 
necessity  of  hospitalization. 

In  1986,  quality  of  care  will  again 
gain  significance  because  of  national 
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concern  over  such  things  as  the  prema- 
ture discharge  of  patients  under  the 
DRG  system. 

Under  the  peer  review  system  pro- 
viders can  he  sanctioned  including  re- 
moval of  ability  to  receive  payment 
for  care  of  Medicare  or  Medicaid  pa- 
tients. More  stringent  sanctions  in- 
clude fine  or  even  imprisonment  for 
fraudulent  activities.  The  number  of 
sanctions  against  physicians  and  hos- 
pitals recently  has  increased. 

Impaired  Physician  Committee 

The  WVSMA  is  placing  new  em- 
phasis on  education,  offering  inter- 
vention and  the  identification  of  treat- 
ment resources  for  physicians  with  al- 
cohol or  drug  problems. 

It  is  recognized  that  this  problem 
can  be  dealt  with  more  effectively  and 
the  potential  for  harm  to  patients  be 
lessened  by  identifying  the  impaired 
physician  as  early  as  possible. 

We  will  be  establishing  a statewide 
network  of  physicians  and  spouses 
who  will  be  concerned  and  knowledge- 
able in  this  area. 

It  may  be  necessary  to  seek  some 
legislative  assistance  in  the  future. 
For  example,  if  a good  rehabilitation 
protocol  can  be  designed,  it  might  be 
appropriate  for  the  law  to  place  an 
impaired  physician  under  the  juris- 
diction of  the  Impaired  Physician 
Committee,  initiating  disciplinary  ac- 
tion under  the  Medical  Licensing 
Board  only  if  the  individual  refuses 
rehabilitation  or  backslides  after  en- 
tering treatment. 

Professional  Evaluation  Committee 

The  WVSMA’s  Professional  Eval- 
uation Committee  assists  its  members 
and  its  endorsed  carrier  in  the  review 
of  all  medical  malpractice  suits 
against  physicians  in  West  Virginia. 


The  insurance  carriers  in  West  Vir- 
ginia may  and  do  refuse  to  continue 
to  insure  physicians  if  they  demon- 
strate deficiencies  of  care  through  re- 
peated valid  suits  or  through  severe 
negligence  in  a single  suit. 

If  the  suits  are  of  a trivial  nature, 
the  Committee  will  recommend  con- 
tinuance of  its  member. 

This  trend  will  undoubtedly  con- 
tinue as  the  carrier’s  projected  losses 
exceed  premium  income. 

Physician  Medical  Care  Network  of 
West  Virginia,  Inc. 

West  Virginia  has  established  the 
first  statewide  preferred  provider  or- 
ganization ( PPO)  in  the  nation. 

This  organization  of  West  Virginia 
physicians  will  be  dedicated  to  cost 
containment  in  the  care  of  patients  as 
well  as  high  quality  care. 

The  provision  of  discounted  medi- 
cad  services  will  be  accompanied  by 
pre-hospital  certification,  review  of 
quality  of  hospital  care  and  the  post- 
hospital profiling  of  an  individual 
physician’s  practice. 

Abuses  will  result  in  provider  re- 
moval from  the  preferred  provider  or- 
ganization. 

Tracking  the  Errant  Physician 

Among  the  concerns  is  the  fact  that 
the  physician  who  has  been  disciplin- 
ed by  his/her  local  hospital  board  of 
trustees  or  who  is  threatened  by  such 
discipline,  simply  moves  to  another 
community  in  the  same  state  or  to 
another  state. 

The  enhanced  reporting  activities  to 
the  Medical  Licensing  Board  request- 
ed in  legislation  pending  this  year  will 
be  a great  help  in  this  regard. 

The  Federation  of  Licensure  Ex- 
amining Boards  (FLEX),  a national 
organization  based  in  Fort  Worth, 


Texas,  has  recently  initiated  a pro- 
cedure to  gather  information  from 
state  boards  and  report  this  informa- 
tion to  the  licensing  board  of  the  state 
to  which  the  physician  moved.  The 
ultimate  decision,  of  course,  remains 
with  the  individual  state  boards,  but  it 
is  clear  that  many  states  will  refuse  to 
license  a physician  who  has  been 
faced  with  major  disciplinary  action 
in  another  state. 

Summary 

The  WVSMA  supports  a broad 
range  of  measures  to  improve  the 
quality  and  safety  of  medical  care  in 
West  Virginia. 

This  is  not  to  say  that  we  have  all 
the  answers.  We  don’t. 

We  do  not  as  yet  have  an  adequate 
solution  how  best  to  assist  our  mem- 
bers who  are  deemed  to  have  serious 
deficiencies  in  the  adequacy  of  their 
patient  care.  Short-term  continuing 
medical  education  courses  have  not 
been  sufficient.  We  are  considering 
encouraging  a plan  of  longer-term 
(six  months  plus)  voluntary  retrain- 
ing for  those  for  whom  it  would  be 
feasible. 

We  do  not  yet  know  how  to  solve 
the  uneveness  of  medical  care  that 
exists  between  many  communities  in 
West  Virginia.  The  differences  be- 
tween rural  and  urban  settings  are  to 
be  expected.  There  are,  however, 
sometimes  striking  differences,  for  ex- 
ample, in  care  in  similar  rural  areas. 
These  can  sometimes  be  explained  on 
the  basis  of  medical  manpower  needs, 
sometimes  not. 

We  stand  ready  within  the  limits  of 
our  ability  and  resources  to  help  any 
community  approach  their  local  medi- 
cal problems. 

The  WVSMA  has  as  its  primary 
concern  the  delivery  of  high-quality 
medical  care  to  all  West  Virginians. 
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Scientific  Newsfront 


AIDS  And  Its 

Transmission 

Questions  And  Answers 
For  The  Journal 

ROY  C.  BARON,  M.  D.(  M.P.H. 

Medical  Epidemiologist,  West  Virginia 
Department  of  Health 


(Editor's  Note:  Doctor  Baron  was 
asked  by  The  Journal  to  respond  to 
frequently  asked  questions  regarding 
AIDS  and  its  transmission  including 
reference  to  the  status  of  the  disease 
in  West  Virginia. ) 


Introduction 

Acquired  Immunodeficiency  Syn- 
drome ( AIDS  ) was  first  recognized 
in  1981.  It  is  characterized  by: 
1 ) infection  with  opportunistic  pro- 
tozoan, fungal,  or  viral  pathogens, 
and/or  2)  rare  malignancies,  such 
as  Kaposi’s  sarcoma  or  various 
lymphomas  in  people  who  have  an 
underlying  cellular  immune  de- 
ficiency without  evidence  of  a 
predisposing  condition.  It  is  now 
known  that  the  immune  defici- 
ency is  caused  by  a transmissible 
agent,  the  Human  T-lymphotropic 
(HTLV-III)  virus,  which  destroys 
the  T 4 lymphocytes  (T-helper 
cells ) . 


How  prevalent  is  AIDS  in  the 
United  States? 

As  of  December  30,  1985,  the  Cen- 
ters for  Disease  Control  has  received 
reports  of  15,948  cases  of  AIDS 
known  to  have  occurred  since  January, 

1979.  The  number  of  cases  has  in- 
creased each  year  (12  in  1979,  47  in 

1980,  260  in  1981,  992  in  1982,  2,717 
in  1983,  and  5,341  in  1984).  The 
current  figures  for  1985  are  only  pro- 
visional but  the  number  of  case  re- 
ports received  so  far  I 6,571 ) indicates 
that  the  trend  is  continuing. 

How  is  the  AIDS  (HTLV-HI)  virus 
transmitted  and  what  groups  of 
people  are  at  risk  of  acquiring  the 
disease? 

HTLV-III  virus  has  usually  been 
isolated  from  blood  and  semen.  While 
it  also  has  been  found  in  saliva  and 
tears,  these  fluids  represent  very  un- 
common sources  of  virus  isolation 


from  patients  with  AIDS.  Among 
adults  and  adolescents  (more  than  13 
years  of  age),  HTLV-III  virus  is 
transmitted  primarily  through  sexual 
contact  (homosexual  or  heterosexual ), 
and  through  parenteral  exposure  to 
infected  blood  by  contaminated  nee- 
dles associated  with  illicit  drug  use 
or  by  blood  products  (whole  blood, 
packed  red  cells,  platelets,  plasma,  or 
plasma  concentrate).  It  is  highly  un- 
likely that  saliva  and  tears  play  a role 
in  transmission. 

Of  the  adult  and  adolescent  AIDS 
cases,  14,693  are  male  and  1,026  are 
female.  Homosexual  or  bisexual  men, 
who  account  for  73  per  cent  of  these 
cases,  and  users  of  illegal  intravenous 
drugs,  who  account  for  17  per  cent  of 
these  cases,  constitute  the  most  prom- 
inent risk  groups.  Hemophiliacs  and 
other  blood  or  blood  product  recip- 
ients account  for  two  per  cent  of  the 
cases  while  persons  who  are  known  to 
have  had  heterosexual  contact  with  an 
AIDS  patient  or  with  a member  of  an 
AIDS  risk  group  account  for  one  per 
cent  of  the  cases.  Although  six  per 
cent  of  the  adult /adolescent  cases 
have  not  been  associated  with  one  of 
these  risk  groups,  40  per  cent  of  these 
unclassified  cases  were  horn  in  coun- 
tries where  AIDS  is  more  commonly 
associated  with  heterosexual  transmis- 
sion, and  many  others  have  histories 
of  contact  with  prostitutes. 

What  is  the  risk  for  children  under 
13  years  of  age? 

Only  229  cases,  125  in  males  and 
104  in  females,  have  been  reported 
among  children  under  13.  Seventy- 
five  per  cent  of  the  children  with 
AIDS  reported  to  CDC  have  a parent 
with  AIDS  or  who  is  a member  of 
a group  at  risk  for  acquiring  the 
HTLV-III  virus.  The  majority  of 
these  children  acquired  the  virus  from 
their  infected  mothers  in  the  prenatal 
period.  In  utero  and  intrapartum 
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transmission  are  most  likely.  Children 
have  also  become  infected  through 
transfusion  of  blood  or  blood  products 
that  contain  the  virus.  Five  per  cent 
of  the  pediatric  cases  are  hemophiliacs 
and  15  per  cent  were  recipients  of 
other  blood  or  blood  products.  For 
five  per  cent,  the  investigations  are 
incomplete. 

Is  HTLV-IH  infection  spread 
through  casual  contact  or 
hy  insects? 

Accumulated  evidence  strongly  sug- 
gests that  HTLV-III  infection  is  not 
spread  through  casual  contact  with  an 
infected  individual  such  as  in  family 
settings,  schools  or  other  groups  living 
or  working  together.  Furthermore, 
blood-sucking  insects  are  not  believed 
to  be  involved  in  transmission  of  the 
disease. 

How  many  AIDS  cases  have  been 
reported  in  West  Virginia,  and 
what  risk  groups  do  they 
represent  ? 

Twelve  cases  of  AIDS,  11  adults 
and  one  pediatric,  have  been  reported 
in  West  Virginia  as  of  December  31, 
1985.  The  pediatric  case  is  presumed 
to  have  resulted  from  perinatal  trans- 
mission from  an  infected  mother.  Of 
the  11  adults,  five  were  homosexual 
or  bisexual  males,  two  were  hemo- 
philiacs, three  had  received  transfu- 
sions with  blood  or  a blood  product, 
and  one  case’s  risk  remains  unclassi- 
fied. 

Aside  from  AIDS,  are  there  other 
manifestations  of  HTLV-III  virus 
infections? 

Our  ability  to  identify  persons  in- 
fected with  the  HTLV-III  virus  has 
expanded  our  knowledge  of  its  clini- 
cal manifestations.  AIDS,  as  defined 
for  reporting  purposes,  only  repre- 
sents the  most  severe  manifestations. 
As  w ith  other  viral  infections,  infected 
persons  may  manifest  no  signs  or 
symptoms,  or  they  may  have  an  inter- 
mediate condition  known  as  AIDS- 
Related  Complex  (ARC). 

Can  you  describe  ARC? 

ARC  includes  signs  or  symptoms 
such  as  lymphadenopathy,  weight  loss, 
fever,  chronic  diarrhea,  anemia, 
thrombocytopenia,  or  early  evidence 


of  opportunistic  infection,  such  as 
oral  candidiasis,  of  greater  than  two 
weeks’  duration  with  no  other  under- 
lying condition. 

Is  it  possible  to  predict  who  will 
develop  ARC  and  who  will  develop 
AIDS? 

While  a high  proportion  of  people 
who  are  infected  with  HTLV-III  will 
develop  a clinical  disorder,  the  evolu- 
tion of  HTLV-III  infection  has  not 
been  defined  well  enough  for  us  to 
predict  which  asymptomatic  persons 
will  develop  ARC  or  AIDS,  or  which 
persons  with  ARC  will  progress  to  de- 
velop AIDS.  Current  estimates  sug- 
gest that  the  risk  of  ARC  in  persons 
with  HTLV-III  infection  may  be  20 
per  cent  to  40  per  cent  within  the 
first  three  to  five  years  of  infection, 
and  that  the  risk  of  AIDS  may  be  five 
per  cent  to  at  least  10  per  cent.  The 
long-term  prognosis  for  people  who 
remain  asymptomatic  with  HTLV-III 
infection  for  five  or  more  years  is  cur- 
rently unknown. 

What  laboratory  procedures  are 
currently  being  used  to  determine 
whether  an  individual  has  been 
infected? 

Because  virus  isolation  techniques 
are  costly  and  time-consuming,  they 
are  not  practical  for  routine  applica- 
tion in  screening  and  counseling. 
Moreover,  while  highly  specific  for 
HTLV-III  infection,  virus  isolation 
techniques  are  not  sufficiently  sensi- 
tive to  identify  all  infected  persons, 
particularly  those  who  are  asympto- 
matic. Alternatively,  persons  infected 
with  HTLV-III  can  be  detected  by  a 
recently  licensed  serological  test,  an 
enzyme  immunoassay  (EIA)  for  virus 
antibody,  which  is  both  highly  sensi- 
tive and  specific.  In  addition,  an  even 
more  specific  Western  blot  test  is  used 
as  a reference  laboratory  procedure 
to  help  to  assess  the  significance  of 
positive  EIA  results. 

What  does  a positive  antibody  test 
indicate? 

A positive  antibody  test  indicates 
past  exposure  to  the  AIDS  virus,  and 
until  the  natural  history  of  HTLV-III 
virus  infection  is  better  understood, 
persons  who  test  positive  should  be 
considered  to  be  infected  with  the 
virus. 


Is  the  positive  test  diagnostic  of 
ARC  or  AIDS? 

We  should  emphasize  that  a positive 
antibody  test  simply  denotes  that  the 
person  is  or  has  been  infected  with 
HTLV-III.  Taken  by  itself,  a positive 
test  is  not  diagnostic  of  ARC  or  AIDS 
and  does  not  mean  that  the  infection 
will  progress  to  ARC  or  AIDS. 

How  is  the  antibody  test  currently 
used  as  a prevention  strategy? 

At  this  time,  one  of  the  most  im- 
portant applications  of  the  HTLV-III 
antibody  test  is  to  protect  the  nation’s 
blood  supply.  As  a first  phase  in  the 
blood  screening  procedure,  people  are 
instructed  not  to  donate  if  they  are 
known  to  be  members  of  a group  at 
risk  for  AIDS.  In  the  second  phase, 
blood  or  plasma  of  people  accepted 
as  donors  is  screened  for  antibody  to 
HTLV-III.  Beginning  in  April,  1985. 
blood  and  plasma  collected  in  the 
L^nited  States  has  been  screened  using 
one  of  the  licensed  antibody  tests. 
Currently,  virtually  all  blood  and  plas- 
ma units  collected  are  screened. 

What  is  done  with  positive  units  of 
blood  and  plasma? 

Positive  units  are  destroyed  and  the 
donor’s  name  is  added  to  a donor  de- 
ferral register,  using  a code  to  keep 
the  reason  for  deferral  confidential. 
Each  blood  and  plasma  center  has 
guidelines  for  additional  testing  to 
confirm  the  positive  result  and  for 
notifying  the  donor. 

What  can  be  done  about  members 
of  high-risk  groups  who  want  to 
donate  blood  as  a way  of  learning 
their  HTLV-III  antibody  status? 

To  discourage  members  of  high-risk 
groups  in  particular  from  donating 
blood  or  plasma  as  a way  of  learning 
their  HTLV-III  antibody  status,  there 
are  alternate  test  sites  to  provide  this 
specific  service  in  most  states. 

Where  are  alternate  test  sites 
located  in  West  Virginia? 

In  West  Virginia,  alternate  test 
sites  are  located  in: 

Berkeley  County 
Health  Department 

125  King  Street 

Martinsburg,  WV  25401 

Telephone:  263-5131 
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Cabell-Huntington 
Health  Department 
1336  Sixteenth  Street 
Huntington,  WV  25701 
Telephone:  523-6483 

Mid-Ohio  Valley 
Health  Department 
211  Sixth  Street 
Parkersburg,  WV  26101 
Telephone:  485-7374 
or  1-800-642-1996 

Wheeling-Ohio 

Health  Department 
16th  and  Chapline  Streets 
Wheeling,  WV  26003 
Telephone:  234-3682 

Raleigh  County 

Health  Department 
1602  Harper  Road 
Beckley,  WV  26801 
Telephone:  252-8531 

Venereal  Disease  Bureau 
151  11th  Avenue 
South  Charleston,  WV  25303 
Telephone:  348-2950 

What  is  the  procedure  for  people 
screened  at  alternate  test  sites? 

With  the  assurance  of  confidential- 
ity, people  screened  at  alternate  test 
sites  for  HTLV-III  virus  infection  can 
be  counseled  and  referred,  if  neces- 
sary, for  medical  follow-up.  In  the 
absence  of  definitive  therapy  or  a 
vaccine,  identifying  and  counseling 
infected  people  or  those  at  high  risk 
of  acquiring  the  HTLV-III  virus  are 
important  prevention  strategies  since 
they  can  be  advised  to  alter  those  be- 
haviors posing  a risk  to  potential  con- 
tacts. 

Given  that  transmission  modes  of 
the  HTLV-III  virus  are  similar  to 
those  of  the  Hepatitis  B virus  and 
that  certain  health  care  workers  are 
at  increased  risk  for  acquiring 
Hepatitis  B,  is  there  a similar 
occupational  risk  for  acquiring 
ARC  or  AIDS? 

Health  care  personnel  not  directly 
exposed  to  the  blood  or  body  fluids  of 
AIDS  or  ARC  patients  are  at  no  in- 
creased risk  for  HTLV-III  infections. 
Even  with  accidental  parenteral  ex- 
posure the  risk  is  minimal.  One  case 
possibly  associated  with  parenteral 


exposure  has  been  documented  in 
England.  Another  was  identified  in  a 
prospective  study  of  42  health  care 
workers  with  no  known  risk  other 
than  accidental  parenteral  exposure. 
To  date,  other  studies  following  nearly 
200  similar  occupational  exposures 
have  failed  to  demonstrate  evidence  of 
HTLV-III  transmission.  While  addi- 
tional follow-up  of  these  groups  is  in 
progress,  the  occupational  risk  from 
unintentional  parenteral  exposure  ap- 
pears to  be  extremely  low.  This  con- 
trasts with  the  risk  of  transmission  of 
Hepatitis-B  following  accidental  in- 
oculation, which  is  approximately  12 
per  cent.  Thus,  occupational  risk  of 
transmission  of  AIDS  from  uninten- 
tional percutaneous  injury  is  much 
less  than  the  risk  of  transmission  of 
Hepatitis-B  following  similar  injury. 

What  about  the  theoretical  risk  of 
transmission  from  mucous 
membrane  contact  with  blood  or 
other  body  fluids? 

One  must  also  consider  the  theoret- 
ical risk  of  transmission  from  mucous 
membrane  contact  with  blood  or  other 
body  fluids,  but  to  date  none  has  been 
convincingly  demonstrated  or  suggest- 
ed in  cross-sectional  sero-surveys  or 
follow-up  studies  of  health  care  work- 
ers who  documented  such  exposure. 
Even  the  real  and  theoretical  risks  of 
occupational  transmission  of  AIDS 
can  be  minimized,  however. 

How  can  you  guard  against 
accidental  needle  sticks? 

Approximately  40  per  cent  of  acci- 
dental needle  sticks  that  occur  in  hos- 
pital settings  are  preventable  if  health 
care  workers  follow  recommended  pre- 
cautions when  handling  used  needles 
or  other  sharp  objects.  By  familiar- 
izing themselves  with  these  and  other 
basic  infection  control  practices, 
health  care  workers  can  reduce  their 
risk  of  acquiring  the  HTLV-III  virus 
within  the  health  care  setting  even 
further. 

Can  you  expand  on  the  potential 
for  transmission  of  AIDS  through 
heterosexual  contact? 

While  the  spread  of  AIDS  in  the 
LInited  States  has  been  amplified  in 
gay  communities  and  among  intraven- 


ous drug  users,  we  should  not  let  the 
magnitude  of  the  contribution  of  these 
groups  to  the  AIDS  problem  here  dis- 
tract us  from  the  potential  for  trans- 
mission among  heterosexuals.  In  sev- 
eral developing  countries  where  homo- 
sexual behavior  and  intravenous  drug 
abuse  are  not  as  prevalent  as  in  the 
United  States,  most  adult  patients  are 
sexually  active  heterosexual  men  and 
women.  Among  the  adult /adolescent 
AIDS  cases  in  the  United  States,  less 
than  one  per  cent  of  the  males  and  15 
per  cent  of  the  females  have  hetero- 
sexual contact  as  their  only  known 
possible  exposure,  but  this  may  only 
be  the  tip  of  the  iceberg,  however. 

What  is  the  risk  of  transmission 
from  prostitutes? 

While  male-to-female  transmission 
is  well  documented,  there  is  reason- 
able evidence  to  suggest  transmission 
from  asymptomatic  prostitutes.  This 
latter  group  may  constitute  a signifi- 
cant reservoir  for  the  AIDS  virus 
because  of  their  frequent  illicit  use  of 
drugs  and  contact  with  bisexual 
males.  A recently  published  study  re- 
ported AIDS  among  several  military 
personnel  whose  only  known  risk  had 
been  frequent  contact  with  prostitutes. 

Is  the  risk  increased  by  the  number 
of  heterosexual  partners? 

It  is  now  recognized  that  the  risk  of 
HTLV-III  virus  infection  increases 
with  the  number  of  reported  hetero- 
sexual partners.  A concern  with  pro- 
miscuous heterosexual  behavior,  there- 
fore, is  certainly  justifiable,  particular- 
ly since  asymptomatic  heterosexuals 
with  no  other  known  risk  factors  may 
be  infectious  for  several  years  before 
symptoms  are  recognized.  “Casual 
sex”  may  become  an  individual,  as 
well  as  a public,  health  risk.  One  can 
minimize  the  risk  of  acquiring  the 
HTLV-III  virus  by  engaging  in  a 
mutually  monogamous  relationship 
and  by  avoidance  of  prostitutes  and 
other  people  at  risk  for  AIDS. 

Does  use  of  condoms  help? 

Consistent  use  of  condoms,  although 
of  no  proven  efficacy,  may  assist 
in  preventing  infection  among  per- 
sons who  engage  in  sexual  activity 
with  several  partners. 
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The  purpose  of  this  paper  is  to 
report  perplexing  cases  of  stillborn  in- 
fants with  unique  patterns  of  craniofa- 
cial-limb anomalies  which  appear  to 
be  related  to,  and  possibly  caused  by, 
aberrant  amniotic  bands. 

The  amniotic  adhesion  malformation 
term,  amniotic  band  syndrome,1 
has  been  known  for  centuries2  but  the 
attention  of  medical  writers  in  recent 
years,  touched  by  the  monograph 
of  Torpin,3  has  provoked  renewed 
interest. 

In  the  genesis  of  this  syndrome, 
previous  rupture  of  the  amnion  and 
consequent  attachment  of  fibrous  am- 
niotic tissue  bands  to  the  various  de- 
formed parts  of  the  fetus  have  been 
suspected  as  early  as  1865.  Early 
clinicians4  believed  that  the  constrict- 
ing rings  and  amputations  were  due 
to  mechanical  causes,  though  Chiari5 
suggested  that  the  malformations  are 
secondary  to  earlier  intrauterine  in- 
flammatory processes. 

Case  One 

J.S.,  a 21-year-old  nullipara,  was 
admitted  to  the  labor  and  delivery 
service  of  the  United  Hospital  Center 
at  32  weeks’  gestation  following  sud- 
den onset  of  heavy  vaginal  bleeding 
and  severe  abdominal  cramps.  She 
had  had  an  uncomplicated  pregnancy 
with  no  history  of  illness,  trauma, 
toxic  exposure,  or  drug  ingestion. 

Physical  examination  showed  a 
moderately  obese  white  female  in  mild 
distress  with  normal  vital  signs.  The 
size  of  her  uterus  was  consistent  with 
a gestation  of  32  weeks,  and  uterine 
height  measured  seven  cm  above  the 
umbilicus.  On  initial  pelvic  inspec- 


tion, the  tissue  protruding  through  the 
vagina  appeared  to  be  part  of  the 
placenta,  hut  more  careful  examina- 
tion confirmed  the  presence  of  bowel 
loop  with  attached  blood  clots. 

Fetal  monitoring  revealed  irregular 
uterine  contractions  but  no  fetal  heart 
beat.  A portable  frontal  projection  of 
the  abdomen  showed  fetal  monstrosity, 
and  retrospective  review  of  the  film 
visualized  a deformed  fetal  skeleton 
and  identified  only  one  femur  (Figure 
1).  Intravenous  oxcytocin  was  given 
to  augment  uterine  contractions.  For 
delivery,  atropine  sulfate  0.4  mg  and 
diazepam  five  mg  were  administered. 
Ketamine  was  used  as  the  induction 
agent  and  anesthesia  was  maintained 
with  nitrous  oxide  and  oxygen.  A 
difficult  breech  extraction  was  ulti- 
mately performed  and  a 1,453-gram, 
female  stillborn  infant  with  placenta 
attached  to  her  head  was  delivered 
approximately  four  hours  after  the 
onset  of  the  initial  symptoms  (Figure 
21. 

The  maternal  surface  of  the 
placenta  presented  depressed  areas 
containing  unorganized  clotted  blood. 


The  umbilical  cord,  inserted  margin- 
ally, measured  19cm  and,  on  cross 
section,  showed  two  arteries  and  one 
vein.  Rolled  up  fetal  membranes  ex- 
tended directly  toward  the  right  lower 
extremity  into  a rope-like  structure 
that  was  attached  to  the  lower  edge 
of  the  abdominal  defect  (Figure  3). 

At  autopsy,  a large  defect  on  the 
lower  right  abdomen  measured  eight 
cm  at  the  largest  dimension.  The  liver 
and  the  intestines  protruded  through 
this  defect.  The  right  leg  was  missing 
entirely  and  the  left  leg  was  normal. 
Dissection  of  the  heart,  great  vessels, 


Figure  2.  Stillborn  infant  with  multi- 
ple structural  defects  secondary  to  early 
amniotic  rupture.  Note  absent  right  leg, 
gastroschisis,  craniofacial  defects,  and 
placenta  attached  to  scalp. 


Figure  3.  Abdominal  defect  after  re- 
moval of  liver  and  bowels  with  amniotic 
tissue  bands  attached  to  its  edge. 
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and  lungs  revealed  no  congenital 
abnormalities. 

The  upper  extremities  appeared  to 
be  normal;  also,  the  eyes,  ears,  nose, 
throat,  and  mouth  were  without  signifi- 
cant defects.  A defect  was  noted  on 
the  vertex  of  the  head  where  the 
placenta  with  its  umbilical  cord  was 
attached.  The  placenta  measured  14 
x 10cm.  On  dissection  of  the  placenta 
from  the  head,  brain  tissue  protruded 
into  the  substance  of  the  placenta. 
The  defect  on  the  top  of  the  head 
measured  five  cm  in  greatest  diameter. 

Microscopic  examination  of  the 
brain,  heart,  and  viscera  demonstrated 
considerable  congestion,  and  sections 
of  the  placenta  showed  areas  of  im- 
maturity and  necrosis. 

The  patient’s  postpartum  course  was 
uneventful.  Serologic  tests  for  syphilis 
and  atypical  antibodies  were  negative; 
her  blood  group  was  type  A Rh  posi- 
tive. Reexamination  of  the  patient’s 
history  indicated  there  had  been  fetal 
movement  up  to  the  day  of  admission 
and  revealed  no  family  history  of  mal- 
formation. The  parents  of  the  infant 
were  not  related,  but  there  was  a 25- 
year  difference  in  their  ages. 

Case  Two 

T.P.,  a 21-year-old  gravida  1,  para 
0,  was  admitted  to  the  United  Hospital 
Center  on  April  3,  1985,  with 

diagnosis  of  fetal  demise.  She  was 
approximately  26  weeks’  pregnant. 
Hyperemesis  gravidarum  of  three 
weeks’  duration  occurred  during  her 
third  month  of  pregnancy,  and  two 
severe  falls  on  iced  sidewalks  were 
sustained  at  15  and  18  weeks’  gesta- 
tion. A urinary  tract  infection  was 
treated  in  February,  1985,  with  sulfi- 
soxazole  (Gantrisin). 

The  patient’s  initial  prenatal  ex- 
amination was  at  14  weeks’  gestation 
when  uterine  fundus  was  felt  and 
measured  10cm  above  the  symphysis 
pubis  and  fetal  heart  beats  could  be 
heard  with  an  ultrasonic  stethoscope 
at  the  rate  of  136  beats  per  minute. 
Studies  of  her  routine  blood  tests 
showed  the  patient  to  have  blood  type 
0,  Rh  negative,  non-reactive  RPR, 
and  positive  (Immune)  rubella  titer. 

Three  days  prior  to  admission  the 
patient  experienced  no  feeling  of  fetal 
movements  and  auscultation  detected 


no  fetal  heart  beat.  On  the  following 
day,  as  sonographic  examination 
demonstrated  neither  fetal  movement 
nor  fetal  heart  pulsation,  the  intrau- 
terine death  was  confirmed.  Pelvic 
ultrasound  furthermore  visualized  the 
fetal  spine  but  failed  to  identify  the 
fetal  cranium  despite  multiple  sections 
I Figure  4 I . 

On  the  evening  prior  to  planned 
induction,  laminaria  tents  (Dilateria) 
were  inserted  into  the  cervical  canal 
to  dilate  the  uterine  cervix. 


At  8 A.M.  on  April  4,  after  removal 
of  laminaria,  an  intravenous  infusion 
of  oxcytocin  was  given  and  continued 
for  seven  hours  but  failed  to  produce 
uterine  contraction.  Because  repeat 
oxcytocin  induction  on  the  next  morn- 
ing did  not  establish  labor,  and  the 
psychological  stress  imposed  upon  the 
patient  was  intensifying,  hysterotomy 
was  chosen  to  terminate  the  preg- 
nancy. At  laparotomy,  a low  segment 
transverse  cesarean  section  was  done. 


A female  stillborn  fetus  with 
placenta  attached  to  her  head  was 
delivered.  Rolled  up  fetal  membranes, 
which  extended  toward  the  mouth  in 
a rope-like  structure  attached  to  the 
lower  edge  of  the  palate,  had  produced 
cleft  lip  and  palate.  Band-shaped 
membranes  also  were  found,  one  con- 
stricting the  left  leg  and  the  other 
adherent  and  extending  from  one  hand 
to  another,  amputating  the  middle 
fingers  ( Figure  5 ) . 

Reexamination  of  the  patient’s 
history  indicated  no  relationship  bond 
between  the  parents  of  the  fetus  and 
revealed  no  family  history  of  malfor- 
mation. The  patient’s  postoperative 
course  was  uneventful  and  she  was 


Figure  4.  Scan  of  patient  T.P.  demon- 
strating fetal  spine  but  no  fetal  cranium. 


discharged  from  the  hospital  on  the 
fourth  postoperative  day. 

Discussion 

The  pattern  of  anomalies  seen  in 
these  cases  can  be  attributed  to 
amniotic  bands  that  form  in  utero  and 
constrict  the  developing  fetus.  Most 
reported  cases  have  dealt  with  single, 
isolated  defects  rather  than  with  the 
severe,  multiple  defects  reported  here. 
Although  these  fetal  anomalies  have 
been  attributed  to  aberrant  tissue 
bands6  with  resulting  fetal  compres- 
sion, their  etiology  is  unknown. 
There  has  been  much  controversy 
over  the  origin  of  the  bands. 

Streeter*  considered  the  fetal  de- 
fects to  be  on  a genetic  basis  within 
the  developing  fetus  itself;  the  outer 
bands,  he  believed,  were  the  products 
of  degenerated  fetal  tissue.  Smith9 
agrees  with  the  interpretation  of 
Ballantyne10  which  ascribes  the  pri- 
mary abnormality  to  the  amnion,  with 
amniotic  strands  encircling  fetal  parts, 
especially  the  distal  limbs.  Pagon,11 
however,  disagrees.  He  claims  that 
such  a consistent  pattern  of  multiple, 
noncontiguous  malformation  secon- 
dary to  random  attachment  of  am- 
niotic tissue  bands  is  very  unlikely. 


Figure  5.  Stillborn  infant.  Note  am- 
niotic bands,  one  tethering  left  leg,  the 
other  producing  cleft  lip,  and  yet  another 
adhesive  one  stretching  between  the  two 
hands  amputating  the  middle  fingers. 
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He  feels  that  a more  probable  cause 
is  the  alteration  of  early  embryo- 
genesis  by  an  unrecognized  teratogen 
or  a lethal  dominant  mutation. 

Torpin3  reaffirmed  the  mechanical 
hypothesis  and  proposed  that  the 
primary  defect  is  an  early  rupture 
of  the  amnion,  with  the  chorion 
remaining  intact  and  amniotic  bands 
a secondary  phenomenon  entangling 
the  protruding  parts  of  the  fetus. 
According  to  him,  the  amnion  alone 
may  rupture,  giving  rise  to  an  extra- 
amniotic  gestation  in  one  of  every 
5,000  to  15,000  human  pregnancies. 
Although  the  exact  cause  of  rupture 
is  unknown,  fetal  trauma  and  injury 
resulting  from  a blow  of  some  sort  to 
the  mother’s  abdomen  during  gesta- 
tion has  been  considered  a likely 
cause.  However,  drug  ingestion,  fetal 
circulatory  breakdown,  amnionitis, 
development  anomalies  of  the  amnion, 
and  amniocentesis  have  all  been  ex- 
amined as  possible  etiologic  fac- 
tors.1218 

The  pathogenetic  development  of 
some  of  the  anomalies  found  in  these 
patients  such  as  gastroschisis  cannot 
be  adequately  explained  as  the  direct 
secondary  effect  of  tissue  bands.  It 
is  suggested19  that  swallowing  of  a 
free  end  strand  makes  possible  fixation 
of  fetal  head  against  the  placenta  long 
enough  for  fusion  to  take  place.  As 
the  anterior  craniofacial  skeletal  struc- 
tures are  derived  from  neural  crest 
cells  that  migrate  from  the  neural  fold 
of  the  frontonasal  and  maxillary 
process,  as  well  as  from  the  anterior 
calvaria,  the  amniotic  bands  might 
then  interfere  with  this  normal 
sequence  of  embryologic  development 
and  give  rise  to  craniofacial  malfor- 
mations. Disruptions  may  be,  on  the 
other  hand,  secondary  to  the  tearing 
apart  of  structures  which  have  already 
developed;  an  amniotic  band  in  such 
condition  cleaves  to  the  developing 
craniofacies  and  produces  craniofacial 
anomalies  cited  here.  Ordinarily,  one 
would  expect  to  find  an  association 
between  brain  and  facial  fissures  in 
all  but  a few  cases,  as  illustrated  in 
the  first  patient,  in  which  a short 


umbilical  cord  rather  than  the  swal- 
lowed free  end  band  prevents  the  fetus 
from  escaping. 

Higginbottom  et  al.e  studied  several 
affected  patients  and  concluded  that 
early  rupture  — as  judged  by  the 
coexistence  of  a lesion  that  permitted 
the  time  at  which  development  was 
interrupted  to  be  estimated  — - could 
result  in  multiple,  severe  deformities 
while  late  rupture  would  produce  only 
limb  defects.  Because  formation  of 
the  frontonasal  process,  limb  budding 
and  flexion  of  the  embryo  normally 
occurs  approximately  28  days  after 
conception,  the  presence  of  malfor- 
mations in  the  first  case  implies  that 
rupture  of  the  amnion  must  have 
occurred  before  the  28th  day  of 
embryonic  life,  and  after  that  period 
in  the  second  case. 

It  is  reasonable  to  believe  that  the 
temporary  reduction  in  size  of  the 
gestational  sac,  due  to  reabsorption 
of  amniotic  fluid  by  the  amnion 
denuded  chorion,  influences  the  pro- 
duction of  abrasions  and  adhesions 
on  projecting  parts  of  the  fetus. 

Summary 

The  amniotic  hand  disruption  com- 
plex, a nongenetic  entity  once  thought 
to  be  very  rare,  is  probably  under- 
diagnosed. The  syndrome  should  be 
included  in  the  differential  diagnosis 
of  any  monstrosities.  The  exact  cause 
of  rupture  of  both  amnion  and  chorion 
is  not  known.  Deformation  due  to 
fetal  compression  occurs  secondary  to 
oligohydramnios  and/or  tethering  of 
a fetal  part.  The  majority  of  such 
cases  reveal  no  histologic  evidence 
of  inflammatory  process.  Since  the 
weight  of  current  evidence  favors  an 
assumption  that  the  abnormalities  are 
acquired,  are  non-transmissible  and 
have  negligible  recurrence  risk,  the 
parents  of  these  children  should  not  he 
counseled  against  future  pregnancies. 
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CNA  has  been 
helping  physicians  control 
risks  for  years. 


Controlling  risks  is  one  effective  way  to  help 
you  and  the  CNA  Insurance  Companies 
contain  the  increasing  cost  of  medical  mal- 
practice insurance.  Together  we  are  making 
a difference  through  the  WVSMA  Loss 
Control  Seminars. 

The  seminars  are  designed  to  help  you 
avoid  claims  by  improv  ing  your  practice. 

We’ll  demonstrate  the  proper  steps  in  handling 
a claim.  You'll  also  receive  up-to-date  informa- 
tion from  local  physicians,  defense  attorneys 


specializing  in  medical  malpractice  and  CNA 
claims  specialists.  And  you’ll  earn  a 5%  pre- 
mium credit  for  completing  the  seminar. 

Learn  more  about  controlling  risks. 
Contact  the  CNA  program  administrator  today 
McDonough,  Caperton,  Shepherd 
Association  Group 
P.O.  Box  3186 
One  Hillcrest  Dr.  E. 

Charleston,  WV  25332 
(304)346-0611 
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The  WVSMA/ CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 
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Six  Minutes  ’Til  Midnite 


At  11:54  P.M.  on  March  8th,  six 
minutes  before  the  gavel  hammered 
the  end  of  the  67th  Legislature,  this 
body  passed  the  first  professional  li- 
ability tort  reform  measures  ever  in 
West  Virginia. 

Although  not  a perfect  bill,  we 
anticipate  that  Governor  Moore  will 
sign  it  into  law. 

It’s  a comprehensive  piece  of  leg- 
islation, which  contains  extensive 
changes  in  the  Medical  Practice  Act 
regarding  physician  discipline  as  well 
as  significant  requirements  for  the  in- 
surance underwriters  of  professional 
liability  insurance  in  West  Virginia. 

The  medical  profession  should  be 
very  proud  of  those  who  had  a hand 
in  bringing  about  this  bill  including 
the  many  hard-working  Auxiliary 
members,  Willard  and  Arnold  Com- 
munications, attorney  Don  Sensa- 
baugh,  our  staff,  particularly  Mert 
Scholten,  our  Executive  Director,  and 


Dee  Crabtree,  Manager,  Government 
Relations,  and  all  the  physicians  and 
their  spouses  who  showed  up  on  our 
Day  of  Concern  and  periodically  as- 
sisted throughout  the  session. 

Many  others  gave  us  good  help— 
Ken  Rutledge  and  the  staff  of  the 
Hospital  Association,  and  Richard 
Stevens,  Executive  Director  of  the 
Dental  and  Pharmacy  Association. 

The  legislators  who  gave  us  con- 
stant support  and  sponsored  our  leg- 
islation are  too  numerous  to  list  here 
but  we  will  acknowledge  their  assist- 
ance publicly  at  the  appropriate  time. 

A few  days  before  the  end  of  the 
legislative  session,  one  of  the  state 
newspapers  began  an  editorial  on  tort 
reform  with  the  comment,  “They  said 
it  couldn’t  be  done.”  At  times,  our 
tired,  loyal  band  of  lobbyists  were  in- 
clined to  agree  as  we  tramped  the 
marble  halls  of  the  statehouse  talking 
with  anyone  who  would  listen. 


The  State  Association  has  establish- 
ed itself  as  a viable  political  force  in 
West  Virginia.  We  must  not  let  that 
momentum  die.  Through  WESPAC, 
we  must  give  careful  consideration  to 
the  issues  and  candidates,  and  support 
those  who  understand  the  need  for  a 
strong  medical  profession. 


David  Z.  Morgan,  M.  D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


Dr.  David  Morgan  Proves  His  Leadership 


Leadership  is  an  elusive  quality, 
but  it  has  not  eluded  WVSMA’s  cur- 
rent President,  Dr.  David  Morgan. 

All  who  worked  with  him  during 
the  past  two  months  of  the  legislative 
session  can  attest  to  his  leadership 
strengths  and  character  as  he  led  a 
concerted  lobbying  effort  which  re- 
sulted in  the  first-ever  tort  reforms  in 
West  Virginia. 

It  was  no  small  feat  when  one  con- 
siders that  at  the  outset  of  the  session 
all  the  smart  money  was  betting  that 
doctors  would  get  nothing  in  the  way 
of  tort  reform.  Doctor  Morgan  was  a 
constant  presence  during  the  entire 
session  and  a large  number  of  legis- 


lators, staff  members,  secretaries  and 
other  lobbyists  soon  knew  who  he  was. 
Greetings  of  “Hi,  Doc”  were  heard 
frequently  from  persons  of  every  ilk 
and  calling  who  passed  him  in  the 
legislative  halls. 

Most  importantly,  Doctor  Morgan 
demonstrated  the  ability  to  address 
the  issues  directly  and  to  argue  his 
point  well  without  losing  his  cool.  He 
understood  compromise  and  the  art 
of  giving  and  taking.  And  he  was 
ably  assisted  by  WVSMA  legal  coun- 
sel, Don  Sensabaugh,  whose  ability  to 
determine  nuances  of  meaning  and 
understand  the  implications  of  the 
legal  language  upon  medicine  as  the 


various  measures  were  argued  was 
priceless. 

It  is  safe  to  say  that  not  everyone 
is  totally  pleased  or  satisfied  with 
what  evolved,  but  that  is  not  unusual 
in  a situation  where  compromise  is 
at  work.  We  can,  however,  take  com- 
fort in  the  fact  that  this  state  has  final- 
ly joined  the  ranks  of  the  other  states 
in  the  union  in  adopting  some  reforms. 
At  least  the  door  is  opened  for  future 
efforts  to  improve  tort  law. 

And  the  thanks  for  that  go  largely 
to  the  leadership  of  David  Z.  Morgan, 
M.  D.,  President  and  lobbyist  extra- 
ordinaire. 


Seat  Belt  Use  Law  Still  Needed 


We  don’t  understand  exactly  why 
the  past  session  of  the  State  Legisla- 
ture failed  to  approve  a mandatory 
automobile  seat  belt  law  in  West  Vir- 
ginia. 

The  Legislature  did  pass  a bill  re- 
quiring child  passenger  restraint  sys- 
tems for  children  nine  years  and  un- 
der. 

Prior  to  and  during  the  session  we 
noticed  that  the  letters  to  the  editors 
in  some  state  newspapers  seemed  to 
reflect  a negative  stand  against  man- 
datory seat  belt  use  more  often  than 
not.  The  reason  most  often  cited  was 
“personal  freedom.”  You  know  how 
it  goes  — “If  I’m  willing  to  take  a 
chance  on  getting  injured  or  killed 
that  should  be  up  to  me.” 


We  suspect  the  legislators  received 
a lot  of  this  “personal  freedom”  op- 
position, and  maybe  that  is  the  big- 
gest reason  the  legislation  failed. 

It  is  assumed  that  the  rationale  for 
the  person  espousing  freedom  of 
choice  is  that  injuries,  even  death, 
from  an  automobile  accident  “don’t 
hurt  anyone  else,”  and  that’s  where 
we  beg  to  differ. 

Society  is  just  too  complicated  to 
let  us  off  that  easy,  for  hardly  any  of 
us  operates  truly  in  a vacuum  without 
some  tie  to  family  or  some  responsible 
party. 

The  seriously  injured  driver  — who 
was  not  wearing  a seat  belt  — causes 
an  “opposite  reaction”  in  someone  or 
in  some  aspect  of  society  in  terms  of 


such  things  as  the  time  and  expense 
involved  for  the  original  emergency 
care  team,  medical  care  in  the  hos- 
pital and  perhaps  beyond,  mental 
anguish  on  the  part  of  family  or 
friends,  lost  time  from  work,  loss  of 
income,  lost  production  by  the  em- 
ployer, rate  increases  in  accident, 
hospital  and  other  types  of  insurance, 
etc. 

When  considered  in  this  light,  we 
believe  the  rational  person  will  agree 
that  the  state  has  the  right,  and  the 
moral  obligation,  to  require  the  wear- 
ing of  seat  belts  by  adults. 

Meanwhile,  traffic  death  tolls  among 
those  drivers  and  passengers  covered 
by  seat  belt  use  laws  are  continuing 
to  decline,  according  to  Traffic  Safety 
Now,  Inc. 

Among  the  six  states  with  the  long- 
est experience  with  seat  belt  use  laws 
— New  York,  New  Jersey,  Illinois, 
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Michigan,  Texas  and  Nebraska  — de- 
creases in  fatalities  range  from  10  to 
26  per  cent,  which  translates  into  a 
savings  of  nearly  525  lives  in  those 
six  states  alone,  the  organization  re- 
ports. 

State  police  in  Michigan  recently 
reported  its  first  weekend  without  a 
traffic  fatality  in  10  years  — or  more 


than  500  weekends,  Traffic  Safety 
Now  continued,  and  quoted  Michigan 
Governor  James  Blanchard  as  say- 
ing: “This  measure  (Michigan’s  seat 
belt  use  law)  stands  as  one  of  the 
most  important  traffic  safety  measures 
ever  adopted  in  this  state.  It  promises 
immediate  savings  in  lives,  limbs  and 
dollars  for  our  citizens.” 


Profile  Of  The  Gambler 


Contrary  to  the  traditional  stereo- 
type of  the  compulsive  gambler  as  an 
upwardly  mobile,  middle-class  male, 
the  profile  of  the  gambler  of  the  ’80s 
is  changing  to  include  the  blue  collar 
worker  and  women,  according  to  one 
hospital. 

Joseph  W.  Ciarrocchi,  Ph.D.,  Di- 
rector of  Addiction  Services  at  Taylor 
Manor  Hospital  in  Ellicott  City,  Mary- 
land, which  treats  compulsive  gam- 
blers, said  the  hospital  is  increasing- 
ly providing  assistance  to  men  and 
women  from  all  walks  of  life,  who  of- 
ten are  dependent  on  drugs  and  al- 
cohol as  well  as  gambling. 

Ciarrocchi  described  the  clear 
pattern  compulsive  gamblers  fall 
into:  “First  they  spend  all  their  own 
money  — paychecks,  savings,  stocks, 
bonds,  even  insurance.  Anything  that 
can  be  converted  to  cash  is  fair  game 
for  the  gambler. 

“They  then  turn  to  other  resources 
such  as  taking  out  a second  mortgage 
on  a home  or  running  up  credit  card 
debts.  Selling  personal  property  usu- 
ally follows  soon  after.  The  family 
silver,  jewelry,  cars,  or  anything  that 
has  some  value. 

“No  matter  how  much  they  might 
win,  it’s  never  enough.  Soon  they  re- 
sort to  borrowing  or  figuring  out  ways 
to  get  money  from  other  people.  It 
has  been  estimated  that  as  much  as 
40  per  cent  of  the  nation’s  white  collar 
crime  may  be  related  to  compulsive 
gambling.  The  American  Insurance 
Institute  has  determined  that  compul- 
sive gambling  is  the  No.  1 cause  of 
workplace  theft,  fraud  and  embezzle- 
ment.” Ciarrocchi  estimated  that  1.1 
to  4.4  million  people  in  this  country 
have  taken  the  slide  into  financial  and 
emotional  ruin  due  to  their  uncon- 
trollable gambling. 


The  blue  collar  worker  can  get 
caught  up  in  the  drinking  and  betting 
syndrome  — a dangerous  combina- 
tion. This  can  be  traced  to  bars  where 
poker  machines  are  located,  according 
to  Ciarrocchi.  The  typical  blue  collar 
poker  machine  gambler  will  drink 
while  playing.  The  association  of  the 
two  can  cause  or  heighten  an  addic- 
tion to  alcohol  and  gambling. 

“Compulsive  gamblers  who  fre- 
quent casinos  display  a different  pat- 
tern of  substance  abuse,”  Ciarrocchi 
said.  “Games  of  chance,  such  as 
blackjack,  require  skill  and  concen- 
tration, so  some  gamblers  are  careful 
to  remain  sober  until  the  game  is  over. 
Then  they  indulge  in  alcohol  or 
drugs.” 

To  be  chemically  dependent  and  a 
compulsive  gambler  apparently  in- 
creases the  risk  of  impairing  one’s  life 
functions.  By  way  of  example,  Ciar- 
rocchi presented  the  results  of  a study 
he  did  comparing  12  chemically  de- 
pendent compulsive  gamblers  in  the 
hospital’s  inpatient  program  with  12 
chemically  dependent  psychiatric  pa- 
tients having  no  gambling  history. 
The  study  was  disclosed  at  the  recent 
First  Annual  Conference  on  Gambling 
Behavior  at  the  John  Jay  College  of 
Criminal  Justice  in  New  York.  His 
findings  were  as  follows: 

• Chemically  dependent  gamblers 
had  a higher  rate  of  depression 
than  chemically  dependent  non- 
gamblers. All  the  gamblers  ex- 
perienced significant  depression 
as  compared  to  only  two-thirds  of 
the  non-gamblers. 

• The  gamblers  had  more  frequent 
conflicts  with  relatives  or  friends. 


The  savings  in  human  lives  noted 
above  is  impressive.  But  it  seems  a 
lesson  also  can  be  learned  by  that  in- 
dependent “cuss”  who  cruises  down 
the  highway  without  buckling  up,  has 
an  accident,  and  inflicts  the  conse- 
quences of  his  negligence  upon  the 
lives  of  others. 


• A higher  number  of  suicide  at- 
tempts had  been  made  by  the 
gamblers  compared  to  the  non- 
gamblers. 

• Sixty-six  per  cent  of  the  gam- 
blers reported  chronic  medical 
problems,  compared  to  only  16 
per  cent  of  the  non-gamblers. 
Ciarrocchi  attributed  this  finding 
to  the  stress  accompanying  the 
compulsive  gambling  lifestyle. 

One  patient  was  a compulsive  gam- 
bler whose  addiction  cost  him  five 
homes  and  seven  businesses.  When 
he  was  in  business,  he  stole  from  him- 
self. giving  his  family  only  minimal 
assistance  until  he  exhausted  his  own 
resources.  Then  he  began  legally  bor- 
rowing, and  when  he  couldn’t  pay 
those  debts,  he  began  illegally  borrow- 
ing. 

After  spending  two  years  in  jail  for 
white  collar  crimes,  he  sought  therapy 
and  was  able  to  control  his  gambling. 
Unfortunately,  the  urge  remained,  and 
he  turned  to  drugs  and  alcohol  to  fill 
the  void.  Stress,  anxiety,  alcohol, 
Valium,  Nembutal.  He  finally  sought 
treatment  again,  and  this  time  it  work- 
ed. 

Women  suffering  from  compulsive 
gambling  follow  the  same  paths  to 
emotional  and  financial  devastation  as 
their  male  counterparts,  but  with  some 
striking  differences.  Not  only  do  they 
earn  far  less  money  than  the  men,  but 
they  lack  the  same  spouse/family 
support  system  — usually  they  are 
working,  single  mothers,  struggling  to 
raise  one  or  more  children  on  their 
own.  They  are  in  worse  shape  emo- 
tionally, and  many  are  also  dependent 
on  alcohol  or  drugs. 

The  female  gambler  today  is  still 
“invisible,”  as  compared  to  men,  but 
a growing  number  of  these  women  are 
seeking  help  to  combat  their  disease. 
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General  News 


Thomas  E.  Finucane,  M.  D. 


Huntington,  Morgantown 
Speakers,  Second  Session 

“Polypharmacy  and  the  Elderly” 
and  “The  Judicious  Use  of  Blood  and 
Blood  Products”  will  be  two  of  the 
papers  presented  during  the  August 
15  second  general  scientific  session  of 
the  WVSMA  Annual  Meeting  in 
August. 

The  former  paper  will  be  presented 
by  Thomas  E.  Finucane,  M.  D.,  As- 
sistant Professor  of  Medicine,  Division 
of  Comprehensive  Medicine,  West 
Virginia  University  School  of  Medi- 
cine. Morgantown. 

Mabel  M.  Stevenson,  M.  D.,  Direc- 
tor, Tri-State  Red  Cross  Blood 
Services,  Huntington,  and  Clinical 
Professor  of  Pathology,  Marshall  Uni- 
versity  School  of  Medicine,  will  give 
the  blood  products  talk. 


Mabel  M.  Stevenson,  M.  D. 


The  119th  Annual  Meeting  is 
scheduled  August  12-17  in  White 
Sulphur  Springs  at  the  Greenbrier. 

General  sessions  also  are  planned 
for  Thursday  morning,  August  14, 
and  Saturday  morning,  August  16, 
with  scientific  subjects  to  include 
headaches,  non-diabetic  endocrine 
emergencies,  facts  and  fads  in  nutri- 
tion, strict  diabetic  control,  and 
clinical  clues  in  arthritis. 

Previously  Announced 

It  was  announced  previously  that 
Drs.  Richard  E.  Kleinmann  of  Charles- 
ton and  Frederick  C.  Whittier  of  Mor- 
gantown will  speak  Thursday  morning 
on  “Approach  to  the  Solitary  Thyroid 
Nodule”  and  “Geriatric  Hyperten- 
sion,” respectively. 

Doctor  Kleinmann  is  Associate  Pro- 
fessor of  Medicine,  WVU  Charleston 


Division;  Doctor  Whittier,  WVU  Pro- 
fessor of  Medicine  and  Chief,  Section 
of  Nephrology. 

It  also  was  announced  that  the  AMA 
President  Elect  (who  will  be  installed 
in  June),  Dr.  John  Coury,  Jr.,  will 
address  the  first  session  of  the  House 
of  Delegates  Wednesday  afternoon, 
August  13.  Doctor  Coury,  of  Port 
Huron,  Michigan,  is  a general  and 
pediatric  surgeon. 

The  convention  schedule  will  start 
with  a 2 P.  M.  meeting  of  the  Execu- 
tive Committee  on  Tuesday,  August 
12;  the  usual  preconvention  meeting 
of  the  Council  at  9:30  A.  M.  Wednes- 
day, and  the  opening  session  of  the 
House  at  2:45  P.  M.  Wednesday. 

The  first  general  session  will  be  held 
immediately  following  9 A.  M.  open- 
ing exercises  Thursday. 

General  scientific  sessions  will  offer 
hour-for-hour  Category  1 credit. 

Dr.  Charles  E.  Turner  of  Hunting- 
ton  will  be  inaugurated  as  President 
to  succeed  Dr.  David  Z.  Morgan  of 
Morgantown  during  the  second  and 
final  House  session  Saturday  after- 
noon. 

The  Annual  Meeting  of  the  Auxil- 
iary, with  Jeanny  (Mrs.  M.  V.)  Kalay- 
cioglu  of  Shinnston  in  charge  as  Presi- 
dent, against  will  run  concurrently 
w ith  the  WVSMA  convention. 

WVU  Posts 

At  WVU,  Doctor  Finucane  is  Di- 
rector of  the  Geriatric  Assessment 
Clinic,  Director  of  the  Geriatric  Teach- 
ing Block,  Primary  Care  Medicine 
Residents,  and  Co-Director,  Funda- 
mentals of  Gerontology,  MDS  50, 
College  of  Sciences. 

He  is  a member  of  the  West  Vir- 
ginia State  Task  Force  on  Long-Term 
Care  Planning  and  the  American 
Geriatric  Society  Long-Term  Care 
Committee. 

(Continued  on  Next  Page) 


‘Polypharmacy  And  The  Elderly,’ 
‘Blood’  On  Convention  Program 
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A member  of  Physicians  for  Social 
Responsibility,  he  was  a 1984  delegate 
to  the  Fourth  Annual  International 
Physicians  for  the  Prevention  of  Nu- 
clear War  in  Helsinki,  Finland,  and 
an  invited  guest,  also  in  1984,  to  So- 
viet Physicians  for  the  Prevention  of 
Nuclear  War. 

The  internist  was  graduated  from 
Harvard  College,  received  his  M .D. 
degree  from  Emory  University,  and 
took  his  internship  and  residency  at 
George  Washington  University. 

Former  WVU  Faculty  Member 

Doctor  Stevenson  was  a former  fac- 
ulty member  at  WVU  Medical  Center 
in  Morgantown  before  going  to  Hun- 
tington in  1976. 

A former  President  of  the  West  Vir- 
ginia Association  of  Blook  Banks,  she 
currently  is  Chairman  of  the  Trans- 
fusion Committee  at  St.  Mary’s  Hos- 
pital in  Huntington,  Chairman  of  the 
Huntington  Area  Hemophilia  Asso- 
ciation and  the  State  Hemophilia  Pro- 
gram Advisory  Board,  and  Area 
Chairman  of  the  American  Association 
of  Blood  Banks  Inspection  and  Ac- 
creditation Committee. 

Doctor  Stevenson  also  is  a board 
member  of  the  West  Virginia  Medical 


Dr.  Stanley  J.  Kandzari,  right,  Mor- 
gantown, talked  on  urinary  calculi  dur- 
ing the  Mid-Winter  Clinical  Conference 
held  in  Charleston  in  January.  On  the 
left  is  Dr.  Tara  Sharma,  Huntington 
urologist  who  helped  moderate  the  ses- 
sion on  “Common  Problems  Encountered 
in  Office  Practice.” 


Institute  and  Secretary  of  the  Cabell 
County  Medical  Society. 

A native  of  Ireland,  she  received 
her  medical  degree  in  1952  from 
Queen’s  University  in  Belfast. 

Doctor  Stevenson  is  certified  by  the 
American  Board  of  Clinical  Path- 
ology and  the  American  Board  of 
Blood  Banking  and  Immunohemat- 
ology. 

She  is  the  author  or  co-author  of 
some  16  scientific  papers,  and  has 
presented  a number  of  papers  in  this 
country  and  abroad. 

Members  of  the  Program  Commit- 
tee are  Dr.  John  W.  Traubert,  Mor- 
gantown, Chairman;  Doctor  Klein- 
mann;  and  Drs.  Marshall  J.  Carper, 
Charleston;  Jose  I.  Ricard,  Hunting- 
ton;  and  John  A.  Rizzo,  Fairmont,  and 
William  N.  Walker,  Jr.,  Clarksburg. 


WVU  Ophthalmology 
To  Host  English  Doctor 

Alec  Garner,  M.  D.,  Ph.D.,  Profes- 
sor and  Director  of  Pathology  at  the 
Institute  of  Ophthalmology,  University 
of  London,  will  be  Visiting  Professor 
at  West  Virginia  University  Medical 
Center  Department  of  Ophthalmology 
April  25  and  26. 

Cases  will  be  presented  and  dis- 
cussed Friday,  April  25,  from  8 A.  M. 
to  Noon  and  Saturday,  April  26,  from 
8 A.  M.  to  Noon  in  the  Medical  Center 
Basic  Sciences  Addition  Lecture 
Rooms  A and  B. 

For  further  information  contact  the 
Department  of  Ophthalmology  at 
(3041  293-3757. 


Correction 

In  the  top  photo  on  page  56  of  the 
March  issue  of  The  Journal,  the  per- 
son named  as  James  W.  Heaton  should 
have  been  identified  as  Kenneth  L. 
Robinson,  Jr.,  J.D.,  Vice  President  of 
Legal  Affairs  and  Corporate  Secretary, 
Blue  Cross  and  Blue  Shield  of  West 
Virginia.  Inc.,  Charleston. 

The  Journal  regrets  this  error. 


Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
V irginia  University  Schools  of  Med- 
icine for  part  of  1986,  as  compiled 
by  Ernest  W.  Chick,  M.  D.,  MU 
Director  of  Continuing  Medical  Ed- 
ucation; Robert  E.  Kristofco,  WVU 
Assistant  to  the  Dean /Continuing 
Medical  Education;  J.  Zeb  Wright, 
Ph.D.,  Director  of  Continuing  Educa- 
tion Outreach  and  Community  Affairs, 
WVU  Charleston  Division;  and 
Sharon  Hall,  Director  of  Continuing 
Education,  Charleston  Area  Medical 
Center  ( also  in  charge  of  WVU 
Charleston  Division  on-campus  CME). 
The  schedule  is  presented  as  a con- 
venience for  physicians  in  planning 
their  continuing  education  program. 
(Other  national,  state  and  district 
medical  meetings  are  listed  in  the 
Medical  Meetings  Department  of  The 
Journal .) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  by  calling  Doctor  Chick  at 
(304)  526-0515;  Kristofco,  (304) 
293-3937;  Wright,  (304)  347-1243; 
and  Hall,  (304)  348-9580. 

West  Virginia  University 

April  4-5,  Morgantown,  Orbital  & Eye- 
lid Anatomy 

April  11-12,  Charleston,  Cardiac 
Rehabilitation 

April  11-13,  Canaan  Valley  State 
Park,  Issues  in  Occupational  Health 

April  17  (location,  Marshall  Univer- 
sity School  of  Medicine),  Ocular 
Complications  of  Diabetes:  A Pro- 
gram for  Primary  Care  Providers 

May  1-3,  Morgantown,  Orthopedic 
Reunion  Days 
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May  14,  Charleston,  4th  Annual  West 
Virginia  Conference  on  Infectious 
Diseases 

May  16-18,  Oglebay  Park,  Wheeling, 
Emergent  Care  of  the  Medical  Pa- 
tient 

May  23-24,  Morgantown,  Annual 
Meeting,  WV  Affiliate:  Am.  Di- 
abetes Assoc. 

May  23-24,  Morgantown,  Health  Of- 
ficers Seminar 

June  6-7,  Morgantown,  WV  State  So- 
ciety of  Anesthesiologists 

June  7,  Charleston,  Wildwater  Sur- 
gical Conference:  Melanoma 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Rluefield , Bluefield  Community  Hos- 
pital. First-Floor  Conference  Room. 
3rd  Thursday,  Noon-2  P.  M.  — 
April  17,  “Advances  in  Coronary 
Care,  Particularly  the  Use  of 
Streptokinase,”  G.  G.  Thakker, 
M.  D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center.  Dawes,  2nd  Wednesday. 
8-10  A.M.  — April  9,  “Early  Rec- 
ognition of  Diabetes  Retinopathy 
and  Latest  Modalities  of  Treat- 
ment,”* Paul  Francke,  Jr.,  M.  D. 

Cassaivay,  Braxton  Co.  Memorial 
Hospital.  1st  Wednesday,  7-9  P.  M. 
— April  2,  “Use  of  Gastroscope,” 
William  0.  McMillan,  Jr.,  M.  D. 

May  7,  “Early  Recognition  of  Dia- 
betes Retinopathy  & Latest  Modali- 
ties of  Treatment”*  (speaker  to  be 
announced ) 

Lewisburg,  Greenbrier  Clinic  Confer- 
ence Room.  4-6  P.M.  — April  (pro- 
gram to  be  announced ) 

Madison,  Boone  Co.  Health  Dept.  — 
Conference  Room.  2nd  Tuesday, 
7-9  P.  M.  — April  8,  “Early  Recog- 
nition of  Diabetes  Retinopathy  and 
Latest  Modalities  of  Treatment,”* 
H.  Moseley  Winkler,  M.  D. 

Oak  /fill,  Plateau  Vocational  Center 
I Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — April  22,  “Early 
Recognition  of  Diabetes  Retino- 
pathy & Latest  Modalities  of  Treat- 
ment” *( speaker  to  be  announced) 


Welch,  Stevens  Clinic  Hospital.  3rd 
Wednesday,  12  Noon-2  P.  M. 
April  16,  “Early  Recognition  of 
Diabetes  Retinopathy  & Latest  Mo- 
dalities of  Treatment”  *(  speaker  to 
be  announced) 

FVhitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  1 1 A.  M.- 
1 P.  M.  — April  23,  “Early  Recog- 
nition of  Diabetes  Retinopathy  & 
Latest  Modalities  of  Treatment"* 
(speaker  to  be  announced) 

IF illiamson,  Williamson  Memorial 
Hospital.  1st  Thursday,  6:30-8:30 
P.  M.  — April  3,  “Update:  Cancer 
Treatment.”  Alvin  L.  Watne,  M.  D. 

°A  special  program  in  cooperation  with 
West  Virginia  Department  of  Health;  De- 
partment of  Ophthalmology,  WVU  Medical 
Center,  and  WV  Society  of  Ophthalmology. 


Cardiac  Rehabilitation 
Conference  April  11-12 

Three  out-of-state  doctors  will  join 
approximately  16  West  Virginia  doc- 
tors, nurses  and  other  health  care  pro- 
fessionals on  the  faculty  of  a “Cardiac 
Rehabilitation”  conference  April  11- 
12. 

The  Friday-Saturday  meeting  will 
be  held  at  West  Virginia  University 
School  of  Medicine,  Charleston  Divis- 
ion. 

The  three  guest  faculty  members 
will  be  Drs.  Melvin  J.  Steinhardt.  Pro- 
fessor of  Psychiatry  and  Medicine, 
The  Albany  I New  York  I Medical  Col- 
lege of  Union  Lfniversity,  and  attend- 
ing psychiatrist,  Albany  Medical 
Center  Hospital;  Lenore  R.  Zohman. 
Director,  Exercise  Laboratory  and 
Cardiac  Rehabilitation,  Montefiore 
Medical  Center;  Associate  Professor 
of  Medicine  (Cardiology)  and  Pro- 
fessor of  Rehabilitative  Medicine, 
Albert  Einstein  College  of  Medicine, 
Bronx,  New  York;  and  Albert  A. 
Kattus,  Clinical  Professor  of  Medicine, 
Lniversity  of  California  at  Los 
Angeles,  and  Director,  Cardiac  Re- 
habilitation, Santa  Monica  (Cali- 
fornia ) Hospital. 

Guest  Speakers’  Topics 

Doctor  Steinhardt  will  speak  on 
"Emotional  Aspects  of  Cardiovascular 
Disease;"  Doctor  Zohman,  “Exercise 
Testing  for  Functional  Evaluation  and 


Exercise  Prescription  (Oxygen  Con- 
sumption),” and  Doctor  Kattus,  “Ex- 
ercise Prescription  in  Patients  with 
Valvular  Disease.” 

The  three  guest  speakers  will  speak 
consecutively  Saturday  morning  be- 
ginning at  8:50. 

Other  discussion  subjects  will  in- 
clude basic  exercise  physiology;  acute 
MI:  basic  arrhythmia  monitoring  — 
acute  versus  chronic  setting;  cardiac 
medications,  and  nutritional  needs  of 
the  cardiac  patient. 

Workshops  Scheduled 

Pre-conference  workshops  relating 
to  exercise  and  other  aspects  of 
rehabilitation  will  be  held  Friday 
morning  prior  to  the  1 P.  M.  opening 
of  the  conference,  and  additional 
workshops  are  scheduled  Saturday 
afternoon  from  1:45  to  adjournment 
at  4:30. 

Special  activities  will  include  a 
"Three-Mile  Fun  Run”  at  7 A.  M. 
Saturday  for  participants  and  guests, 
and  an  aerobic  class  from  7 to  7:45 
A.  M.  Saturday. 

The  program,  presented  in  coopera- 
tion with  the  American  Heart  Asso- 
ciation, West  Virginia  Affiliate,  has 
been  approved  for  9.5  hours  of  AMA 
Category  1 credit,  and  for  1.1  CEUs 
by  WVU.  The  optional  preconfer- 
ence workshops  will  offer  additional 
credit:  Category  1.  three  contact 

hours:  CEUs — .3. 

For  registration  and  other  infor- 
mation, call  (304)  348-9580. 


April  CME  Conferences 
Scheduled  In  Clarksburg 

With  the  exception  of  the  April  2, 
conference,  following  are  one-hour 
CME  conferences  for  April  scheduled 
at  Lnited  Hospital  Center  in  Clarks- 
burg through  the  Family  Practice 
Residency: 

April  7,  “Cardiac  Contusion  and 
Other  Traumatic  Heart  Disease;” 
April  9,  ‘Cancer  Conference;”  April 
16,  “The  Solitary  Nodule;”  April  22. 
“Diverticulitis;”  April  23,  “Bowel 
Obstruction;”  and  April  24,  “Radio- 
logy Conference.” 

For  additional  information,  call 
(304)  624-7589. 
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Addressing:  the  “Day  of  Concern”  physicians  group  are,  rrom  left,  Del.  K.  O.  Damron,  D-Mingo;  Del.  Pat  Hamilton,  D-Fayette;  Sen. 
Tony  Whitlow,  D-Mercer,  and  Sen.  Vernon  Whitacre,  D-Hampshire. 


Day  Of  Concern 


The  sun  came  out  briefly  following 
repeated  showers  all  morning. 
Maybe  that  was  a good  omen.  At  any 
rate,  the  break  in  the  weather  lasted 
long  enough  for  WVSMA  to  hold  its 
“Day  of  Concern”  to  help  boost  tort 
reform  legislation. 

The  outside  ceremony  was  held  on 
the  State  Capitol  steps  at  10:30  A.  M. 
February  19  with  more  than  250 
hardy  doctors,  auxilians,  residents, 
students  and  others  in  attendance. 

They  came  from  all  around  the 
state,  with  some  groups  such  as  the 
Parkersburg  Academy  traveling  in 
chartered  buses. 


The  news  media  were  on  hand  to 
record  the  event. 

The  program  was  started  by  Presi- 
dent David  Z.  Morgan,  M.  D.,  Mor- 
gantown, who  expressed  the  hopes 
and  goals  of  the  Association  for  ob- 
taining relief  in  the  professional  li- 
ability insurance  crisis. 

Two  senators  and  two  delegates 
talked  to  the  group  and  offered  their 
views  on  liability  legislation. 

Following  the  outside  ceremony, 
the  medical  delegation  went  inside  the 
Capitol  where  they  sat  in  on  the  Sen- 
ate floor  session  and  later  mingled 
with  their  local  senators  and  delegates. 


After  lunch  in  the  Capitol  cafeteria, 
the  group  attended  the  afternoon 
House  of  Delegates  session  for  a 
while. 

It’s  satisfying  now  to  know  that  a 
tort  reform  bill  has  been  approved  by 
the  Legislature  after  years  of  work  by 
the  profession. 

The  doctors  and  their  friends  who 
gathered  in  Charleston  on  the  Day  of 
Concern,  however,  had  no  guarantees 
that  their  efforts  would  bear  fruit. 
But  they  came  and  spent  the  day  any- 
way. 

And  the  showers  started  again  after 
the  closing  of  the  program  on  the 
steps. 

— A fterthoughts — 

"While  we  didn’t  achieve  every 
objective  we  sought,”  said  Doctor 
Morgan,  “we  are  pleased  that  we’ve 
made  a true  beginning  toward  mean- 
ingful tort  reform.  Our  work  must 
continue  if  we  are  to  deal  effectively 
with  this  serious  matter  and  its  im- 
plications for  our  patients-citizens.” 


More  than  250  doctors  and  others  gather 
on  the  Capitol  steps  in  Charleston  for  the 
“Day  of  Concern.” 


State  doctors,  friends  and  news  media  representatives  hear  the  program  opened  by 
President  Morgan,  upper  left. 


The  camera  catches  a look  of  concentra- 
tion by  Dr.  David  W.  Ranson,  surgical 
resident,  fifth  year,  Charleston  Area 
Medical  Center. 


The  “Day  of  Concern”  group  in  the 
Senate  galleries  was  recognized  from  the 
floor  below. 


President  Morgan,  below,  is  interviewed 
following  the  program  on  the  Capitol 
steps. 


Some  faces  in  the  crowd  . . . 


Tort  Reforms  Won  After  11 -Year  Struggle 


Comprehensive  Bill 
Addresses  Three  Concerns 

By  Merwyn  G.  Scholten 

WVSMA  Executive  Director 


After  11  years  of  struggle,  physi- 
cians in  West  Virginia  have  finally 
won  some  tort  reform  concessions. 

Acting  at  six  minutes  before  mid- 
night adjournment  Saturday  evening. 
March  8,  the  Senate  passed  a com- 
promise bill  and  one  minute  later,  the 
House  of  Delegates  did  the  same.  The 
bill  now  goes  to  Governor  Arch  A. 
Moore  who  is  expected  to  sign  the 
legislation  without  hesitation. 

The  comprehensive  bill  addresses 
three  areas  of  concern:  physician 

policing,  insurance  regulation  and  tort 
reform. 

Tort  Reform  Provisions 

Addressing  the  tort  reform  provis- 
ions first,  the  measure  offers  four 
things:  an  improved  statute  of  limita- 
tions, elimination  of  the  ad  damnum 
clause,  definition  of  expert  witness, 
and  a cap  on  non-economic  damages. 

• The  statute  of  limitations  pro- 
vides that  a legal  action  for  mal- 
practice must  be  brought  within  two 
years  of  the  date  of  occurrence  or 
within  two  years  of  the  date  of  dis- 
covery, but  in  no  case  can  an  action 
be  brought  more  than  10  years  after 
the  date  of  occurrence.  A previous 
West  Virginia  constitutional  provision 
allowed  an  action  to  be  brought  up 
to  20  years  after  the  occurrence. 

For  minor  children  the  statute  also 
states  two  years  from  date  of  occur- 
rence or  discovery  but  only  up  to  the 
age  of  12,  whichever  provides  the 
greater  length  of  time  to  bring  an 
action.  This  means  that  pediatricians 
and  obstetricians  have  only  a maxi- 
mum 12-year  period  rather  than  the 
previous  20-year  period  in  which  to 
have  an  action  brought  against  them. 

• Elimination  of  the  ad  damnum 
rule  means  that  the  plaintiff  will  no 
longer  specify  an  amount  of  money 
being  sought  in  a malpractice  petition. 
Hence,  news  accounts  will  report  only 
that  a doctor  is  being  sued  and  the 


damages  demanded  are  sufficient  to 
satisfy  the  minimums  of  the  court 
jurisdiction  in  which  the  action  is 
brought.  Only  at  the  time  of  trial  or 
completion  of  the  trial  would  any 
award  or  settlement  become  a matter 
of  public  record  unless  ordered  to  be 
kept  secret  by  the  judge.  The  defend- 
ant can,  at  any  time,  request  a written 
statement  setting  forth  the  nature  and 
amount  of  damages  being  sought. 

• Under  new7  rules  provided  in  the 
legislation  is  a required  pretrial  status 
conference  with  a judge  to  occur 
within  9-12  months  of  the  bringing 
of  an  action.  This  status  conference 
will  permit  the  judge  to  determine  if 
a probable  case  exists,  the  issues  in 
question,  the  need  for  a professional 
witness,  and  enables  the  judge  to 
determine  if  the  case  is  frivolous  or 
not.  If  he  determines  the  action  to 
be  without  merit  or  without  basis  in 
fact,  the  court  may  direct  in  any  final 
judgement  the  payment  to  the  pre- 
vailing party  of  reasonable  litigation 
expenses,  including  deposition  and 
subpoena  expenses,  travel  expenses 
incurred,  and  such  other  expenses 
necessary  to  the  maintenance  of  the 
action,  excluding  attorney’s  fees  and 
expenses. 

• Under  provisions  in  the  section 
on  testimony  of  expert  witnesses  and 


the  standard  of  care,  much  of  the  cur- 
rent rules  prevail  but  with  the  import- 
ant additional  language  which  says 
that  such  expert  “is  qualified  in  the 
same  or  substantially  similar  medical 
field  as  the  defendant  health  care  pro- 
vider." Hopefully,  this  provision  will 
eliminate  the  use  of  a “hired  gun” 
who  testifies  in  a case  even  though 
his  her  specialty  has  little  or  no 
relationship  to  the  case  in  question. 

• The  cap  on  non-economic  dam- 
ages is  $1  million,  an  amount  higher 
than  WVSMA  would  like  to  have  seen, 
but  at  least  it  is  a cap  and  places  an 
outside  limit  on  such  things  as  pain 
and  suffering,  loss  of  consortium, 
mental  anguish,  grief,  etc.  From  an 
insurance  actuarial  position,  the  cap 
at  least  provides  a determinable 
parameter  against  which  to  calculate 
premiums. 

• The  bill  adopted  also  contains 
provision  for  severability;  that  is,  if 
any  portion  of  the  law  is  later  found 
unconstitutional  it  does  not  nullify  the 
entire  package  of  reforms. 

Board  Powers  Enhanced 

Board  of  Medicine  powers  are 
enhanced  under  the  new  law  which 
gives  the  board  the  power  to  fine 
hospitals,  insurers  or  professional  as- 
sociations which  fail  to  report  discipli- 


Doctors  answer  questions  following:  the  myocardial  infarction  symposium  ending 
the  19th  Mid-Winter  Clinical  Conference  held  in  Charleston  January  24-26.  From 
left  are  Drs.  Robert  C.  Touchon,  Huntington,  and  Stafford  G.  Warren  and  Harold 
Selinger,  both  of  Charleston,  speakers.  Not  shown  is  Dr.  Robert  J.  Marshall,  Hun- 
tington. The  CME  program  was  sponsored  by  WVSMA  and  Marshall  University  and 
West  Virginia  University  schools  of  medicine. 


90  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


nary  actions  against  physicians.  The 
fines  range  from  SI, 000  to  $10,000. 
Hospitals  are  required  to  report  any 
actions  which  result  in  a change  of 
privilege  status  but  the  statute  ex- 
cludes temporary  privilege  suspen- 
sions for  incomplete  medical  records 
or  other  similar  minor  infractions. 

The  bill  also  provides  for  a manda- 
tory board  review  of  any  physician 
accumulating  five  judgements  or  settle- 
ments involving  payments  to  defend- 
ants. A physician  could  have  multiple 
claims,  but  unless  they  result  in  actual 
payment  of  awards  or  settlements,  he 
would  not  be  reviewed  by  the  Board 
of  Medicine.  The  provision  requires 
no  specific  action  or  penalty  beyond 
reviewing  a doctor  who  has  had  five 
payouts,  hut  leaves  it  to  the  board  at 
that  point  to  determine  whether  some 
form  of  discipline,  re-education,  or 
license  limiting  should  be  required  of 
the  physician. 

Malpractice  Insurers 

Under  the  insurance  provisions, 
malpractice  insurers  face  additional 
demands  for  data  to  be  submitted,  and 
the  law  more  clearly  delineates  cancel- 
lation and  non-renewal  requirements. 
Once  a policy  has  been  issued,  the 
company  cannot  refuse  to  renew  it 
except  for  one  or  more  of  the  follow- 
ing reasons: 

1.  failure  to  pay  premiums  when 
due  and  in  timely  fashion; 

2.  the  policy  was  obtained  through 
material  misrepresentation; 

3.  the  insured  violates  any  of  the 
material  terms  and/or  con- 
ditions of  the  policy; 

4.  the  insured’s  experiences  render 
him/her  an  increased  risk, 
which  experiences  may  include 
revocation  or  suspension  of  a 
professional  license  or  two  or 
more  paid  claims  or  judgments 
in  a three-year  period; 

5.  the  unavailability  of  reinsurance 
upon  sufficient  proof  to  the  in- 
surance commissioner. 

The  measure  also  provides  90-day 
notice  for  non-renewals  and  30-day 
written  notice  of  cancellation  if  the 
policy  is  to  he  terminated  prior  to  the 
normal  renewal  date,  and  such  notice 
must  state  one  of  the  reasons  above 
for  the  cancellation. 


Other  sections  of  the  insurance 
portion  of  the  law  state  reporting 
requirements,  rate-making  procedures, 
hearing  provisions,  etc.  and  provide 
for  fines  up  to  $100,000  for  failure 
to  report  disciplinary  actions. 

In  short,  the  new  law  offers  some 
tort  relief  and  at  the  same  time 
tightens  the  physician  discipline  pro- 
cess and  forces  the  insurance  com- 
panies to  reveal  additional  data.  The 
thought  behind  all  the  activity  is  that 
knowledge  of  potential  disciplinary 
actions  will  make  doctors  even  more 
careful,  thus  avoiding  many  claims 
from  even  arising,  and  the  increased 
insurance  information  will  help  the 
state  get  a better  handle  on  the  situa- 
tion and  be  in  a better  position  to 
make  future  decisions  on  the  entire 
professional  liability  issue. 


A AFP  Conference 


‘Type  A Behavior’ 
Co-Author  To  Speak 


Ray  H.  Rosenman,  M.  D. 


The  co-author  of  the  book.  Type  A 
Behavior  and  Your  Heart,  will  be  the 
speaker  for  a morning  session  on 
cardiovascular  disorders  highlighting 
the  34th  annual  Scientific  Assembly 
held  by  state  family  physicians  April 
18-20  in  Charleston. 

Dr.  Ray  H.  Rosenman,  Senior  Re- 
search Professor,  Department  of  Be- 
havioral Medicine,  Stanford  Research 
Institute  in  Menlo  Park,  California, 
will  conduct  the  session  on  “The 
Impact  of  Anxiety  and  Non-Anxiety 


on  Cardiovascular  Disorders”  Satur- 
day morning,  April  19,  at  the  Holiday 
Inn  Charleston  House. 

In  the  preface  of  their  book,  Doctor 
Rosenman  and  his  co-author,  Meyer 
Friedman.  M.  D.,  state,  “In  the 
absence  of  Type  A Behavior  Pattern, 
coronary  heart  disease  almost  never 
occurs  before  70  years  of  age,  regard- 
less of  the  fatty  foods  eaten,  the 
cigarettes  smoked,  or  the  lack  of 
exercise.  But  when  this  behavior  pat- 
tern is  present,  coronary  heart  disease 
can  easily  erupt  in  one’s  thirties  or 
forties.” 

They  are  convinced  that  the  spread 
of  Type  A behavior  explains  why 
death  by  heart  disease,  once  confined 
mainly  to  the  elderly,  is  increasingly 
common  among  younger  people. 

Sub-Topics 

Sub-topics  to  be  discussed  by 
Doctor  Rosenman  will  be  “A  New 
Look  at  Risk  Coronary  Heart  Dis- 
ease,” "Relationships  of  Type  A Be- 
havior to  Coronary  Heart  Disease 
and  of  Anxiety  to  Mitrovalve  Pro- 
lapse,” “Treatment  of  Hypertension 
for  Prevention  of  Coronary  Compli- 
cations,” and  “Pharmacological  and 
Behavioral  Modifications  of  Behaviors 
Related  to  Cardiovascular  Disease.” 

Doctor  Rosenman  will  be  speaking 
in  the  place  of  Dr.  Robert  S.  Eliot 
of  Phoenix,  Arizona,  as  previously 
announced,  who  was  unable  to  attend. 

He  also  is  Associate  Chief,  Depart- 
ment of  Medicine,  Mount  Zion  Hos- 
pital and  Medical  Center,  San  Fran- 
cisco. Since  1985,  he  has  devoted 
half  time  to  clinical  practice  of 
internal  medicine  and  cardiology  and 
half  time  to  research  in  lipid 
metabolism,  pathogenesis  of  coronary 
heart  disease,  hypertension,  predictive 
roles  of  risk  factors  for  coronary  heart 
disease,  and  role  of  Type  A behavior 
pattern  in  coronary  heart  disease. 

On  Editorial  Boards 

Doctor  Rosenman  also  is  the  author 
or  co-author  of  294  scientific  publica- 
tions and  59  chapters  in  scientific 
texts,  and  is  a member  of  the  editorial 
boards  of  Journal  of  Behavioral  Medi- 
cine, Current  Selected  Research  in 
Human  Stress,  and  Stress  Medicine. 

(Continued  on  Next  Page) 
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(Continued  from  Page  91) 

A graduate  of  the  University  of 
Michigan  (M.  D.  1944),  he  is  a mem- 
ber of  the  Medical  Advisory  Board. 
Council  for  High  Blood  Pressure  Re- 
search of  the  American  Heart  Associa- 
tion, and  a trustee  of  the  American 
Institute  of  Stress,  Yonkers,  New 
York. 

Doctor  Rosenman  will  be  one  of 


some  14  speakers  for  the  assembly 
of  the  West  Virginia  Chapter,  Ameri- 
can Academy  of  Family  Physicians, 
of  which  Dr.  D.  Dean  Patton  of 
Princeton  is  Program  Chairman. 

See  the  February  and  March  issues 
of  The  Journal  for  other  speakers, 
topics  and  AAFP  activities. 

For  registration  or  additional  infor- 
mation, call  I 304 1 776-1178. 


Super 

Scope 

Shuffle 


We’re  the  GI  Team,  scopin’  at 
Marshall, 

And  to  all  our  patients,  we  are 
partial. 

Sure  have  fun,  sometimes  cause 
trouble, 

That  don’t  keep  us  from  doin’ 
the  Super  Scope  Shuffle. 

The  first  name’s  Marc,  that  ain’t 
no  lark, 

Subik’s  the  last  name,  scopin’s 
my  game. 

A briefcase  I carry,  not  no  duffle. 

And  I’m  just  here  to  do  the 
Super  Scope  Shuffle. 

My  name’s  James,  I’m  notorious, 
of  Irish  fame, 

May  not  be  American,  don’t 
cause  me  no  shame. 

Been  accused  of  livin’  in  a bubble, 

That  don't  stop  me  from 
attemptin’  the  Super  Scope 
Shuffle. 

Jenny,  that’s  my  monicker,  got  a 
face  pretty  as  a penny, 

Procedures  I’ve  done,  way  too 
many. 

They  add  on  more  till  the  numbers 
got  to  treble, 

Just  makin'  me  work  harder  to 
do  the  Super  Scope  Shuffle. 

Me  and  James,  we’re  quite  a team, 

No,  no,  no,  we’re  not  as  dumb  as 
we  seem. 


The  patient’s  sounds  sometimes 
are  muffled, 

And  we're  just  here  to  do  the 
Super  Scope  Shuffle. 

Donna  and  Jenny,  and  all  the 
other  residents, 

The  patients  all  treat  us  like 
we’re  presidents. 

Once  in  a while,  we  get  in  a scuffle, 
But  there’s  no  doubt,  we’re  here 
to  do  the  Super  Scope  Shuffle. 

What  we  do,  it  ain’t  real  easy, 

And  sometimes,  a stomach  do 
get  queasy. 

That  leads  to  feelings  that 
sometimes  are  ruffled, 

But  that  don’t  keep  us  from  doin’ 
the  Super  Scope  Shuffle. 

Whether  it’s  looking  down  the 

throat  or  lookin’  in  the  colon 
Yessiree,  we  just  keep  on  rollin; 

Nosirree,  it  don’t  make  you  want  to 
eat  a truffle, 

Just  makes  us  wanna  keep  on 
doin’  the  Super  Scope  Shuffle. 

Marc  Subik,  M.  D. 

Department  of  Medicine 
Marshal]  University 
School  of  Medicine 

Editor's  Note: 

We  aim  to  please  but  might  just 
wheeze 

Over  the  time  it  takes  to  make 
this  rhyme. 

An  editor  who  might  see  fit  to 
muzzle 

A poem  like  this  needs  a Super 
Scope  nuzzle. 


Medical  Meetings 


April  3-6— Am.  College  of  Preventive  Medi- 
cine, Atlanta. 

April  10-13— Am.  College  of  Physicians,  San 
Francisco. 

April  13-17— Am.  Assoc,  of  Neurological 
Surgeons,  Denver. 

April  13-18— Am.  Assoc,  of  Immunologists, 
St.  Louis. 

April  14-18— Am.  Roentgen  Ray  Society, 
Washington,  DC. 

April  18-20— WV  Chapter,  AAFP,  Charles- 
ton. 

April  19— WVSMA  Loss  Control  Seminar, 
Wheeling. 

April  25-26— WVU  Visiting  Professor,  Dept, 
of  Ophthalmology,  Morgantown. 

April  27-30— WV  Academy  of  Ophthalmol- 
ogy, White  Sulphur  Springs. 

April  27-May  3— Am.  Academy  of  Neurolo- 
gy, New  Orleans. 

April  30-May  2— Christian  Medical  Society, 
Dallas. 

May  1-3— WV  Chapter,  Am.  College  of  Sur- 
geons, White  Sulphur  Springs. 

May  4-6— Am.  Society  of  Clinical  Oncology. 
Los  Angeles. 

May  5-8— Am.  College  of  Obstetricians  & 
Gynecologists,  New  Orleans. 

May  6-9— Am.  Pediatric  Society,  Washing- 
ton, DC. 

May  7-9— Am.  Society  for  Artificial  Internal 
Organs,  Anaheim,  CA. 

May  10— WVSMA  Loss  Control  Seminar, 
Martdnsburg. 

May  10-16— Am.  Psychiatric  Assoc.,  Wash- 
ington, DC. 

May  11-14— Am.  Thoracic  Society,  Kansas 
' City,  MO. 

May  11-16— Am.  Society  of  Colon  & Rectal 
Surgeons,  Houston. 

May  17-23— Am.  Gastoenterological  Assoc., 
San  Francisco. 

May  29-30— Am.  Society  of  Transplant  Sur- 
geons, Chicago. 

May  29- June  1— VA  Society  of  Ophthalmol- 
ogy, Norfolk. 

June  7-14— Am.  Assoc,  of  Orthopaedic  Med- 
icine, Portland,  Ore. 

June  8-12— World  Congress  on  Pediatric  & 
Adolescent  Gvnecology,  Washington, 
DC. 

June  18— WVSMA  Loss  Control  Seminar, 
Charleston. 

July  3-7— Am.  College  of  International  Phy- 
sicians, Dallas. 

Sept.  20— WVSMA  Loss  Control  Seminar, 
Parkersburg. 

Oct.  18— WVSMA  Loss  Control  Seminar, 
Beckley. 

Nov.  8— WVSMA,  Loss  Control  Seminar, 
Huntington. 

Aug.  12-17 — 119th  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 
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Rehabilitation  Institute 


When  it’s  time  to  call  for  critical  cardiology  services 
for  your  patients,  make  the  choice  many  physicians, 
hospitals  and  clinics  in  the  Pittsburgh  Area  so  often 
make.  Choose  CRI  . . . Cardiac  Rehabilitation  Institute. 

Choose  CRI  for  the  widest  range  of  cardiology  services: 

• Non-invasive  peripheral  vascular  and 
echocardiography  imaging 

• Electrocardiography 

• Nuclear  cardiology  and  stress  testing 
•,Holter  monitoring 

Choose  CRI  for  professional  expertise  and  capabilities. 

Trained  and  board  certified  cardiologists,  cardiovascular 
nurses  and  medical  technologists  use  state-of-the-art 
equipment,  advanced  technologies  and  proven  methods 
to  administer  and  interpret  cardiological  tests  and 
procedures.  CRTs  considerable  experience  and 
advanced  capabilities  get  you  highly  accurate  test 
results  quickly  ...  so  you’re  never  in  doubt  and 
left  waiting. 

Choose  CRI  for  convenience.  Completely  equipped 
mobile  units  staffed  by  trained  technologists  bring  CRTs 
capabilities  and  expertise  practically  to  your  doorstep 
and  there’s  never  a compromise  in  quality.  And  now 
CRI  offers  complete  nuclear  cardiology  services  in  a 
specially  equipped  40-foot  mobile  unit . . . the  only 
mobile  unit  of  this  type  in  the  United  States  approved 
and  licensed  by  the  Nuclear  Regulatory  Commission. 

Choose  wisely.  Choose  CRI  for  complete,  professional, 
accurate  cardiology  services,  tests  and  procedures. 

Cardiac  Rehabilitation  Institute 

5438  Centre  Avenue,  Shadyside,  Pittsburgh  15232. 
412/682-6201. 


WVU  Medical 
Center  News 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


Deadline  April  15 

Health  Science  Aspirants 
Offered  Study  Programs 

WVU  is  offering  intensive  seven- 
week  study  programs  this  summer  to 
help  prepare  minority  and  dis- 
advantaged students  for  health  science 
careers  in  medicine,  dentistry  or 
pharmacy.  Applications  will  be  ac- 
cepted until  April  15. 

This  is  the  first  step  in  a long-term 
commitment  by  the  WVU  Medical 
Center  to  help  such  students  with  pre- 
professional college  work  to  compete 
for  entry  into  professional  schools  and 
to  complete  their  education. 

A summer  educational  enrichment 
program  for  pre-freshman  college 
students  planning  to  attend  WVU  in 
the  fall  will  be  offered  June  15-August 
1 on  the  WVU  campus  in  Morgan- 
town, according  to  project  coordinator 
Paul  L.  Claused,  M.  D.  Professor 
Ethel  C.  Montiegel  is  summer  program 
coordinator. 

20  Students  to  be  Selected 

Twenty  students  will  be  selected  for 
the  session,  which  will  include  an 
introduction  to  college-level  sciences, 
workshops  in  mathematics  and  other 
learning  skills,  and  observation  of  the 
work  of  health  professionals  and 
clinics.  Academic  counseling  and  ad- 
ditional needs  are  provided  by  WVU 
faculty  and  staff. 

The  summer  facilitate  entry  pro- 
gram, also  offered  June  15-August  1, 
is  designed  for  second,  third  or  fourth- 
year  college  students  who  are  inter- 
ested in  professional  careers. 

Selected  students  will  receive  a re- 
view of  the  appropriate  admissions 


examination  ( Medical  College  Ad- 
mission Test,  Dental  Admission  Test 
or  Pharmacy  College  Admission 
Test),  experience  with  the  interview- 
ing process,  academic  counseling, 
orientation  to  the  professions  and  the 
health  science  environment,  and  tours 
of  the  Medical  Center  campus  and 
facilities.  Any  eligible  West  Virginia 
resident  attending  college  in  the  state 
may  apply. 

Federal  funds  totaling  $542,786 
are  helping  to  fund  the  overall  pro- 
gram for  three  years  after  which  the 
Medical  Center  has  pledged  to  con- 
tinue it.  John  E.  Jones,  M.  D.,  WVU 
Vice  President  for  Health  Sciences, 
is  project  director  while  Doctor 
Clausell  of  the  Behavioral  Medicine 
and  Psychiatry  faculty  is  overall  co- 
ordinator. 

Selected  applicants  will  receive  free 
room  and  board  in  a WVU  residence 
hall  or  per  diem  allowance  and  a mile- 
age allowance  for  travel. 

Applicants  must  submit  ACT  or 
SAT  scores  ( pre-freshmen ) , a written 
statement  of  purpose,  a grade  trans- 
cript, a completed  application  and  two 
letters  of  evaluation  from  instructors. 

Further  information  and  applica- 
tions may  be  obtained  from  the  Health 
Careers  Opportunity  Program,  G106 
Basic  Sciences  Building,  West  Vir- 
ginia University  Medical  Center, 
Morgantown,  WV  26506;  phone  304- 
293-2420. 


Louisville  To  Use  Laser 
Technique  Started  By  WVU 

WVU  physicians  who  developed  a 
new  laser  surgery  technique  to  open 
blocked  arteries  will  work  with  the 
University  of  Louisville  Hospital  to 
expand  their  patient  base. 

“We’ll  be  doing  combined  work 


with  Louisville  as  soon  as  the  protocol 
is  approved  there,”  said  Abnash  Jain, 
M.  D.,  WVU  Chief  of  Cardiology  and 
principal  investigator  for  the  study. 

Doctor  Jain  also  disclosed  that  a 
second  successful  use  of  the  technique, 
opening  the  femoral  artery  in  the  right 
leg  of  a patient,  was  performed  at 
WVU  Hospital  in  November.  The 
first  successful  use  was  in  July  and 
“results  were  very  good”  in  both 
cases,  he  said. 

“But  numbers  are  still  insufficient 
to  complete  our  study  in  the  time  we 
proposed,”  Doctor  Jain  said.  “For 
that  reason  we  decided  to  expand  the 
potential  patient  base  by  working  with 
colleagues  at  Louisville  Hospital. 

“They  have  the  same  equipment  as 
ours  including  the  YAG  laser;  their 
pulmonary  and  gastrointestinal  work 
are  the  same,  and  they  are  adopting 
the  protocol  we  devised.” 

Principal  Investigator 

Doctor  Jain  continues  as  principal 
investigator  for  the  clinical  study  with 
the  Louisville  physicians  as  collabor- 
ators, and  there  will  be  visiting  back 
and  forth.  Other  members  of  the 
WVU  team  are  vascular  surgeon 
Ronald  A.  Savrin,  M.  D.,  anesthesio- 
logist Harakh  Dedhia,  M.  D.,  and 
pathologist  S.  P.  Rochlani,  M.  D. 

The  WVU  physicians  use  a fiber 
optic  laser  to  burn  a bole  through 
the  arterial  blockage,  then  follow 
immediately  with  balloon  angioplasty 
to  expand  the  opening  for  normal 
blood  flow.  They  were  the  first  to 
develop  this  technique  and  reported 
on  it  at  national  and  international 
meetings.  It  is  now  being  used  ex- 
tensively in  Europe. 

"It  is  interesting  — and  heartening 
that  the  technique  we  established 
is  being  followed  successfully  over- 
seas,” Doctor  Jain  said. 
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INDERAL  LA  and 


Hours  after  dose  (steady  state) 


- INDERAL  LA 
avoids  the  sharp  peaks 
seen  with  atenolol 


Blood  pressure  controlled, 


Smooth  blood  pressure 
control  and  well  tolerated 


.wite-ucmy 

INDERAL  LA 

(PROPRANOIDL  HCI)  Capsules 


Once-daily  INDERAL  LA  (propranolol  HCI)  keeps 
life  simple  for  the  patient.  A single  dose  provides 
24-hour  blood  pressure  control.  Convenient  and  well 
tolerated,  IN  DER  AL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients 
found  a low  incidence  of  side  effects  with  INDERAL 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol." 

INDERAL  LA  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  cardiogenic 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information. 


atenolol  over  24  hours*1 


80  mg  INDERAL  LA 


hr— 1 i 

2 16  20  24 


♦Plasma  concentrations  in  relation  to  the  mean. 


■ Smooth,  consistent 
plasma  drug  levels 
over  24  hours 

■ Full,  24-hour  blood 
pressure  control 
with  INDERAL  LA 


and  feeling  good. 

Added  blood  pressure 
cmitrol  with  the  preferred 
diuretic 

When  more  than  one  antihypertensive  agent  is  needed, 
once-daily  INDERIDE  LA  enhances  patient  compliance 
to  improve  long-term  control.  Patients  receive  all  the 
benefits  of controlled-release  INDERAL  LA  and 
standard-release  hydrochlorothiazide  (HCTZ),  for 
comfortable  morning  diuresis.  Not  only  does  this 
regimen  permit  patients  to  follow  normal  daily 
routines,  but  HCTZ  also  produces  less  potassium 
wastage  on  a mg-for-mg  basis  than  chlorthalidone.3-4  (PR0PRAN0I  0L  HCI  [INDERAL®  LA/ 

/ HYDROCHLOROTHIAZIDE ) 

As  with  alt  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 
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BRIEF  SUMMARY  ( FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  ot  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and  HYDRO- 
CHLOROTHIAZIDE (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg  substi- 
tutes for  INDERAL  and  INDERIDE  Tablets.  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in  1)  car- 
diogenic shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma; 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure.  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow-up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored.  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  There 
fore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

MAJOR  SURGERY;  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS. 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin.  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure. 

Hydrochlorothiazide:  Tniazides  should  be  used  with  caution  in  severe  renal  disease  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported. 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity.  There  were  no  drug-related  tumorigemc  effects  at  any  of  the  dosage  levels 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug 

PREGNANCY:  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  lOtimes  greater  than  the  maximal  recommended  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 


Each  capsule  contains  propranolol HCI  (INDERAL*’  LA). 

80  mg,  120  mg,  or  160  mg,  and  hydrochlorothiazide,  50  mg 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


NURSING  MOTHERS:  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  mtervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting 
Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg,  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis,  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypotension, 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud 
type 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability;  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti 
pation;  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis;  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported 
Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes;  dry  eyes;  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
associated  with  propranolol 
Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation, 
jaundice  (mtrahepatic  cholestatic  jaundice);  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias;  headache,  xanthopsia 
Hematologic:  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia. 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever;  respiratory  distress,  including  pneumonitis,  anaphylactic  reactions 
Other  Hyperglycemia;  glycosuria,  hyperuricemia,  muscle  spasm;  weakness,  restlessness, 
transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn 

'The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

REFERENCES 

1.  Data  on  file,  Ayerst  Laboratories  2.  Ravid  M,  Lang  R,  Jutrin  I The  relative  antihypertensive 
potency  of  propranolol,  oxprenolol,  atenolol,  and  metoprolol  given  once  daily.  Arch  Intern  Med 
1985.145  1321-1323  3.  Sumiye  L.  Vivian  AS,  Frisof  KB.  et  al  Potassium  loss  associated  with 
hydrochlorothiazide  versus  chlorthalidone  Clin  Ther  1981.4  308-320  4.  Ram  CVS.  Garrett  BN, 
Kaplan  NM  Moderate  sodium  restriction  and  various  diuretics  in  the  treatment  of  hypertension 
Arch  Intern  Med  1981  ;141  1015-1019 
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TOWER 


O F 


STRENGTH 


. . . “and  you 
thought  you’d 
gone  as  far  as 
you  could  go. 


INTRODUCING 
One  Financial  Place." 

Where  your  success  is  just 
the  starting  point. 

Your  position  in  life  is  enviable.  But  you 
face  complex  financial  decisions.  And,  find 
yourself  asking  if  there  is  somewhere  to  go 
for  help. 

There  is. 

One  Financial  Place,  the  Financial  and 
Trust  Services  Group  of  Kanawha  Valley  Bank. 

A gro.up,  unlike  any  other  in  West  Virginia, 
designed  exclusively  for  the  successful,  like 
yourself,  who  seek  a single  comprehensive 
source  of  financial  information  and  assistance. 

At  One  Financial  Place  we  can  help  you 
make  the  most  of  your  success  by  offering 
you  a personalized  relationship  based  on 
strategies  that  reflect  your  attitudes  and 
objectives.  Asset  and  investment  manage- 
ment, financial  planning,  trust  administration, 
retirement  planning  and  other  specialties  to 
suit  your  needs.  We  operate  quickly,  indepen- 
dently and  objectively  to  keep  you  in  control 
of  your  finances. 

If  you  want  to  turn  financial  opportunities 
into  profitable  realities,  call  One  Financial 
Place  at  (304)  348-7081. 

One  Financial  Place.  Where  success  is  just 
the  beginning. 


©Kanatriurifolley  Bank 

A One  Valley  Bank 

Box  I 793  • Charleston.  WVA  25326 ‘Member  FDIC 
THREE  CONVENIENT  LOCATIONS: 

Downtown.  One  Valley  Square  at  Summers  and  Lee  ( 304-348  7000) 
Kanawha  City,  57th  MacCorkle  at  Kanawha  Mall  (304-348  1177) 
West  Charleston.  Patrick  Street  and  Hills  Plaza  ( 304  348-  I 450) 


MU  School 
Of  Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Doctor  Walker  Named 
Department  Chairman 

Dr.  Robert  B.  Walker  of  Hamlin 
has  been  appointed  Chairman  of  MU’s 
Department  of  Family  and  Community 
Health,  School  of  Medicine  Dean 
Lester  R.  Bryant,  M.  D.,  has  an- 
nounced. Dr.  John  Walden  has  been 
named  the  department’s  Associate 
Chairman. 

“Bob  Walker  truly  personifies 
Marshall’s  commitment  to  providing 
medical  care  to  underserved  areas,” 
Doctor  Bryant  said.  “He  came  to 
Hamlin  in  1975  with  the  National 
Health  Service  Corps,  and  stayed  on 
to  become  a vital  part  of  the  Hamlin 
community  as  well  as  a most  valued 
member  of  our  faculty. 

“John  Walden  is  a highly  respected 
member  of  the  School  of  Medicine 
faculty  and  this  appointment  is  a most 
appropriate  way  to  recognize  his 
enormous  contribution  to  the  success 
of  the  Marshall  University  School  of 
Medicine,”  he  added. 

Since  joining  the  Marshall  faculty 
in  1979,  Doctor  Walker’s  roles  have 
included  Acting  Chairman,  Program 
Director  of  Family  Practice,  and  Chief 
of  the  Division  of  Rural  Health  Re- 
search. He  has  been  honored  both 
by  students  and  by  the  U.S.  Public 
Health  Service.  He  received  his  M.D. 
degree  from  the  University  of  Florida 
College  of  Medicine  in  1974  after 
graduating  there  with  high  honors. 

Doctor  Walden,  a graduate  of  the 
West  Virginia  University  School  of 
Medicine,  joined  Marshall’s  full-time 
faculty  in  1982.  He  has  served  as 


Program  Director  of  the  department’s 
residency  program,  Chief  of  the  Sec- 
tion of  Family  Practice,  Director  of 
International  Health,  and  Director  of 
the  Family  Practice  Clinic.  He  also 
is  founder  and  principal  officer  of 
Friends  of  Gentle  People,  a charitable 
association  of  physicians  working  with 
jungle-dwelling  Indian  tribes. 


Marshall  Grad  Chosen 
NASA-Sponsored  Resident 

Dr.  Denise  Baisden,  a School  of 
Medicine  graduate,  has  been  accepted 
as  one  of  two  NASA-sponsored  medi- 
cal residents  in  the  only  civilian 
aerospace  medicine  program  in  the 
United  States. 

Doctor  Baisden,  of  Huntington,  will 
serve  her  residency  at  Wright  State 
University  and  the  Wright-Patterson 
Air  Force  Base  in  Dayton,  Ohio.  She 
is  now  a MLI  family  practice  resident. 

She  will  work  two  years  at  Wright 
State,  fulfilling  both  her  residency 
requirements  and  requirements  for  a 
master’s  degree  in  the  aerospace  field. 
Then  she  and  the  other  NASA-spon- 
sored resident  will  spend  an  additional 
year  at  either  Johnson  Space  Center 
in  Houston  or  Kennedy  Space  Center 
at  Cape  Canaveral. 

“After  I finish,  hopefully  Fll  he 
hired  by  NASA  to  work  with  astronaut 
care,  selection  and  training,  as  well  as 
research,”  she  said. 


Other  Highlights 

A team  of  School  of  Medicine 
students  will  compete  in  the  2nd  An- 
nual Caduceus  Games  to  be  held  April 
12-13  in  Johnson  City,  Tennessee, 
sponsored  by  the  Quillen-Dishner  Col- 


lege of  Medicine  of  East  Tennessee 
State  University. 

Team  members  are  J.  D.  Maynard 
(captain),  Mark  Coggins,  Kevin  M. 
Clarke,  Robert  C.  Anton,  K.  Kearfott 
and  David  Parks.  Alternates  are 
James  Morgan  and  Larry  Hathaway. 
The  team  coaches  are  Dr.  Scot  Hines 
and  Dr.  Kevin  Willis,  both  graduates 
of  the  School  of  Medicine  and  resi- 
dent physicians  at  MU. 

The  competition  is  based  on  a 
College  Bowl  format,  with  students 
answering  questions  relating  to  basic 
and  clinical  sciences.  Participating 
medical  schools  include  Louisville, 
Mercer,  South  Alabama  and  Quillen- 
Dishner. 

* •*  # 

Dr.  Gary  0.  Rankin,  Chairman  of 
Pharmacology,  has  received  a five- 
year,  $462,000  extension  of  his  Na- 
tional Institutes  of  Health  grant  to 
study  the  nephrotoxicity  of  succini- 
mides,  found  in  fungicides  and  anti- 
epileptic drugs.  The  three-phase  pro- 
ject will  study  the  compound’s  struc- 
tural requirements,  the  role  of  meta- 
bolites in  nephrotoxicity,  and  cellular 
mechanisms.  Marshall  is  the  major 
Linked  States  center  looking  at 
succinimides’  effect  on  the  kidneys. 

Binni  Bennett,  Director  of  the 
School  of  Medicine’s  Mood  Disorders 
Clinic,  and  Dr.  Leon  McGahee,  Pro- 
fessor of  Psychiatry,  are  the  primary 
investigators  for  a drug  research  study 
for  a new  antidepressant,  nefasadone. 
Bristol  Myers  is  providing  $55,000 
for  the  study. 

* * * 

John  Marshall  Medical  Services  has 
received  a $2,465  grant  from  the 
March  of  Dimes  to  purchase  a 
tympanometer  for  its  Pediatrics  De- 
partment. 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough 

Caperton 

Shepherd 

Association 

Group 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 

Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $4,000  a month  when 
you  are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person. 
Choice  of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are 
eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hos- 
pitalized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days 
a year . . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you 
are  disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-344-5139 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

D Office  Overhead  Disability  Plan 
L Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  W V 25332 


County  Societies 


CABELL 

Dr.  Sharon  B.  Lord,  Commissioner 
of  the  West  Virginia  Department  of 
Human  Services,  was  guest  speaker 
for  the  meeting  of  the  Cabell  County 
Medical  Society  February  13  in  Bar- 
boursville  at  the  Holiday  Inn  Gateway, 
East. 

Doctor  Lord,  in  an  inspirational 
and  outstanding  speech,  addressed 
the  topic  of  ‘'Maximizing  Human  Re- 
sources.” 

She  described  her  plans  for  using 
the  rich  human  resources  of  Appa- 
lachia, an  area  with  the  highest  work 
ethic  and  the  lowest  crime  figures  in 
this  country,  to  address  the  problems 
resulting  from  the  state’s  declining 
economy. 

Problems  such  as  the  backlog  of 
Medicare/Medicaid  payments  are  be- 
ing addressed  and  remedied,  she  said. 

She  was  given  a standing  ovation 
at  the  end  of  her  talk. 

Dr.  Maurice  A.  Mufson,  President, 
announced  that  the  book.  History  of 
Cabell  County  Medical  Society,  was  in 
the  hands  of  the  printer,  and  Dr.  Jack 
Leckie  urged  the  members  to  buy 
copies. 

Dr.  Charles  E.  Turner  urged  all 
physicians  to  become  members  of  the 
State  Medical  Association’s  PPO. 

Dr.  Robert  L.  Bradley  was  elected 
to  honorary  membership. — Mabel  M. 
Stevenson,  M.  D.,  Secretary. 


McDowell 

The  McDowell  County  Medical  So- 
ciety met  February  12  in  Welch  at 
the  Bonanza  Steakhouse. 

The  guest  speaker  for  the  evening 
was  Dr.  Gary  Ganzer  of  Matewan 
who  represented  a concerned  group 
of  physicians  for  tort  reform.  He  dis- 
cussed recent  events  in  the  State  Legis- 
lature and  candidates  for  the  Sixth 
District  Senate  seat  including  James 
B.  Simpkins  and  the  incumbent,  Sen- 
ator H.  Truman  Chafin. — Barbara  A. 
Fenton,  M.  D.,  Secretary. 


Book  Review 


The  Premature  Labor  Handbook: 
Successfully  Sustaining  Your  High- 
Risk  Pregnancy  — Patricia  Anne 
Robertson,  M.  D.;  and  Peggy  Henning 
Berlin,  Ph.D.  $16.95.  Doubleday  and 
Co.,  Inc.,  245  Park  Avenue,  New 
York,  New  York  10167.  1986. 

This  handbook  is  designed  to  be 
read  by  women  facing  a prolonged 
bed  rest  because  of  threatened  prema- 
ture delivery.  There  are  10  chapters 
on:  the  medical  aspects  of  premature 
labor  and  the  “incompetent”  cervix; 
the  stresses  of  premature  labor;  rela- 
tionships; for  the  family  — relating  to 
the  couple  in  premature  labor;  maxi- 
mizing time  and  space;  the  hospital 
experience;  preterm  delivery  and  the 
premature  baby;  childbirth  prepara- 
tion and  premature  labor;  nutrition 
and  exercise;  and  embracing  the  chal- 
lenge. 

As  can  be  seen,  this  is  a holistic  ap- 
proach to  the  problems  a women,  and 
her  family  and  neighbors,  will  face 
during  the  weeks  of  prolonged  idle- 
ness. The  tone  of  the  book  is  positive, 
explaining  what  is  going  on  and  giv- 
ing ideas  as  how  to  best  make  the 
most  of  the  circumstances.  There  are 
vignettes  from  patients’  experiences. 

Physicians  may  well  choose  to  buy 
this  book  for  their  patients  to  read  but 
I feel  that  there  are  some  limitations 
as  to  the  women  likely  to  benefit.  It 
seems  to  me  to  be  a very  cerebral 
book,  a very  California  book  — what- 
ever these  images  may  mean.  Never- 
theless, the  positive  and  thorough  ap- 
proach could  help  many  women.  — 
R.  John  C.  Pearson,  M.B.,  M.P.H. 


State  Surgeons  To  Meet 

Dr.  Robert  Chase,  Professor  of 
Surgery,  Stanford  University,  will  be 
guest  speaker  during  the  meeting  of 
the  West  Virginia  Chapter,  American 
College  of  Surgery. 

The  meeting  will  be  held  May  1-3 
in  White  Sulphur  Springs  at  the 
Greenbrier. 

For  additional  information  call 
(304)  293-3311. 


PRACTICES 

AVAILABLE 

Allergy — 

Suburban  Philadelphia — Excellent 
Opportunity — Very  low  price. 

Allergy — 

Philadelphia  area  — Very  large 
practice. 

Dermatology — 

Connecticut— Strong  Finances. 

Family  Practice — 

Philadelphia  and  suburbs— several 
practices. 

Internal  Medicine — 

Arizona— Well  equipped. 

Internal  Medicine — 

D.C.  suburb  — desirable  commu- 
nity. 

Pediatrics — 

Northeastern  Pa.  — Young  grow- 
ing practice. 

Pediatrics — 

Colorado— Convenience  of  a group 
— Strong  finances. 

Pediatrics — 

Central  New  York  — Very  large 
practice. 

Radiology — 

Philadelphia  — Large,  well  estab- 
lished. 

Surgery  General — 

New  Jersey  — Attractive  practice 
near  New  York  City. 

☆ 

WE  SPECIALIZE  IN  THE 
VALUATION  AND  SELLING 
OF  MEDICAL  PRACTICES. 

IF  INTERESTED  IN  BUYING 
OR  SELLING  A MEDICAL 
PRACTICE,  CONTACT  OUR 
BROKERAGE  DIVISION  AT: 

Health  Care 
Personnel  Consulting, 

403  GSB  Building, 

Bala  Cynwyd,  Pa.  19004 
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AMERICAN 

MEDICAL 

INTERNATIONAL'S 

PHYSICIAN 

PLACEMENT 

SERVICE 


A merican  le dical  International  has  in- 

stituted a new  corporate  service  to  assist  Physi- 
cians interested  in  solo  or  group  practice  op- 
portunities servicing  AMI  hospitals.  Current 
opportunities  are  available  for  physicians  who 
are  Board  Certified  or  Eligible.  Specific  areas  of 
interest  are: 


• Allergist 

• Anesthesiologist 

• Cardiologist 

• ENT 

• Emergency  Medicine 

• Family  Practice 

• Gastroenterologist 

• General  Practice 

• General  Surgeon 

• Geriatric  Medicine 

• Industrial  Medicine 

• Oncologist  - Medical 


• Neurologist 

• Neurosurgeon 

• OB/GYN 

• Ophthalmologist 

• Orthopedic  Surgeon 

• Pediatrician 

• Plastic  Surgeon 

• Radiologist 

• Rheumatologist 

• Thoracic  Surgeon 

GYN 


Physicians  interested  in  pursuing  opportunities 
with  AMI  should  contact  this  service  by  calling  or 
submitting  a curriculum  vitae  to: 

Norman  Penick 
Vice  President 
Human  Resources 
AMI 

9465  Wilshire  Blvd.,  Ste.  915 
Beverly  Hills,  CA  90212 
(213)  858-6927 
National  (800)  533-7013 
California  (800)  325-4881 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training' pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  taster  service  call  Southern  Medical  at 
(205)  945  1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


You  can’t  keep  a good  man  down 


Because  Harmarville  will  pick  him 

up.  Our  Occupational  Health 
and  Rehabilitation  Services  program 
(OHRS)  works  solely  on  getting 
good  people,  like  Bob  Seaman,  with 
industrial  injuries  back  on  the  job. 

For  Bob,  back  on  the  job  means 
being  happy.  So  when  he  fell  off  a 
ladder  injuring  his  foot  and  couldn't 
work,  something  was  lost.  That  just 
wouldn't  do  for  Bob,  or  his  employer 
of  40 years,  the  L.  E.  Smith  Glass 
Company. 

OHRS  was  their  answer.  The 

doctors  at  our  rehabilitation  hospital 
discovered  that  Bob’s  condition 
involved  nerve  compression  in  his 
foot.  They  placed  him  in  a rehabilitation 
program  designed  to  treat  his  particular 
disability.  The  result:  In  just  a few 
months,  Bob  was  back  on  the  job 
full-time. 


It  works.  Since  the  program  started 
in  1 978,  nearly  80%  of  all  patients  have 
returned  to  work.  Employers  reduce 
lost  time  and  workers’  compensation 
costs. 

Is  less  effort  acceptable?  Bob  and 

L.  E.  Smith  Glass  Company  didn’t 
think  so.  And  we  at  Harmarville  agree; 
only  the  best  care  possible  will  do  when 
someone’s  livelihood  is  at  stake. 

For  more  information  on  our  OHRS 
program,  call  any  of  our  four  locations: 
Harmarville  (782-5800); 

Allegheny  Center  Mall  (322-8400); 
Greensburg  (242-5600); 
or  Washington  (341-4303). 


H4RM4RVILLE 


• Save  money  on  initial  purchase-priced  50%  to  60% 
less  than  similar,  but  more  bulky,  competitive  products 

• Use  it  wherever  you  need  it-small  enough  and  portable 
enough  to  use  anywhere  in  the  office,  or  take  it  right 

to  the  patient’s  bedside,  all  with  no  sacrifice  in 
diagnostic  capability 


• Completely  portable  for  use  in  any 
location— can  be  used  without  a power 
outlet  or  during  power  failures  because  it 
can  be  battery  operated 

• Transmits  data  direct  to  physician’s  office 
for  overread  via  phone  modem 


• Reduce  paper  wasted  through  false  starts-LCD  display 
shows  actual  waveforms  for  each  lead,  easy  to  see  if 
lead  is  improperly  connected 


• Review  and  comparison  on  previous  ECGs  easily  " 
accomplished-unit  stores  up  to  20  ECGs 


11800  Coakley  Circle,  Rockville,  Maryland  20852 


• Provides  more  comprehensive  data-analyzes  10  full 
seconds  of  data  from  all  12  leads  simultaneously, 
rather  than  just  3 at  a time 


E500— 3-channel,  12-lead 
interpretive  electrocardiograph 


E500  electrocardiograph  analysis  cart 

• Much  smaller  in  size  and  weight  than 
competitive  carts— system  weighs  only  65  lbs 

• Assured  patient  safety  with  isolation  built 
into  system 

• Produces  crisp,  clear  reports  with  a high- 
resolution  plotter 

LEWIS  MEDICAL  INSTRUMENTS  INC. 


Burdick  (301)984-6112  (301)444-7977  (215)922-4966  (804)644-8024  (919)848-4333 


PRIMARY  CARE  PHYSICIANS 

If  you're  seeking  an  opportunity  to  practice  "quality"  family  care  medicine  in  a 
small  PA  community  that  will  both  respect  and  support  your  professional  efforts, 
you  should  definitely  look  into  all  that  The  Mauch  Chunk  Medical  Center  and  other, 
equally  desirable,  HealthEast  Primary  Care  Centers  have  to  offer.  Expansion  of  our 
patient  list  has  created  the  possibility  for  two  or  three  additional  partnerships  within 
our  prospering  and  highly  regarded  organization. 

The  Mauch  Chunk  Medical  Center  offers  a very  attractive  compensation  and  benefits 
package;  the  support  of  a fully  integrated  health  care  system;  and  a relaxed  and  profes- 
sionally satisfying  way  of  life  in  a beautiful,  semi-rural  community  just  a 20-minute 
drive  from  the  famed  Pocono  Mountain  winter/summer  resorts.  Philadelphia,  New 
York  City  and  the  New  Jersey  Shore  are  also  all  within  easy  driving  distance.  Other 
Primary  Care  opportunities  exist  in  equally  satisfying  areas. 

For  full  information  and  prompt  consideration,  please  forward  your  C.V.  to:  Ms. 
Evan  R.  Skinner,  Vice-  President 

®HealthSearch 

501  N.  17th  Street,  Suite  215 
Allentown,  PA  18104 

Equal  Opportunity  Employer 


HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  P.  O.  Box  4359 
Charleston,  West  Virginia  25364 


Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C Weise,  M.  D 925-2159 

Pablo  M Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr,  M.  D,  925-0349 

Lee  L Neilan,  M.  D 925-0349 

Edmund  C Settle,  Jr.,  M.  D.  925-0624 


ADULT  PSYCHIATRY 


Gina  Puzzuoli,  M.  D.  925-6914 

John  P.  MacCallum,  M.  D.  925-6966 

Sid  Lerfald,  M.  D.  925-0004 

Elma  Bernardo,  M.  D 768-1212 

Steve  Kissinger,  M.  D.  925-6966 


CHILD  PSYCHIATRY 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S Smith,  Jr.,  M D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Serving  the  community  for  over  30  years 
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the  Eye  and  Ear  Clink 

of  Charleston,  Inc. 

The  Laser  Surgery  Center 


SPECIALISTS  IN 

EYE  EAR  NOSE  and  THROAT  SURGERY 


• 35-bed  JCAH  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 

• Laser  Surgery  Specialists 

• Facial  Plastic  Surgery 

• Cataract  Surgery/ 

Lens  Implant 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 


EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 

OPHTHALMOLOGISTS  OTOLARYNGOLOGISTS 


Milton  J.  Lilly,  Jr.,  MD 
Robert  E.  O'Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 


(Ear-Nose-Throat) 
Romeo  Y.  Lim,  MD 
Nabil  A.  Ragheb,  MD 
R.  Austin  Wallace,  MD 

EENT 


John  A.  B.  Holt,  MD 


FREE  PARKING 

MEDICARE  ASSIGNMENT  ACCEPTED 


1306  KANAWHA  BOULEVARD,  EAST 
P.O.  BOX  2271 

CHARLESTON,  WEST  VIRGINIA  25328 
TELEPHONE:  (304)  343-4371 
TOLL  FREE:  (800)  642-3049  (WV) 


THE  WHEELING  CLINIC 


WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P R Hedges.  M.  D 
J.  D.  Holloway,  M.  D. 

R N Lewis,  M D (St.  Clairsville) 

M,  J.  Lohne,  M.  D (St.  Clairsville) 

R D.  Morris,  O.  O.  (New  Martinsville) 
Cardiovascular 
A.  M Valentine,  M.  D. 

W E.  Noble,  M D 
Gastroenterology 
T.  E.  Chvasta,  M D 
L R Cain,  M.  D 
Hematotogy/Oncology 
C A Vasquez,  M.  D. 

Nephrology/ Hypertension 
D L.  Lalos,  M.  D. 

M H Drews,  M.  D. 

T G Kenamond,  M D 
Pulmonary 

C.  J Begley,  M.  D 
T.  V.  Burke,  M D 

Rheumatology 
M.  A.  Stevens,  M.  D 

GENERAL  SURGERY 

C D Hershey,  M.  D. 

E C Voss,  M.  D. 

J H Mahan.  M.  D (St  Clairsville) 

R L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H Shackleford,  M D 


ORTHOPEDICS 

E L Barrett,  M D 
R S Glass,  M.  D. 

UROLOGY 

D C Trapp.  M O 
B.  M.  McCuskey,  M.  D 
GYNECOLOGY 

R.  W Leibold,  M.  D 
R T.  Brandfass,  M.  D 
OBSTETRICS  & GYNECOLOGY 
T A Athari,  M D 
J W.  Campbell,  M.  D 
C V.  Porter,  M D 
OPHTHALMOLOGY 
W F Park,  M D. 

M E Nugent.  M.  D 
R V.  Panglllnan,  M.  D. 

H.  S.  Berlin,  M.  D 
OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W A Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R A Porterfield,  M.  D. 

(St  Clairsville) 

G L Cholak,  M.  D (St.  Clairsville) 

E.  L.  Coffield,  M.  D (New  Martinsvill 

DERMATOLOGY 

M.  Baron,  M.  D. 

NEUROSURGERY 

F.  J.  Payne,  M D. 


NEUROLOGY 

H L.  Kettler,  M.  D. 

S.  G Christopher,  M.  D. 

W Zyznewsky,  M.  D. 

J,  G.  Tellers,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S Govindan,  M.  D. 
PSYCHIATRY 

S D Ward,  M.  D. 

D H.  Smith,  M D 
D P.  Hill.  M.  D 
J.  G Tellers,  M.  D 
Pediatric  Psychiatry 
V Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W E Schul,  Optician 

Speech  Therapy/Audiology 
J.  P Frum,  M.  S , S P A. 
Bloleedback  Laboratory 
M.  G Simon,  P A. 
Electrology/Cosmetlc  Therapy 
J.  E Beserock,  R E 
TECHNOLOGISTS 
Electrocardiography 
B Maguire,  R N. 

B Muklewicz,  R.  N. 
Electroencephalography 
J.  Stone,  R N , CMET 
J Green,  R N 
Roentgenology 
E Forester.  R T 
Pulmonary  Diagnostics  Lab 
R Kordack,  R.  T. 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 
Ronceverte/Fairlea/Lewisburg,  West  Virginia 
1-800-642-5161  or  304-647-51 15 


INTERNAL  MEDICINE 


OBSTETRICS/GYNECOLOGY 


PSYCHOLOGY 


Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 

General  & Vascular 
H.  P.  Dinsmore,  M.  D. 
General  Endoscopy 

Stan  Chao,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D. 


James  L.  Pfeiff,  M.  D. 
Robert  L.  Wheeler,  M.  D, 

EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M,  D. 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M.  D. 

PEDIATRICS 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

RADIOLOGY 

Charles  Weinstein,  M.  D. 

UROLOGY 

Kyle  F.  Fort,  M.  D. 


Connie  Bradley-Mann,  Ph.  D. 

ANCILLARY  SERVICES 
Physical  Therapy 

Tom  Moore,  R.P.T. 

Wood  McCue,  R.P.T. 

Respiratory  Therapy 

James  D.  Creasman,  R.R.T. 

Audiology 

Gary  M.  Vandevander,  M.S. 

ADMINISTRATION 

Sandra  W.  Ayers,  Business  Manager 
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Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 


In  Dentistry  To  Associate  With 


Radiology: 

Halberto  G.  Cruz,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 
Gregg  J.  Fromell,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.  D. 


Family  Practice: 

Charles  L.  Arnett,  M.  D. 

R.  Gregory  Juckett,  M.  D. 
James  A.  Arnett,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D 
Telephone:  (304)  457-2800 
WV  (800)  346-2800 


JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S, 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  SC  THROAT  ASSOCIATES 


RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


OF  CHARLESTON,  INC. 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Charleston  George  E.  Toma,  M.D.,  FACS 

Eye  Care  «Sj  1 Stephen  P.  Cassis,  M.D. 

Associates  Inc .>■/// 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 


CORNEAL  TRANSPLANTS 


PERMANENT  COSMETIC 
EYELINER 


4430  Kanawha  Turnpike 
24  HOUR  South  Charleston,  WV  25309 


344-3937  ANSWERING  SERVICE  768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 5:00  P.M.  (800)  344-3993 
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TABLETS 


tJpi°hn  1 A Century 
1/7^  of  Caring 


©1986  The  Upjohn  Company 


J-6138  January  1986 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  tor  initial  therapy  ol  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  It  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  impaired 

It  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K+  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K+  intake  Asso- 
ciated widened  ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing  Adequate  information  on  use  in  children  is  not  available  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity  Theoreti- 
cally. a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
following  may  occur  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function 
Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances:  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak“  unit-of-use  bottles  of  100 

BRS-DZ:L39 


In  Hypertension*... 
When  You  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
Your  Assurance  of 
SK&F  Quality 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 


Potassium  - Sparing 

DYAZIDE* 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


a product  of 

SK&F  CO. 

Carolina,  P R 00630 
©SK&F  Co  , 1983 


The  unique 
red  and  white 
Dyazide®  capsule: 
■four  assurance  of 
SK&F  quality. 


119th  ANNUAL  MEETING 


of  the 

West  Virginia  State  Medical  Association 


Zslie  Greenbrier 


AUGUST  12-17,  1986 


PLAN  NOW  TD  ATTEND 


It’s  true.  Because  “muscular  dystrophy”  is 
the  term  for  a group  of  twelve  diseases — and 
no  one  disorder  goes  by  that  name. 

Other  facts  about  muscular  dystrophy 
might  surprise  you,  too.  For  one  thing,  the 
diseases  aren’t  restricted  to  children.  Any- 
one can  he  stricken,  at  any  time. 

For  another  thing,  the  Muscular 


Dystrophy  Association  battles  not  just  the 
twelve  muscular  dystrophies,  hut  twenty- 
eight  other  neuromuscular  diseases,  too. 

At  MDA,  we ’re  striving  to  put  an  end 
to  all  the  devastating  disorders  you  used  to 
think  of  as  muscular  dystrophy. 

And  one  day — we’re  determined — this 
chair  will  he  empty  for  real. 


MDA 


Muscular  Dystrophy  Association,  Jerry  Lewis,  National  Chairman 


Classified 


LUXURY  OCEANFRONT  PRIVATE  HOME 

at  Hilton  Head  Island  SC  on  remote  beach; 
4 BR-4  bath,  huge  LR,  screen  porch,  DR, 
Kitchen,  sundeck,  golf,  tennis;  rent  weekly 
from  Atlanta  owners  404/355-6049  or  658- 
8010. 


MARIETTA,  OHIO  — Emergency  Depart- 
ment directorship  and  staff  position  avail- 
able at  200  bed  facility.  Board  certification 
or  Board  eligibility  in  Emergency  Medicine 
or  primary  specialty  preferred.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Road,  Room  37,  Traverse  City,  Ml 
49684;  or  call  1-800-253-1795,  in  Michigan 
1-800-632-3496. 


MEDICAL  DIRECTOR  AND  FAMILY 
PRACTITIONER  — Needed  for  innovative 
community  health  and  migrant  center. 
Located  in  beautiful  Shenandoah  Valley. 
One  and  one  half  hours  from  Washington. 
Contact:  Susan  B.  Walter,  P.  O.  Box  3236, 
Martinsburg,  WV  25401.  Telephone  (304) 
263-4956. 
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1652  4TH  AVENUE 
CHARLESTON,  WV  25357 

PHONE:  346-0676 


Electromyography 

and 

Nerve  Conduction 
Studies. 

Prasadarao  B.  Mukkamala,  MD 

Diplomate  of  American  Board 
of  Physical  Medicine 
and  Rehabilitation. 

Active  member  of 
American  Association 
of  Electromyography 
and  electrodiagnosis. 
(Admitted  by  examination) 

☆ 

FOR  APPOINTMENT 
CALL  (304)  344-5153 

Prasadarao  B.  Mukkamala,  MD 

1200  Quarrier  Street 
Charleston,  WV  25301 


CLASSIFIED  RATES:  $10  for  10  lines; 
for  every  line  over  10  lines  there  will  be 
an  additional  charge  of  $2  per  line.  Cost 
to  be  figured  after  ad  has  been  set  by 
the  printer.  $15  for  confidential  ad  (10 
lines). 

DEADLINE:  Copy  must  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the  Au- 
gust issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV  25364. 
Telephone:  (304)  925-0342. 
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The  Christmas  Seal  People® 


SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 

Medical  Staff  Members 


R.  A.  Edwards,  M.  D.  697-7036  J.  Corcella,  M.  D.  525-7851 

K.  M.  Fink,  M.  D.  525-8191  J.  V.  Ottaviano,  M.  D.  525-7851 

R.  W.  Hibbard,  M.  D.  525-9355  L.  C.  Smith,  M.  D.  697-7036 

F.  Hoback,  M.  D.  697-7036  M.  M.  Bateman,  M.  D.  526-0580 

D.  H.  Webb,  M.  D.  525-9355  R.  A.  Kayser,  M.  D.  526-0580 


APRIL,  1986,  VOL.  82  109 


April  Advertisers 


Air  Force  72 

American  Medical  International  99 

Army  Reserve 68 

Ayerst  Laboratories 94A,  B,  C,  D 

CNA  Insurance  Companies  81 

Cardiac  Rehabilitation  Institute  93 

Chapman  Printing  Company 109 

Charleston  Eye  Care  Associates,  Inc 106 

Curtis  1000  Information  Systems 100 

Ear,  Nose  & Throat  Associates 

of  Charleston,  Inc 106 

ElComp  Systems,  Inc 71 

Eye  & Ear  Clinic  of  Charleston,  Inc.,  The 104 

Eye  Physicians  and  Surgeons 70 

Greenbrier  Physicians,  Inc 105 

Harmarville  Rehabilitation  Center,  Inc 101 

Health  Care  Personnel  Consulting 98 

Health  Search 103 

Highland  Hospital 103 


Kanawha  Valley  Bank,  NA  95 

Knoll  Pharmaceutical 66B,  C,  D 

Lewis  Medical  Instruments,  Inc 102 

Lilly,  Eli,  and  Company 62 

McDonough  Caperton  and 

Charleston  Data  Systems  64 

McDonough  Caperton  Shepherd 

Association  Group  67,  97 

Mukkamala,  Prasadarao  B.,  MD 109 

Myers  Clinic,  The 106 

Parker  Hunter  69 

Roche  Laboratories Inside  Back  Cover, 

Back  Cover 

Saint  Albans  Psychiatric  Hospital  66 

Saint  Mary’s  Hospital 109 

Smith,  Kline  & French  Laboratories 66A,  106B 

Tag  Galyean  Chevrolet,  Inc 63 

The  Upjohn  Company 106A 

Wheeling  Clinic,  The 105 

Whitman  Computer  Systems,  Inc 110 


INTRODUCING  THE  BURROUGHS  B25. 

A TRUE  MULTI-USER  MICRO  COMPUTER 
THAT  GROWS  WITH  YOUR  PRACTICE. 

APPOINTMENT  SCHEDULING  NOW  AVAILABLE 

The  B25  is  modular,  so  when  you  need  more  memory  or  storage,  you 
simply  snap  on  more  modules.  It  has  the  ability  to  expand  up  to  120 
megabites  of  hard  disc  & 1,000,000  bites  of  memory. 


Another  feature  that  allows  the  B25  to  grow  with 
you  is  its  ability  to  network.  You  just  add  work- 
stations and  people  will  be  able  to  share  the  same 
data  and  memory  at  the  same  time. 

You  can  also  share  peripherals  — like  printers. 
Which  means  several  workstations  can  be  linked  to 
one  printer  so  many  people  can  use  it. 

THE  PHYSICIAN  OFFICE  ACCOUNTING  SYSTEM 
BENEFITS  YOUR  PRACTICE  BY  PROVIDING: 

Quick  access  to  timely,  accurate  information 
through  high-resolution  computer  screens,  printed 
reports  and  immediate  updating.  Flexibility  through 
user-defined  system  parameters,  print  and  report 
options.  Financial  control  through  extensive  report- 
ing. On-line  inquiry  and  automation  of  routine  office 
tasks  to  minimize  clerical  duties.  Improved  cash 
flow  through  automatic  generation  of  charge  tickets, 
insurance  bills,  demand  bills  and  statements. 

Whitman  Computer 
Systems,  Inc . 

BURROUGHS  B25  DEALER 

Alicia  Lewis  Terri  Whitman.  President 

Sales  Representative  P O Box  47008 

P O Box  8477  St  Petersburg.  FL  33707 

South  Charleston.  WV  25303  (813)  345-8241 

(304)  744-4231 

MS-DOS  is  a trademark  of  Microsoft  Corporation 
CP/M  is  a registered  trademark  of  Digital  Research,  Inc. 


THE  QUESTION  ISN'T  WHO'S  BIGGER  IT'S  WHO'S  BETTER. 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


••  . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 

flurazepam  HCI/Roche  © 

sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  etal . Clin  Pharmacol  Ther  72691- 
697,  Jul-Aug  1971  2.  Kales  A,  etal  Clin  Pharmacol  Ther 
75  356-363,  Sep  1975  3.  Kales  A,  etal  Clin  Pharmacol 
Ther  79  576-583,  May  1976  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther 32.781-788,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi 
MR.  J Am  GeriatrSoc  27 541-546,  Dec  1979  6.  Dement 
WC,  etal  BehavMed,  pp.  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3- 140-150,  Apr  1983 
8.  Tennant  FS,  etal.  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-361, 

Mar  1977. 


DALMANE® 

flurazepam  HCI/Roche  (w 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI; 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  maltormations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant.  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  ot 
oversedation,  dizziness,  contusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported,  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  ot  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  eg, 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


#1  FOR  SLEEP 

After  more  than  1 5 years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. 18  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.79  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  preceding  page  for  summary  of  product  information 

DALMANE 

brand  of 

flurazepam  HCI/Roche  <E 

sleep  that  satisfies 


Copyright  © 1986  by  Roche  Products  Inc.  All  rights  reserved 
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Easy  To  lake 


Oral 

Suspension 
250  mg/5  ml 


500-mg  Pulvules 


l Oral 
Suspension 
125  mg/5  ml 


250-mg  Pulvules 


Keflex 


Additional  information 


cephalexin 


available  to  the  profession 
on  request. 
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420113 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


CARDIAC 

Rehabilitation  Institute 


When  it's  time  to  call  for  critical  cardiology  services 
for  your  patients,  make  the  choice  many  physicians, 
hospitals  and  clinics  in  the  Pittsburgh  Area  so  often 
make.  Choose  CRI  . . . Cardiac  Rehabilitation  Institute. 

Choose  CRI  for  the  widest  range  of  cardiology  services: 

• Non-invasive  peripheral  vascular  and 
echocardiography  imaging 

• Electrocardiography 

• Nuclear  cardiology  and  stress  testing 

• Holter  monitoring 

Choose  CRI  for  professional  expertise  and  capabilities. 

Trained  and  board  certified  cardiologists,  cardiovascular 
nurses  and  medical  technologists  use  state-of-the-art 
equipment,  advanced  technologies  and  proven  methods 
to  administer  and  interpret  cardiological  tests  and 
procedures.  CRTs  considerable  experience  and 
advanced  capabilities  get  you  highly  accurate  test 
results  quickly  ...  so  you’re  never  in  doubt  and 
left  waiting. 

Choose  CRI  for  convenience.  Completely  equipped 
mobile  units  staffed  by  trained  technologists  bring  CRI's 
capabilities  and  expertise  practically  to  your  doorstep 
and  there's  never  a compromise  in  quality.  And  now 
CRI  offers  complete  nuclear  cardiology  services  in  a 
specially  equipped  40-foot  mobile  unit . . . the  only 
mobile  unit  of  this  type  in  the  United  States  approved 
and  licensed  by  the  Nuclear  Regulatory  Commission. 

Choose  wisely.  Choose  CRI  for  complete,  professional, 
accurate  cardiology  services,  tests  and  procedures. 

Cardiac  Rehabilitation  Institute 

5438  Centre  Avenue,  Shadyside,  Pittsburgh  15232. 
412/682-6201. 


We’ve  Grown! 
Together... 

McDonough 
Caperton 
Systems 


CHARLESTON  DATA  SYSTEMS 


Together  we  offer  the  largest,  most  complete  selection  of  medical  office  management 
systems  and  services  available  to  physicians  in  West  Virginia.  Our  combined  efforts  mean 
you  have  a choice  .... 

tU*  of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

of  hardware  including  IBM,  AT  & T,  and  IMS 
^ of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

^ of  total  hardware  and  software  support  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

* of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• "Password”  Security  Protection 

• Remote  access,  including 
master  ON/OFF  capability. 
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One  Financial  Place 


When  rigid  thinking 
narrows  your  financial 
potential, 


Traditional  thinking  and  traditional  financial  advisors  have  their  place,  but  they  don’t 
allow  for  the  flexible  wisdom  necessary  to  meet  today’s  broad  financial  needs. 

That’s  why  we  developed  ONE  FINANCIAL  PLACE. 

As  your  single  financial  resource,  we  respond  to  your  needs  by  analyzing  and 
evaluating  your  situation,  customizing  financial  strategies  to  meet  your  goals,  and  then 
implementing  a plan  that  will  work  for  you. 

ONE  FINANCIAL  PLACE.  The  only  One. 


One  Financial  Place  Services  Are  Available  Through  These  One  Valley  Banks 


Kanawha  Valley  Bank,  na,  Charleston,  WV 
Security  Bank,  Huntington,  WV 

One  Valley  Bank  of  Hurricane,  Hurricane,  WV 
Citizens  National  Bank,  Martinsburg,  WV 


New  River  Banking  Trust,  Oak  Hill,  WV 
Mercer  County  Bank,  Princeton,  WV 
Seneca  National  Bank,  Ronceverte,  WV 
The  Bank  of  St  Albans,  St.  Albans,  WV 


MEMBERS  FDIC 


INDERAL  LA  and 


Hours  after  dose  (steady  state) 


■ INDERAL  LA 
avoids  the  sharp  peaks 
seen  with  atenolol 


Blood  pressure  controlled, 


Smooth  blood  pressure 
control  and  well  tolerated 


INDERAL  LA 

(PR0PRAN01DL  HCI)  Capsules 


Once-dailv  INDERAL  LA  (propranolol  HCI)  keeps 
life  simple  "for  the  patient.  A single  dose  provides 
24-hour  blood  pressure  control.  Convenient  and  well 
tolerated.  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients 
found  a low  incidence  of  side  effects  with  INDERAL 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol.2 
INDERAL  LA  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  cardiogenic 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information. 


atenolol  over  24  hours*1 


♦Plasma  concentrations  in  relation  to  the  mean. 


* Smooth,  consistent 
plasma  drug  levels 
over  24  hours 

■ Full,  24-hour  blood 
pressure  control 
with  INDERAL  LA 


and  feeling  good. 

Added  blood  pressure 
control  with  the  preferred 
diuretic 

When  more  than  one  antihypertensive  agent  is  needed, 
once-daily  INDERIDE  LA  enhances  patient  compliance 
to  improve  long-term  control.  Patients  receive  all  the 
benefits  of  controlled-release  INDERAL  LA  and 
standard-release  hydrochlorothiazide  (HCTZ),  for 
comfortable  morning  diuresis.  Not  only  does  this 
regimen  permit  patients  to  follow  normal  daily 
routines,  but  HCTZ  also  produces  less  potassium 
wastage  on  a mg-for-mg  basis  than  chlorthalidone.3-4 

/ HYDROCHLOROTHIAZIDE ) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Once-daily 

INDERIDELA 


Once-daily 

INDERAL LA 

ptm/mami 


LONG  ACTING 
CAPSULES 


80  mg 


a 

q 

t *120  mg 

v Mr 

The  appearance  of  these  capsules 
1 60  ma  IS  3 re9's,e,ec)  trademark 
y of  Ayerst  Laboratories. 


Each  capsule  contains  propranolol  HCI  (INDERAL3  LA), 

80  mg,  120  mg,  or  160  mg,  and  hydrochlorothiazide,  50  mg 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


BRIEF  SUMMARY  ( FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and  HYDRO- 
CHLOROTHIAZIDE (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg  substi- 
tutes for  INDERAL  and  INDERIDETablets.  Please  see  package  circulars. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in  1)  car- 
diogenic shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma; 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure.  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow-up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  lirst  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely  or 
propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  There 
fore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF  PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenerqic  stimuli  may  auqment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS. 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficult  to  ad|ust 
the  dosage  of  insulin.  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease.  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels. 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  lOtimes  greater  than  the  maximal  recommended  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 


NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting 
Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis,  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY  Pregnancy  Category  C.  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood.  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS:  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular:  Bradycardia;  congestive  heart  failure,  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud 
type 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss;  emotional  lability;  slightly  clouded  sensorium;  and 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory:  Bronchospasm. 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 
Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 
Miscellaneous:  Alopecia;  LE-like  reactions;  psoriasiform  rashes;  dry  eyes,  male  impotence;  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
associated  with  propranolol 
Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation, 
laundice  (mtrahepatic  cholestatic  jaundice);  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias;  headache;  xanthopsia. 

Hematologic  Leukopenia;  agranulocytosis;  thrombocytopenia;  aplastic  anemia. 
Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity:  Purpura,  photosensitivity,  rash,  urticaria;  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis,  anaphylactic  reactions. 

Other  Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm;  weakness,  restlessness; 
transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn 

‘The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


Eye  Physicians 

and 


Surgeons 


Keeping  Your  Family  In  Sight 


SOUTH  CHARLESTON  OFFICE 


• DRY  EYE  SPECIALISTS 
• PEDIATRIC  VISION  CARE 
• CONTACT  LENSES 


• CATARACT  SURGERY 

• EYE  EXAMINATIONS 
• LASER  SURGERY 


CHARLESTON  OFFICE 


Muhib  S.  Tarakji,  M.I). 


Herbert  A.  Tipler,  M.I). 


Richard  C.  Rashid.  M.D. 


Medicare  Assignment  accepted  on  aji  medicare  patients. 
Charging  only  what  medicare  approves  for  covered 
services. 


FOR  APPOINTMENTS  CALL 

South  Charleston 

Across  the  street  from  ^ Q A /I  \ 7 £ Q 7 Q 7 1 

Thomas  Memorial  Hospital  l OU4:  J I UO“  I O I 1 

424  Division  Street 


Charleston 

CAMC/General  Division 
General  Medical  Pavilion, 
Suite  100 
415  Morris  Street 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General's  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


t w Data  General 


ELSET1F  systems,  ins. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386 


Want  to  reach  the  “green” 

of  your  Delinquent  Accounts? 


Are  they  reaching  the  green  with  YOUR  green? 

As  long  as  your  accounts  receivable  remain  uncollected, 
they’re  playing  with  your  money. 

ASSOCIATED  COLLECTION  AGENCIES  OF  WEST  VIRGINIA 

Serving  your  collection  needs  throughout  the  Mountain  State  with  sophisticated 
systems,  professional  collectors,  and  experienced  management. 


PUTTER 


Proven  “collectors” 
who  know  and 
understand  your 
problems  and  are 
dedicated  to  offering 
you  the  kind  of 
service  you  deserve. 


25  COMPANIES  — 1 GOAL 


BECKLEY 

ACE  COLLECTIONS,  INC. 

MERCHANTS  ADJUSTMENT  SERVICE,  INC. 
STATE  ADJUSTMENT  SERVICE,  INC. 

BLUEFIELD 

BLACK  DIAMOND  COLLECTING  COMPANY 


HUNTINGTON 

ACTION  ADJUSTMENT  AGENCY,  INC. 

CREDIT  BUREAU  OF  HUNTINGTON  — COLLECTION  DIVISION 
NATIONAL  CREDITS,  INC. 

LOGAN 

WAUGH  ADJUSTMENT  SERVICE,  INC. 

MORGANTOWN 
CSC  COLLECTIONS,  INC. 

ROSSMAN  & COMPANY  OF  WEST  VIRGINIA 
PARKERSBURG 
ACE  ADJUSTMENT  SERVICE,  INC. 

COLLECTORS,  INC. 

TRI-STATE  COLLECTION  BUREAU,  INC. 

SAINT  ALBANS 

ACCURATE  ADJUSTMENT  CORPORATION 

SOUTH  CHARLESTON 

SOUTH  CHARLESTON  ADJUSTMENT  BUREAU,  INC. 

WEIRTON 

CREDIT  BUREAU  OF  STEUBENVILLE  & WEIRTON 

WHEELING 

TRI-STATE  CREDIT  EXCHANGE  — A DIVISION  OF  THE 
MEDICAL  DENTAL  BUREAU,  INC. 


BRIDGEPORT 


MOUNTAINEER  COLLECTION  SPECIALISTS,  INC. 

BUCKHANNON 

PROFESSIONAL  CREDIT  SERVICES 

CHARLESTON 

A TO  Z COLLECTIONS,  INC. 

INGRAM  & ASSOCIATES,  INC. 

CHARLES  TOWN 

SHENANDOAH  SERVICES,  INC. 

CLARKSBURG 

ACE  ADJUSTMENT  SERVICE,  INC. 

CREDIT  BUREAU  OF  CLARKSBURG  — COLLECTION 


DIVISION 


FAIRMONT 

CSC  COLLECTIONS,  INC. 


25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 


On  nitrates, 
but  angina  still 
strikes... 


V 


After  a nitrate, 

add  ISOPTIN 

(verapamil  HCl/KnoIl) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 


single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers;  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin... for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported  Such  elevations  may  disappear  even  with  continued  treatment,  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur  High  grade  block,  however,  has  been 
infreguently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  reguires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quimdine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1  7%),  AV  block 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0  9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1  1%),  constipa- 
tion (6  3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings .)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  eguilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side  Revised  August,  1984  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
my  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 
—Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

—Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

—Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and.  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US  SAVINGS  BONDS'^ 

Paying  BetterThan  Ever ' 

A public  service  of  this  publication. 


Parker/ Hunter  wants  to  know: 


Now  that  you're 
making  money  howdo 
you  plan  to  keep  it? 


There  are  lots  of  ways  to  make  money.  But  there's 
really  only  one  way  to  keep  it.  And  make  it  grow. 

You  have  to  have  a plan.  An  investment  plan. 

The  only  problem  is,  planning  takes  a lot  of  time. 

And  let's  face  it,  after  working,  throwing  a meal  together, 
reading  the  paper,  playing  with  the  kids,  walking  the  dog, 
and  mowing  the  lawn . . . who  has  time  left  over  to  spend 
thinking  about  investments? 

We  do.  Because  that’s  our  job. 

At  Parker/Hunter,  whether  you  have  a little 
money  or  a lot,  the  first  thing  we  do  is  help  you  develop 
an  investment  plan.  A plan  to  help  you  keep  the  money  you 
make . . . and  make  more  from  the  money  you  keep. 

A plan  that  establishes  goals  and  objectives  that 
make  sense  for  you.  And  only  you. 

Then,  it's  on  to  the  fun  part. 

Because  once  we  know  where  you  want  to  go, 
we  can  help  you  make  the  right  investment  decisions  to 
put  you  where  you  ought  to  be. 

Get  started  today  with  a phone  call  or  visit  to  your 
local  Parker/Hunter  office. 

Have  we  got  plans  for  you. 

PARKER/ HUNTER 

We  just  might  he  the  most  important  part 
of  your  investment  portfolio. 

Clarksburg:  304/624-7444, WV  Toll  Free  800/352-8070 

Morgantown:  304/296-9133,  WV  Toll  Free  800/352-2519 

Parkersburg:  304/422-8405,  WV  Toll  Free  800/642-1984 

Parker/Hunter  Incorporated 
Member  New  York  Stock  Exchange.  Inc.  Member  SIPC 


Grandma’s  Back 


And  is  she  ever  glad  to  be  back.  Back  to  her 
L kitchen.  Back  to  her  everyday  routine.  Back 
on  her  feet  again. 

After  a stroke  paralyzed  her  left  side,  Esther 
thought  she  would  never  get  back  to  doing  the 
things  she  loved.  That  was  before  she  learned 
about  Harmarville  Rehabilitation  Center. 

Esther  was  started  on  an  outpatient  program 
individualized  to  meet  her  special  needs. 
Patients,  like  Esther,  live  at  home  and  continue 
their  daily  routine  while  benefitting  from  our  full 
range  of  rehabilitation  services. 

Esther  is  thrilled  with  the  results.  In  just  one 
month  she  was  able  to  give  up  her  walker  and 
walk  with  just  a cane.  She  now  cooks  meals, 
handles  her  homemaking  chores  and  she  even 
enjoys  sharing  the  added  responsibility  of  baby- 
sitting her  grandchild  with  her  husband. 


As  for  her  family,  they  couldn’t  be  happier  to 
have  back  the  grandma  they  know  and  love. 

If  you  would  like  to  get  your  patients  back  from 
a stroke,  accident  or  other  debilitating  illness, 
recommend  Harmarville.  After  all,  rehabilitation 
has  been  our  only  business  for  over  30  years  and 
we've  helped  many  people  get  back  to  the  lives 
they  knew.  We  d like  to  help  your  patients,  too. 

To  find  out  more  call  Lynn  McMurdo,  our  Director 
of  Admissions,  (412)  781-5700  (ext.  296). 


H4RM4RVILLE 


P.O.  Box  11460,  Guys  Run  Road 
Pittsburgh,  PA  15238-0460 


Scientific  Newsfront 


Fatal  Intracranial  Hemorrhage 

Secondary  To  Isoimmune  Thrombocytopenia 


EDWARD  A.  LIECHTY,  M.  D. 

DAVID  Z.  MYERBERG,  M.  D. 

MARTHA  D.  MULLETT,  M.  D. 

JESSE  J.  JENKINS  III,  M.  D. 

Departments  of  Pediatrics  and  Pathology , 
West  Virginia  University  School  of 
Medicine , Morgantown 


Thrombocytopenia  is  a problem 
frequently  encountered  by  physicians 
caring  for  neonates.  We  report  a case 
of  massive  fetal  intracranial  hemor- 
rhage secondary  to  isoimmune  throm- 
bocytopenia, and  discuss  the  implica- 
tions for  future  obstetric  care  for 
couples  at  risk  for  this  complication. 

Case  Report 

A full-term  female  infant  was  horn 
to  an  18-year-old  primagravid 
mother  whose  medical  and  obstetric 
history  and  physical  examination  were 
unremarkable.  There  were  no  labor 
complications  until  the  second  stage, 
when  the  fetal  heart  rate  dropped  to 
80.  Vacuum  extraction  was  applied 
and  the  infant  was  delivered  smoothly, 
with  Apgar  scores  of  eight  and  nine 
at  one  and  five  minutes,  respectively. 
The  delivering  physician  noted  pete- 
chiae  over  the  infant’s  trunk  immedi- 
ately after  birth.  The  infant  seemed 
otherwise  normal,  but  over  the  next 
12  hours  became  increasingly  lethargic 
and  pale.  A platelet  count  done  at 
12  hours  of  age  was  15,000/ul.  The 
infant  was  transferred  to  West  Vir- 
ginia University  Hospital  for  further 
evaluation. 

On  arrival,  the  anterior  fontanelle 
was  tense  and  bulging;  the  infant’s 
pupils  were  fixed  in  middilation. 
Doll’s  eyes  and  spinal  cord  reflexes 
were  intact,  hut  the  infant  was  other- 
wise unresponsive.  There  were  no 


physical  stigmata  to  suggest  either  an 
intrauterine  viral  infection  or  a 
dysmorphic  syndrome  which  might 
explain  the  thrombocytopenia. 

Emergency  CT  scan  showed  ex- 
tensive extravasation  of  blood  in  the 
subarachnoid  and  subdural  spaces,  as 
well  as  intraparenchymal  blood,  and 
a massive,  right-to-left  shift  of  the 
midline  structure  I Figure  1).  Neuro- 
surgical consultation  was  obtained, 
hut  intervention  was  felt  to  be  un- 
warranted because  of  the  severity  of 
hemorrhage  and  the  infant’s  dire  con- 
dition. The  infant  died  from  brainstem 
compression  shortly  after  this.  Au- 
topsy revealed  intracranial  hemor- 
rhage as  delineated  by  the  CT  scan 
(Figure  2).  The  remainder  of  the 
autopsy  revealed  no  abnormalities.  In 


Figure  1.  CT  Scan  showing  massive 
subdural  and  intraparenchymal  hemor- 
rhage with  marked  displacement  of  mid- 
line structures. 


particular,  there  were  no  gross  or 
microscopic  findings  suggestive  of 
congenital  viral  infections,  and  hone 
marrow  megakaryocytes  were  normal. 
Viral  titers  and  cultures  for  cytome- 
galovirus, rubella  and  enteroviruses 
were  negative. 

The  infant’s  mother  was  closely 
questioned  for  a history  of  throm- 
bocytopenia, but  none  was  elicited. 
Blood  samples  were  drawn  from  each 
parent  for  platelet  count  and  antibody 
determination.  Platelet  counts  were 
normal  for  each  parent.  The  father’s 
serum  contained  no  anti-platelet  anti- 
bodies; the  mother’s  serum  contained 
an  antibody  which  reacted  against  the 
father’s  platelets,  but  not  against  her 
own.  The  parents  were  counseled 
that  they  appear  to  have  differing 


Figure  Z.  Infant’s  brain  at  autopsy 
demonstrating  intraparenchymal  blood 
corresponding  to  the  CT  Scan.  The  de- 
struction of  brain  substance  is  also  seen. 
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platelet  types,  the  mother  being  nega- 
tive and  producing  anti-platelet  anti- 
bodies against  positive  platelets.  They 
therefore  have  a high  (75  per  cent) 
likelihood  of  future  pregnancies  result- 
ing in  a fetal /maternal  platelet  in- 
compatibility, and  cesarean  section 
was  recommended  for  future  preg- 
nancies. 

Discussion 

Normal-term  and  premature  infants 
have  platelet  counts  equivalent  to 
those  of  older  children  and  adults. 
Counts  of  less  than  150,000/mm3 


The  most  common  offend- 
ing antigen  causing  isoimmune 
thrombocytopenia  is  the  anti- 
PL A1  antibody. 


constitute  thrombocytopenia.  Abnor- 
mally low  platelet  counts  can  be  due 
to  either  excessive  destruction,  inade- 
quate production,  or  a combination 
of  the  two.  The  major  etiologies  of 
neonatal  thrombocytopenia  are  out- 
lined in  the  Table. 

A pregnant  mother  may  have  anti- 
platelet antibodies  in  her  serum, 
which,  if  of  the  IgG  class,  may  cross 

TABLE 

Major  Etiologies  of  Neonatal 
Thrombocytopenia 

Decreased  Production 

Thrombocytopenia  with  Absent  Radii 

Bone  Marrow  Infiltration/Failure 

Fanconi’s  Anemia 

Other  Dysmorphology  Associated  wtih 
Thrombocytopenia 

Increased  Destruction 

Transplacental  IgG 
Isoimmune 
Autoimmune 

Thrombotic  Consumption 

Disseminated  Intravascular  Coagulation 
Necrotic  Tissue 
Indwelling  Vascular  Catheters 
Angiomata  (Kasabach-Merritt 
Syndrome) 

Infections 

Bacterial 

Viral 

Miscellaneous 

Maternal  Hypertension/Preeclampsia 
Associated  with  Exchange  Transfusions 
Phototherapy 
Polycythemia 


the  placenta  and  cause  fetal /neonatal 
thrombocytopenia.  Passive  fetal/ 
neonatal  thrombocytopenia  refers  to 
situations  where  a maternal  disorder 
such  as  idiopathic  thrombocytopenic 
purpura  I ITP I or  systemic  lupus 
erythematosis  stimulates  the  maternal 
immunologic  system  to  produce  anti- 
platelet antibodies  reactive  against  her 
own  as  well  as  fetal  platelets.  The 
fetus  then  passively  receives  these 
antibodies,  although  it  plays  no  active 
role  in  stimulating  their  production. 
Active,  or  isoimmune  thrombocy- 
topenia, is  analogous  to  Rh  isoim- 
munization of  red  blood  cells.  Fetal 
and  maternal  platelets  are  of  differing 
“types,"  and  fetal  platelets  entering 
the  maternal  circulation  stimulate 
maternal  antibody  production.  These 
antibodies  react  against  fetal,  but  not 
maternal,  platelets. 

The  most  common  offending  antigen 
causing  isoimmune  thrombocytopenia 
is  the  anti-PLA1  antibody.2  Approxi- 
mately 95  per  cent  of  persons  are 
positive  at  the  PLA1  allele,  and  five 
per  cent  negative.  A negative  woman 
mating  with  a positive  male  has  at 
least  a 50-per  cent  chance  of  produc- 
ing a positive  infant  with  the  potential 
for  isoimmunization.  This  may  take 
place  in  the  first  pregnancy,  as  up  to 
50  per  cent  of  affected  infants  have 
been  born  to  primagravidas. 

Affected  infants  present  with  a 
generalized  petechial  rash,  purpura, 
or  even  large  echymotic  areas  over 
the  presenting  part.  Large  cephalo- 
hematomas  are  also  common.  Platelet 
counts  in  this  disorder  are  extremely 
low;  they  are  nearly  always  below 
30,000  / ul  and  occasionally  as  low  as 
1000/ul.  Jaundice  is  common  as  a 
result  of  the  echymosis.  The  liver  and 
spleen  are  generally  not  enlarged, 
which  serves  to  distinguish  this  dis- 
order from  other  conditions  such  as 
erythroblastosis  or  congenital  viral 
infections. 

No  Reason  to  Suspect 

The  most  feared  complication  is 
that  of  a massive  intracranial  hemor- 
rhage, as  occurred  in  this  case.  This 
usually  occurs  during  the  routine 
vaginal  delivery  of  an  infant  for  which 
there  was  no  “a  priori”  reason  to 
suspect  isoimmunization  such  as  those 
born  to  primagravidas  or  to  women 


with  previously  normal  children.  In- 
tracranial hemorrhage  should  be 
suspected  in  any  thrombocytopenic 
infant  who  becomes  lethargic,  de- 
velops seizures,  or  shows  signs  of  in- 
creased intracranial  pressure  such  as 
a tense  fontanelle.  These  infants 
should  be  quickly  transported  to  a 
tertiary  neonatal  center  where  neuro- 
surgical intervention  may  be  under- 
taken. 

The  workup  of  the  thrombocy- 
topenic infant  leading  to  the  diagnosis 
of  isoimmunization  consists  primarily 
of  excluding  other  causes  of  throm- 
bocytopenia. A careful  maternal 
history  and  physical  examination  of 
the  infant  ( and  occasionally  of  the 
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placenta  for  chorioangioma  I will  ex- 
clude many  of  the  disorders  listed  in 
the  Table.  The  mother  should  always 
be  questioned  closely  for  a history  of 
a low  platelet  count,  indicative  of  pos- 
sible maternal  ITP.  A maternal 
platelet  count  should  also  be  obtained, 
as  ITP  may  be  sub-clinical,  manifested 
in  the  mother  only  as  a moderately 
low  platelet  count.3  If  the  maternal 
history  and  platelet  count  make  ITP 
unlikely,  the  infant  may  be  given' 
10-20  cc/kg  transfusion  of  platelet 
concentrate  obtained  from  a random 
donor.  Because  95  per  cent  of  indi- 
viduals are  positive  for  PLA1,  the 
transfusion  will  almost  certainly  be  of 
positive  platelets,  which  will  be 
rapidly  destroyed  if  the  infant’s  serum 
contains  anti-platelet  antibodies.  After 
demonstrating  a rapid  (less  than  12 
hours  I fall  in  the  post-transfusion 
platelet  count,  the  infant  may  then  be 
given  a transfusion  of  platelets 
obtained  from  the  mother  or  another 
donor  with  known  PLA1  negative 
platelets.4  If  the  platelet  count  re- 
mains normal  after  this  transfusion,  a 
presumptive  diagnosis  of  isoimmuni- 
zation can  be  made. 
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75-Per  Cent  Recurrence 

Reaching  the  proper  diagnosis  is 
of  more  than  academic  interest,  as  it 
is  estimated  that  75  per  cent  of 
subsequent  pregnancies  for  a woman 
who  has  delivered  one  affected  infant 
will  be  similarly  affected.  As  stated 
previously,  the  greatest  risk  to  the 
thrombocytopenic  fetus/neonate  is 
during  vaginal  delivery  (no  matter 
how  routine ) which  accounts  for  most 
of  the  overall  15-per  cent  mortality  in 
this  disorder.  Thus,  for  mothers  who 
have  had  an  affected  infant,  regard- 
less of  how  mildly  affected,  it  seems 
prudent  to  recommend  cesarean  sec- 
tion for  future  pregnancies.  At 
present,  there  are  no  prenatal  serologic 
titers  which  have  proved  useful  to 
identify  mothers  carrying  affected  in- 
fants. A few  centers  are  utilizing  fetal 
scalp  platelet  counts  ( analogous  to 
fetal  scalp  pH  ) obtained  as  early  as 
possible  in  labor  as  a guide  to  the 
need  for  cesarean  section.  This  pro- 
cedure, however,  should  still  be  re- 
garded as  experimental  and  relied 
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upon  only  in  centers  experienced  in 
its  use. 

If  the  infant  does  not  suffer  severe 
complications  during  delivery,  the 
prognosis  is  very  good.  Late  compli- 
cations are  rare,  even  with  very  low 
platelet  counts.  The  disorder  is  self- 
limited, and  the  platelet  count  gradu- 
ally rises  as  the  maternally  derived 
antibodies,  with  a half-life  of  30  days, 
are  removed  from  the  infant’s  serum. 
Corticosteroids  have  not  been  found  to 
be  helpful,  nor  have  exchange  trans- 
fusions. The  most  logical  and  bene- 
ficial therapy  consists  of  repeated 
transfusions  of  maternal  platelets,  but 
these  are  not  needed  unless  the  plate- 
let count  falls  to  less  than  10.000  to 
20,000/ul  or  if  there  are  signs  of 
overt  bleeding.  In  severely  affected 
infants,  these  transfusions  should  not 
have  to  be  given  more  often  than 
every  three  to  five  days,  as  the  normal 


platelet  half-life  is  eight  days.  A 
requirement  for  more  frequent  trans- 
fusions should  make  one  suspect 
another  disorder  causing  excessive 
destruction  of  the  transfused  platelets. 

In  summary,  isoimmune  throm- 
bocytopenia is  a relatively  common 
cause  of  neonatal  thrombocytopenia. 
It  can  lead  to  severe  morbidity  and 
mortality,  nearly  all  as  a result  of 
bleeding  due  to  birth  trauma.  These 
complications  can  be  prevented  by 
offering  cesarean  delivery  to  mothers 
known  to  be  at  risk  for  delivering  an 
affected  infant.  At  present,  however, 
there  is  no  way  to  identify  at-risk 


JEFFREY  J.  LIUDAHL,  M.  D. 

Resident,  Department  of  Otolaryngology, 
Head  and  Neck  Surgery,  West  Virginia 
University  School  of  Medicine, 
Morgantown 

RICHARD  C.  HAYDON  III,  M.  D. 
Adjunct  Assistant  Professor, 
Otolaryngology,  WVU 

SUSAN  M.  RODMAN,  Ph.D. 

Adjunct  Assistant  Professor, 
Otolaryngology , WVU 


Numerous  medical  therapies  have 
been  utilized  in  the  treatment  of  snor- 
ing and  obstructive  sleep  apnea  with 
unpredictable  efficacy.  Since  its  intro- 
duction in  1981,  palatopharyngoplasty 
has  become  an  alternative  surgical 
approach  to  permanent  tracheostomy 
in  the  treatment  of  obstructive  sleep 
apnea  syndrome.  Palatopharyngo- 
plasty deals  with  the  problem  directly 
by  eliminating  redundant  palatophary- 
neal  mucosa,  thereby  markedly  de- 
creasing upper  airway  turbulence. 

This  paper  reports  the  results  of 
/ / patients  who  underwent  palato- 
pharyngoplasty alone  or  in  conjunc- 
tion with  other  upper  airway  pro- 
cedures to  eliminate  upper  airway 
turbulence.  Palatopharyngoplasty  ap- 
pears to  be  an  effective  treatment  for 
snoring  and  obstructive  sleep  apnea 
with  9 of  1 1 or  82  per  cent  of  these 
patients  being  cured  or  markedly  im- 
proved. 


women  who  have  not  had  a previously 
affected  infant. 
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Snoring,  the  lay  term  for  obstructive 
sleep  breathing,  is  one  of  man’s 
most  annoying  habits.  Loud  snoring 
can  be  highly  disruptive  and  may  in- 
fluence the  entire  household  and 
family  social  structure.  The  loud 
snorer  is  frequently  the  object  of 
ridicule  from  family,  friends,  and 
perhaps  business  associates.  Snoring 
is  certainly  not  a rare  phenomenon. 
Forty-five  per  cent  of  the  adult  popu- 
lation snores  at  least  occasionally. 
Approximately  one  out  of  every  four 
patients  snores  habitually.  The  likeli- 
hood of  developing  a significant  snor- 
ing problem  appears  to  increase  with 
age  and  obesity.  It  also  appears  to 
affect  males  more  frequently  than 
females. 

Snoring  is  primarily  an  inspiratory 
noise  produced  by  vibration  of  the  soft 
palate  and  tonsillar  pillars  with  partial 
airway  obstruction.  This  inspiratory 
noise  is  the  result  of  airway  turbulence 
in  the  oropharyngeal  aperture,  caus- 
ing soft  palate  vibration.16  Snoring 
is  thought  to  begin  during  light  sleep 
and  becomes  stronger  and  more  con- 
tinuous in  both  non-REM  and  REM 
sleep.6,7 

Numerous  devices  have  been  pro- 
posed to  alleviate  snoring.  These  in- 
clude sewing  a tennis  ball  into  a pocket 
on  the  back  of  the  pajamas,  chin  and 
headstraps,  cervical  collars,  and  vari- 
ous electrical  devices.  None  of  these 
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methods  has  gained  widespread  ac- 
ceptance. 

There  appears  to  be  a close  relation- 
ship between  snoring  and  obstructive 
sleep  apnea  syndrome.  In  fact,  it  is 
often  difficult  to  define  a clear  line 
between  trivial  snoring  and  life- 
threatening  obstructive  sleep  apnea 
syndrome.  Snoring  may  be  the 
earliest  and  most  consistent  symptom 
of  obstructive  sleep  apnea  and  should 
be  considered  a prime  indicator  of 
this  disease  entity.7 

Sleep  apnea  is  defined  as  cessation 
of  oronasal  airflow  lasting  at  least  10 
seconds.  A diagnosis  of  Sleep  Apnea 
Syndrome  requires  the  recording  of 
at  least  30  apneic  episodes  observed 
during  seven  hours  of  REM  and  non- 
REM  sleep. 

Two  Major  Types 

Two  major  types  of  sleep  apnea 
syndrome  have  been  described:  ob- 

structive sleep  apnea  and  central  sleep 
apnea.2  The  obstructive  type  is 
usually  characterized  by  turbulent  air- 
flow resulting  in  partial  or  complete 
blockage  of  the  upper  respiratory  tract 
during  sleep.  It  is  this  blockage  of 
the  upper  respiratory  tract  during 
sleep  which  disrupts  the  normal  sleep 
pattern  resulting  in  excessive  daytime 
sleepiness.  Central  sleep  apnea  is 
usually  not  associated  with  airway 
blockage;  instead,  it  is  marked  by  the 
loss  of  regulation  of  breathing  during 
sleep.  Mixed  apnea  is  a term  denoting 
sleep  apnea  caused  by  central  and  ob- 
structive factors.  The  large  majority 
of  patients  with  sleep  apnea  syndrome 
display  a predominance  of  obstructive 
and/or  mixed  apneic  episodes. 

The  pathophysiologic  consequences 
of  obstructive  sleep  apnea  have  been 
well  described.5  Systemic  sequelae  of 
obstructive  sleep  apnea  include  pul- 
monary hypertension,  subsequent 
right-sided  heart  failure,  congestive 
heart  failure,  and  cardiac  arrhythmias. 
Sudden  death  in  sleep  has  been 
reported  and  may  be  due  to  these 
cardiac  arrhythmias.  Psychosocial  and 
behavioral  consequences  of  obstruc- 
tive sleep  apnea  include  excessive  day- 
time sleepiness,  deterioration  of  work 
performance,  mental  dullness  and 
memory  impairment,  irritability,  de- 
pression, impaired  spouse  and  family 
relationships,  and  sexual  impotence. 


Definitive  diagnosis  of  sleep  apnea 
requires  polysomnography  which  is  a 
multichannel  recording  of  various 
body  functions  during  sleep.  Poly- 
somnography includes  measurements 
of  eye  movement,  muscle  activity, 
brain  wave  activity,  heart  rate,  oral 
and  nasal  airflow,  respiratory  effort, 
and  per  cent  of  oxygen  saturation  of 
the  blood  as  measured  by  ear  oximetry 
during  sleep.  Polysomnographic  re- 
cordings of  a normal  subject  during 
sleep  show  a regular  tidal  volume,  no 
paradoxical  breathing,  and  a regular 
heart  rate  of  60-80  beats  per  minute. 
A patient  who  snores  without  obstruc- 
tive sleep  apnea  usually  has  periodic 
increases  in  tidal  volume,  some  para- 
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doxical  respiration  with  increased 
respiratory  effort,  but  no  significant 
changes  in  heart  rate.  The  obstructive 
sleep  apnea  patient  shows  tidal 
volumes  intermittently  dropping  to 
zero,  extreme  paradoxical  movements, 
and  cyclic  bradytachycardia.15 

Palatopharyngoplasty 

Numerous  medical  therapies  have 
been  utilized  in  the  treatment  of 
obstructive  sleep  apnea,  with  unpre- 
dictable efficacy,  but  surgical  inter- 
vention has  become  the  preferred 
treatment.  Tracheotomy  remains  the 
most  reliable  treatment  for  obstructive 
cases  because  it  circumvents  those 
areas  where  air  turbulence  is  present. 
The  morbidity  of  long-term  tra- 
cheotomy is  not  insignificant,  however, 
and  it  is  this  fact  that  has  lead  to 
surgery  designed  to  decrease  air- 
way turbulence.  Palatopharyngoplasty 
deals  with  the  problem  more  directly 
by  eliminating  the  redundant  palato- 
pharyngeal mucosa,  thereby  markedly 
decreasing  air  turbulence.  This  de- 
crease in  airway  turbulence  improves 
or  eliminates  snoring  as  well. 

Palatopharyngoplasty  has  been  re- 
ported to  be  effective  in  eliminating 
the  need  for  permanent  tracheotomy 
in  many  patients. 2’4,5’15,16 


Palatopharyngoplasty  was  first  in- 
troduced in  1981  as  an  alternative  to 
tracheotomy.2  It  is  interesting  to  note, 
however,  that  palatopharyngoplasty 
originally  was  conceived  for  treatment 
of  snoring  alone.  In  this  procedure, 
the  entire  thickness  of  the  posterior 
margin  of  the  soft  palate  is  resected, 
including  about  half  of  the  anterior 
tonsillar  pillar.  Removal  of  almost 
all  the  anterior  tonsillar  pillar,  leaving 
a small  tissue  margin  for  suturing,  is 
followed  by  removal  of  the  tonsils  or 
mucosa  of  the  tonsillar  fossa.  The 
remaining  posterior  tonsillar  pillar  is 
then  pulled  forward  to  meet  the  re- 
sected edge  of  its  anterior  counter- 
part and  sutured  to  that  structure, 
thus  eliminating  redundant  mucosa  of 
the  posterolateral  pharyngeal  wall. 
Palate  lengths  vary,  and  thus  extent 
of  the  surgical  resection  varies  from 
patient  to  patient.  The  amount  of 
palate  resected  at  the  midline  is 
usually  about  1.5  cm.,  as  described 
by  Simmons  et  al.ie  The  goal  of 
palatopharyngoplasty  is  to  remove  as 
much  excess  palatal  tissue  as  possible, 
eliminating  redundant  palatopharyn- 
geal mucosa,  and  thus  creating  a non- 
collapsing velopharyngeal  space  with- 
out causing  permanent  nasal  regurgi- 
tation. 

Purpose  of  WVU  Studies 

At  West  Virginia  University  Medi- 
cal Center,  Department  of  Otolaryn- 
gology, the  authors  undertook  a 
study  of  patients  with  symptoms  of 
snoring  and  obstructive  sleep  apnea. 
The  purpose  of  the  investigation  was 
to  determine  the  efficacy  of  palato- 
pharyngoplasty alone,  or  in  conjunc- 
tion with  other  upper  airway  pro- 
cedures, in  eliminating  airway  turbu- 
lence during  sleep  and  obstructive 
sleep  apnea. 

Subjects 

Between  February,  1984,  and  Janu- 
ary, 1985,  14  patients  with  symptoms 
of  upper  airway  turbulence  during 
sleep  presented  to  the  WVU  otolaryn- 
gology clinic.  Subsequently,  one 
patient  expired  of  unrelated  causes 
and  two  were  lost  to  followup.  The 
sample  presented,  therefore,  consists 
of  11  subjects,  seven  males  and  four 
females.  Ages  range  from  33  to  53 
years  with  a mean  of  45.5  years.  Ten 
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of  the  patients  are  married  and  one 
is  divorced. 

Materials  and  Methods 

All  patients  were  evaluated  with 
preoperative  polysomnography  and  a 
complete  otolaryngologic  examination 
with  attention  given  to  the  presence 
of  nasal  obstruction,  the  size,  length, 
and  redundancy  of  the  soft  palate  and 
uvula,  presence  or  absence  of  tonsils, 
patency  of  the  hypopharynx,  size  and 
positioning  of  the  mandible,  and 
presence  or  absence  of  macroglossia. 
In  addition,  two  patients  with  obstruc- 
tive sleep  apnea  have  undergone  post- 
operative sleep  studies  for  objective 
evaluation  of  effectiveness  of  treat- 
ment. 

Six  patients  underwent  palato- 
pharyngoplasty  only,  while  the  re- 
mainder received  that  procedure  in 


Follotving  treatment,  five  of 
the  11  patients  (45  per  cent) 
stated  that  their  snoring  teas 
eliminated  completely , ivith  an 
additional  four  of  11  (36  per 
cent)  gaining  some  measure  of 
improvement. 


conjunction  with  additional  surgery. 
These  additional  procedures  included 
tonsillectomy,  a temporary  tracheo- 
tomy, septoplasty,  and  bilateral  in- 
ferior turbinoplasties. 

Preoperative  and  postoperative 
questionnaires  were  distributed  to  all 
patients.  The  patients  and  their 
spouses  were  requested  to  evaluate  the 
changes  in  their  physical  symptoms, 
social  activities,  and  overall  quality 
of  life  as  a result  of  the  surgical  inter- 
vention. All  discussed  their  feelings 
willingly  with  the  authors,  and  results 
are  reported  as  their  subjective  im- 
pressions of  their  condition.  A mini- 
mum postoperative  period  of  four 
months  was  maintained,  with  the 
interval  ranging  from  four  to  15 
months. 

Results 

Preoperatively,  all  subjects  reported 
that  they  snored  while  sleeping.  All 
believe  that  they  snored  at  least  75 
per  cent  of  their  sleeping  hours,  with 
six  of  the  11  reporting  continuous 


snoring.  The  majority  of  individuals 
had  snored  for  at  least  five  years,  with 
four  noting  a history  of  20  years  or 
more.  All  11  characterized  their 
snoring  as  loud  to  extremely  loud. 

Several  of  the  patients  also  reported 
morning  headaches  (5  of  11),  trouble 
concentrating  and  remembering  (5  of 
11).  One  patient  reported  job  dif- 
ficulties stemming  from  his  condition. 

Five  of  the  11  patients  experienced 
daytime  hypersomnolence.  None,  how- 
ever, scheduled  sleep  in  the  form  of 
naps  but  reported  incidents  which 
occurred  at  unexpected  times.  Most 
such  incidents  proved  embarassing, 
and  some  placed  the  patient  or  others 
at  risk  since  they  occurred  during  the 
operation  of  a motor  vehicle. 

Marital  stress  produced  by  disrup- 
tive sleep  behavior  was  disturbing  to 
the  patient’s  lifestyle.  Four  of  10  (40 
per  cent)  partners  stated  that  this 
factor  alone  caused  them  to  occupy 
separate  bedrooms. 

Post-Treatment  Results 

Following  treatment,  five  of  the  11 
patients  ( 45  per  cent  I stated  that  their 
snoring  was  eliminated  completely, 
with  an  additional  four  of  11  (36  per 
cent ) gaining  some  measure  of  im- 
provement. Of  the  two  patients  who 
still  snored,  both  considered  their 
snoring  to  be  extremely  disruptive. 
Over  80  per  cent  ( 9 of  11 ) of  patients 
therefore  gained  partial  or  complete 
relief. 

Postoperatively,  only  two  of  11 
patients  continued  to  have  occasional 
morning  headaches  and  trouble  con- 
centrating. Following  surgery,  day- 
time hypersomnolence  ceased  to  be  a 
problem  for  all  but  two  patients. 
Those  two  individuals  reported  some 
improvement  with  involuntary  sleep 
episodes  reduced  by  approximately  70 
per  cent. 

Of  the  10  patients  who  were  mar- 
ried, eight  spouses  reported  that  dis- 
ruptive sleep  behavior  had  lessened  to 
the  extent  that  they  could  now  sleep 
comfortably  in  the  same  room  with 
their  partner. 

Of  the  three  patients  diagnosed  as 
having  true  obstructive  sleep  apnea, 
two  underwent  postoperative  sleep 
studies.  In  the  first  case,  the  frequency 
and  duration  of  apneic  episodes  was 


markedly  reduced  with  the  typical 
episode  lasting  less  than  10  seconds, 
as  compared  to  45  seconds  pre- 
operatively. Postoperatively,  oxygen 
saturation  fell  by  as  little  as  six  per 
cent. 

The  second  patient  showed  less 
dramatic  improvement.  He  still  suf- 
fered periods  of  shallow  breathing 
correlated  with  oxygen  per  cent  satu- 
ration levels  falling  from  the  mid  80s 
to  the  mid  40s.  He  did  not  completely 
obstruct  his  airway,  however,  and  no 
cardiac  arrhythmias  were  detected,  in 
contrast  to  lengthy  obstructive  apneic 
episodes  and  cardiac  irregularities 
preoperatively.  The  patient  and  his 
spouse  related  that  his  symptoms 
were  much  improved  and  expressed 
great  satisfaction  with  the  procedure. 

Postoperatively,  none  of  the  patients 
experienced  bleeding  or  infection. 
None  complained  of  long-term  nasal 
regurgitation  or  hypernasal  voice. 
Three  noted  a dry  mouth  while  sleep- 
ing, presumably  due  to  mouth  breath- 
ing, but  none  considered  this  a serious 
matter.  The  majority  (91  per  cent) 
of  patients  felt  that  the  treatment 
offered  had  greatly  improved  the 
quality  of  their  lives,  and  82  per  cent 
said  that  they  would  recommend  it  to 
others. 

Discussion 

Results  from  this  investigation  com- 
pare favorably  with  the  findings  of 
other  workers.1,5' 15,16  Palatopharyngo- 


Palatopharyngoplasty  also  has 
been  effective  in  eliminating 
obstructive  sleep  apnea  in  ap- 
proximately 50  per  cent  of 
patients. 


plasty  appears  to  be  an  effective 
treatment  for  snoring  with  nine  of  11 
or  82  per  cent  of  WVU  patients  being 
cured  or  markedly  improved.  Survey 
of  professional  literature  reveals  that 
this  procedure  eliminates  the  symp- 
toms of  snoring  in  approximately  90 
per  cent  of  patients.  Palatopharyngo- 
plasty  also  has  been  effective  in 
eliminating  obstructive  sleep  apnea  in 
approximately  50  per  cent  of  patients. 
For  the  remaining  50  per  cent,  vary- 
ing degrees  of  success  have  been 
achieved.  In  this  study,  one  individual 
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with  obstructive  sleep  apnea  showed 
a complete  absence  of  symptoms  fol- 
lowing treatment.  A second  patient 
still  experienced  episodes  of  shallow 
breathing,  but  the  frequency  and 
duration  were  reduced,  and  complete 
obstruction  no  longer  occurred.  The 
patient  also  related  that  his  symptoms 
were  much  improved. 

Reasons  for  failure  to  obtain  com- 
plete success  have  been  controversial. 
While  surgical  intervention  offers  hope 
for  a number  of  individuals,  no 
reliable  indicator  of  success  or  failure 
of  palatopharyngoplasty  has  been 
established.  The  search  for  further 
diagnostic  techniques  in  addition  to 
otolaryngologic  examination  and  poly- 
somnography is  currently  under  way. 

In  an  attempt  to  find  reasons  for 
failure  of  the  procedures,  Riley  and 
his  associates  examined  nine  patients 
for  whom  palatopharyngoplasty  had 
not  been  helpful.  Using  cephalo- 
metric x-ray  analysis  and  fiberoptic 
examination,  they  found  that  all  nine 
patients  had  a posterior  airway  space 
of  less  than  eight  mm,  an  aperture 
significantly  smaller  than  that  of  sub- 
jects for  whom  the  procedure  was  suc- 
cessful. The  majority  also  had  an 
inferiorly  positioned  hyoid  bone.10,12 

It  is  the  conclusion  of  those  authors 
that  the  restricted  posterior  airway 
space  contributed  significantly  to  the 
problem.  Where  such  constriction 
exists,  no  amount  of  upper  airway 
surgery  will  totally  alleviate  the  prob- 
lem. For  these  particular  individuals, 
further  surgical  procedures,  such  as 
mandibular  osteotomy  and  hyoid  bone 
advancement  may  be  appropriate. 

8,9,10,12 

Evaluation  of  the  patient  presenting 
with  symptoms  of  obstructive  sleep 
apnea  should  include  an  initial 


cephalometric  x-ray  analysis.  Cephalo- 
metric x-rays  analyze  dental  and 
skeletal  abnormalities,  soft  tissue 
structure,  facial  form,  and  are  im- 
portant in  that  they  indicate  maxil- 
lofacial problems  which  may  be  part 
of  the  obstructive  sleep  apnea  prob- 
lem.10 

Rased  on  this  discussion,  it  is 
recommended  that  all  patients  with 


While  surgical  intervention 
offers  hope  for  a number  of 
individuals , no  reliable  indi- 
cator of  success  or  failure  of 
palatopharyngoplasty  has  been 
established. 


snoring  and  symptoms  of  obstructive 
sleep  apnea  undergo  a complete 
otolaryngologic  examination  and  poly- 
somnography. In  those  patients  with 
obstructive  sleep  apnea,  cephalo- 
metric x-ray  analysis  should  be  utilized 
to  determine  if  further  sites  of  upper 
airway  obstruction  exist.  This  routine 
should  help  identify  those  patients  to 
be  recommended  for  palatopharyngo- 
plasty and  those  for  whom  other  surgi- 
cal procedures  would  be  more  helpful. 
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Anticoagulation 
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N on-traumatic  sublingual  hema- 
tomas have  not  been  previously  re- 
ported. The  development  of  life- 
threatening  sublingual  hematoma  in 
the  setting  of  heparin  anticoagulation 
is  described,  its  management  discus- 
sed, and  its  similarity  to  Ludwig’s 
angina  noted. 

Sublingual  hematomas  are  rarely 
mentioned  in  the  literature,  and 
no  instance  of  a non-traumatic  or 
spontaneous  sublingual  hematoma 
could  be  found.1  The  occurrence  of 
sublingual  hematoma  associated  with 
heparin  anticoagulation  is  reported. 

Case  Report 

An  86-year-old  man  was  admitted 
to  the  hospital  for  evaluation  of 


slurred  speech,  difficulty  in  swallow- 
ing, and  “dizziness.”  He  had  had  a 
right  hemisphere  cerebrovascular  ac- 
cident four  years  previously. 

On  initial  examination  his  speech 
was  so  dysarthric  as  to  be  unintel- 
ligible, and  his  palate  did  not  move. 
The  remainder  of  his  neurologic  ex- 
amination was  normal.  Head  CT  scan 
on  admission  demonstrated  lucent 
areas  in  the  left  pons  and  right  frontal 
lobe  which  were  felt  to  represent  areas 
of  previous  infarction. 

Four  hours  after  admission  his 
neurologic  status  had  markedly  im- 
proved. His  neurologic  symptoms  and 
signs  were  felt  to  represent  brainstem 
ischemia.  In  an  attempt  to  avert  a 
threatened  brainstem  infarction,  the 
patient  was  given  an  intravenous  bolus 
of  5.000  units  of  heparin  and  started 
on  a continuous  infusion  of  heparin 
at  a rate  of  900  units  hr.  Within  six 
hours  the  patient  developed  a large 


sublingual  hematoma  and  the  heparin 
was  discontinued.  PTT  at  the  time 
was  markedly  prolonged,  greater  than 
90  seconds  with  a control  of  19  to  27 
seconds.  Twelve  hours  later  the 
tongue  and  the  floor  of  the  mouth 
were  markedly  elevated  and  swollen 
(Figure  I . His  upper  airway  became 
acutely  compromised  and  an  emer- 
gency trachestomy  was  performed. 

His  subsequent  hospital  course  was 
complicated  by  aspiration  pneu- 
monia and  sepsis  requiring  antibiotic 
therapy;  however,  no  infection  de- 
veloped in  the  sublingual  space 
I Ludwig’s  angina  I.  Three  weeks  later 
the  hematoma  was  resolved,  and  the 
patient  was  weaned  from  the  respira- 
tor. He  was  discharged  from  the  hos- 
pital two  months  following  admission. 

Discussion 

Respiratory  obstruction  occurred 
precipitously  in  this  man.  In  this 
regard,  sublingual  hematoma  is  very 
similar  to  Ludwig’s  angina  in  which 
the  major  reason  for  mortality  is  the 
high  incidence  of  upper  airway  ob- 
struction.2 Ludwig’s  angina  is  a cel- 
lulitis involving  primarily  the  floor  of 
the  mouth.  The  cardinal  signs  of 
Ludwig’s  angina  are  submandibular 
swelling,  elevation  of  the  tongue,  and 
edema  of  the  floor  of  the  mouth.3 
Thus,  by  both  outward  appearance  and 
major  complication,  sublingual  hema- 
toma and  Ludwig’s  angina  appear 
similar.  As  in  Ludwig’s  angina,4 
preservation  of  an  airway  is  the  most 
critical  therapeutic  principle  to  ob- 
serve in  the  management  of  sublingual 
hematoma.  Finally,  the  sublingual 
space  is  yet  another  site  at  which 
hemorrhage  may  occur  in  the  setting 
of  anticoagulation. 
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Figure.  Appearance  of  the  mouth  immediately  after  emergency  tracheostomy. 
Note  the  markedly  elevated  and  swollen  tongue.  The  floor  of  the  mouth  was  similarly 
swollen,  ecchymotic,  and  actually  protruded  from  the  mouth.  The  patient  was  unable 
to  close  his  mouth  due  to  the  swelling  of  the  tongue  and  the  floor  of  the  mouth. 
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President’s  Page 


You  Will  Agree  This 


Is  A Crisis? 


There  has  been  a lot  of  discussion  as 
to  whether  a medical  liability  crisis 
exists  in  West  Virginia.  Few  would 
deny  that  one  was  created  by  the  in- 
surance industry’s  cancellation  letters. 

The  insurance  provisions  of  Senate 
Bill  714  which  Governor  Moore  sign- 
ed into  law  have  obviously  caused  the 
insurance  carriers  in  West  Virginia 
much  pain.  It  is  important  to  note 
that  this  portion  of  Senate  Bill  714 
was  promulgated  entirely  by  the  Leg- 
islature. The  West  Virginia  State 
Medical  Association  did  not  partici- 
pate. 

Specifically,  the  carriers  are  upset 
over  a provision  which  seems  to  limit 
their  ability  to  deny  renewal  of  li- 
ability contracts,  a requirement  for 
public  hearings  for  rate  increases  ex- 
ceeding 10  per  cent,  and  a section 
which  requires  the  reserved  amount 
for  suits  to  be  divulged. 

Their  argument  is  that  public  hear- 
ings wrould  be  emotional  and  would 


lessen  the  industry’s  ability  to  make 
fair  and  timely  rate  adjustments.  The 
revelation  of  reserved  amounts  for 
pending  suits,  they  say,  would  violate 
an  important  client  confidence  since 
it  would  signal  the  carrier’s  assess- 
ment of  the  suit’s  significance. 

It  is  difficult  not  to  agree  with  their 
concern,  but  one  wonders  if  the  abrupt 
cancellation  of  policies  prior  to  a good 
faith  effort  to  obtain  legislative  relief 
in  a special  session  may  not  create  an 
aura  of  mistrust  which  will  persist 
after  this  crisis  is  resolved. 

At  a recent  meeting  of  the  Council, 
the  major  concern  of  our  physicians 
was  directed  toward  providing  medi- 
cal care  to  our  patients  in  the  unlikely 
event  that  we  might  find  ourselves 
with  no  insurance  coverage  in  early 
June.  Practicing  “bare”  is  not  a 
happy  prospect,  and  one  which  not 
many  physicians  would  undertake 
without  some  assurance  that  the  po- 
tential for  suits  had  been  lessened. 

Whatever  the  end  result  of  this 
crisis,  it  points  to  the  need  for  a last- 


ing solution  to  the  inequities  in  our 
civil  justice  system.  It  is  in  such  a 
shambles  that  further  crises  are  in- 
evitable. Only  the  West  Virginia  Leg- 
islature holds  the  tools  for  the  solu- 
tion through  the  enactment  of  further 
effective  tort  reform  measures.  If  they 
fail,  West  Virginia  will  become  one 
more  voice  in  the  growing  chorus  de- 
manding congressional  action. 


David  Z.  Morgan,  M.  D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


Prepare  For  Annual  Meeting  Now! 


Get  ready,  get  set,  let’s  go!  Let’s 
have  another  “rousing”  session  of  the 
House  of  Delegates  in  1986.  We  have 
heard  it  repeated  many  times  since 
last  August  that  there  was  more  in- 
volvement in  the  House  during  the 
sessions  last  year  than  could  ever  he 
remembered. 

The  WVSMA’s  119th  Annual  Meet- 
ing will  be  held  at  The  Greenbrier  in 
White  Sulphur  Springs  August  12-17. 
The  first  session  of  the  House  will  be 
held  on  Wednesday  afternoon.  August 
13,  and  on  Saturday  afternoon. 
August  16,  during  the  meeting. 

Here’s  what  you  and  your  county 
medical  society  can  do  to  prepare  for 
the  sessions. 

Elect  your  Delegates  and  Alternates 
and  submit  their  names  to  the 
WVSMA  so  that  credentialing  can  be 
accomplished  prior  to  the  opening  of 
each  session  of  the  House  of  Dele- 
gates. 

Earlier  in  April,  WVSMA  staff 
verified  membership  in  component 
societies,  and  secretaries  were  inform- 
ed concerning  the  number  of  Dele- 
gates and  Alternates  each  society  was 
entitled  to  elect. 

Each  component  society  is  entitled 
to  elect  and  send  to  the  House  of 
Delegates  each  year  one  Delegate  who 
shall  be  an  officer  of  the  society  and 
one  additional  Delegate  for  every 


twenty  1 20 1 members  or  fraction 
thereof.  A corresponding  number  of 
alternates  shall  be  elected. 

Election  of  officers  will  take  place 
during  the  second  session  of  the 
House  on  Saturday.  In  1986, 
WVSMA  offices  to  be  filled  include 
President  Elect,  Vice  President. 
Treasurer  and  the  AMA  Delegate  and 
Alternate.  The  Committee  on  Nomi- 
nations will  consider  and  recommend 
to  the  House,  prior  to  the  election  of 
officers,  the  names  of  two  nominees 
for  all  officers  except  President  Elect. 
Nominations  also  can  be  made  from 
the  floor. 

Membership  in  component  societies 
needs  to  give  some  serious  thought 
to  the  election  of  officers.  These  are 
the  men  and  women  who  serve  as  your 
leadership  throughout  the  coming 
year. 

And,  don’t  forget  the  election  of 
Councilors.  Under  the  Association’s 
Constitution  and  Bylaws  as  adopted 
during  the  Annual  Meeting  last  year, 
all  Councilor  Districts  are  to  be  con- 
sidered as  newr  districts.  At  this  year’s 
meeting  — held  in  an  even-numbered 
year  — Councilors  from  the  even- 
numbered  districts  will  be  up  for 
election.  These  are  important  posi- 
tions. The  Council  is  the  executive 
body  of  the  House  of  Delegates,  and 
between  meetings  exercises  all  the 


powers  conferred  on  the  House.  Be 
prepared.  Designate  a specific  Dele- 
gate or  Alternate,  whom  you  know  will 
be  present  during  the  second  session 
of  the  House,  to  stand  up  and  make 
the  nomination  for  Councilor  from 
your  District. 

Changes  can  be  made  the  demo- 
cratic way.  In  this  era  of  change, 
membership  should  be  considering 
matters  of  importance  to  the  medical 
profession.  If  you  want  changes  made 
in  your  Association,  prepare  a resolu- 
tion and  submit  it  to  the  Committee  on 
Resolutions  through  your  county  medi- 
cal society. 

Resolutions  must  be  in  the  hands 
of  the  Executive  Director  at  least  two 
weeks  before  the  Annual  Meeting,  or 
by  July  29;  otherwise,  unanimous  con- 
sent of  the  House  will  be  required 
for  presentation.  Secretaries  of  com- 
ponent societies  were  informed  of  this 
date  in  a communication  mailed  early 
in  April. 

The  Committee  on  Resolutions  will 
hold  an  open  hearing  on  Thursday, 
August  14,  at  5 P.M.  to  consider 
resolutions,  duly  presented  during  the 
first  session  of  the  House,  to  afford 
any  member  of  the  Association  the 
opportunity  to  testify  for  or  against 
a resolution.  In  closed  session,  the 
Committee  will  prepare  recommenda- 
tions to  adopt,  alter,  amend  or  dis- 
approve the  resolutions  in  a report 
prepared  for  presentation  during  the 
second  and  final  session  of  the  House 
on  Saturday  afternoon. 

This  year,  let’s  have  a full  House. 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 
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Our  Readers  Speak 


The  Second  Law  Of  Thermodynamics  And  The  Sermon  On  The  Mount 


The  second  law  of  thermo- 
dynamics states  that  the  sum  of  the 
entropies  of  a given  system  and  its 
surroundings  must  increase  in  order 
for  a process  to  occur  spontaneously. 
The  decrease  in  entropy  occurring  in 
the  formation  of  a highly  ordered 
biological  system  is  possible  due  to 
the  corresponding  increase  in  en- 
tropy in  its  surroundings.1 

A former  minister  of  mine  out- 
lined in  a letter  a sermon  he  had 
delivered  which  indirectly  addressed 
this  issue.  It  concerned  the  Sermon 
on  the  Mount  I Matthew,  Ch.  5 1 
which  states  in  part  “Ye  are  the  salt 
of  the  earth  . . The  analogy  was 

President  Morgan  Praised 

I would  like  to  thank  Dr.  David 
Z.  Morgan  for  all  the  work  he  did 
in  our  behalf  in  bringing  about 
reform  in  medicine  during  the  last 
West  Virginia  legislative  session. 
Doctor  Morgan  and  other  members 
of  our  medical  organization  were  in 
the  legislative  halls  daily.  They 
quietly,  persuasively  and  forcibly 
presented  our  position.  While  the 
final  bill  was  not  entirely  to  our 
liking,  it  represented  all  we  were 


drawn  to  salt  as  an  aseptic  agent 
which  cannot  cure  corruption  but 
prevents  its  spread;  that  persons 
living  in  the  midst  of  material  things 
should  strive  to  prevent  the  spread 
of  corruption.  The  conclusion  was 
that  God’s  children  must  live  to  hold 
corruption  in  check.2 

For  the  physician,  health  profes- 
sional and  layman  alike,  the  conse- 
quences of  a burgeoning  birth  rate, 
mass  consumption  with  resultant  pol- 
lution. to  mention  but  two  biologic 
processes,  are  obvious.  Action  is 
being  taken  to  address  some  of  the 
issues  confronting  us,  but  the  en- 
deavor should  be  intensified  to  pre- 

For  Legislative  Work 

going  to  get  from  the  current  Legis- 
lature. 

While  we  certainly  do  not  think 
the  present  bill  represents  sufficient 
relief.  I have  confidence  that  a truly 
meaningful  reform  will  eventually, 
and  soon,  come  about  in  West  Vir- 
ginia. The  events  both  nationally 
and  in  West  Virginia  will  compel 
a revamping  of  the  current  method 
of  resolving  civil  disputes. 

When  professional  services,  new 
product  development,  and  business 


vent  the  inevitable  results  from 
occurring. 

The  implications  of  the  second  law 
of  thermodynamics  are  clear:  what 
we  all  have  on  our  side  to  affect  it 
ultimately  is  time.  Meanwhile,  we 
can  endeavor  to  hold  it  in  check. 

1)  Stryer  L.  Biochemistry.  2nd  ed.  New 
York:  WH  Freeman  & Co,  1981:236. 

2)  Watkins  Rev.  KG.  Letter.  Feb  13,  1986. 

John  Henry  McWhorter,  M.  D. 
P.O.  Box  201 
McWhorter,  WV  26401 

Editor's  Note:  We  invite  anyone 
who  wants  to  dispute  this  to  please 
write. 


enterprise  come  to  a screeching  halt, 
and  the  public  liability  premiums 
for  business  premises  and  real  estate 
become  unaffordable,  and  when 
public  safety  and  government  func- 
tion become  impaired,  the  next  great 
layer  of  reform  will  come  about. 
Doctor  Morgan's  tireless  effort  and 
accomplishment  will  anticipate  the 
next  layer  of  tort  relief. 

Dominic  Gaziano,  M.  D. 

3100  MacCorkle  Avenue,  S.E. 

Charleston,  WV  25304 


Veto  Not  Requested  By  Insurance  Lobbyist 


An  encounter  with  a physician 
friend  today  prompts  me  to  write  this 
letter  in  order  to  clear  up  what  may 
be  a widely  held  misunderstanding 
concerning  my  position  on  Senate 
Bill  714. 

I do  not  represent  any  insurers 
writing  professional  malpractice  in- 
surance and.  accordingly,  did  not  at 
any  time  request  Governor  Moore  to 
veto  the  bill.  As  an  insurance  lob- 
byist, I was  contacted  by  reporters 
asking  my  opinion  of  the  bill,  and 
when  that  opinion  was  coupled  with 
stories  they  had  obtained  regarding 
insurers  requesting  a veto,  it  ap- 


peared from  newspaper  accounts  that 
I was  urging  its  veto. 

My  opinion  regarding  tort  reform 
in  the  bill  is  as  reported:  I do  not 

believe  it  contains  any  meaningful 
tort  reform.  If  the  Medical  As- 
sociation believes  that  it  does,  we 
merely  have  a difference  of  opinion. 
I do  have  a personal  concern  over 
the  bill,  and  that  is  its  possible 
effect  on  the  availability  of  liability 
insurance  for  all  professionals,  in- 
cluding me.  The  trial  lawyers  were 
not  content  to  meddle  in  just  medical 
malpractice  insurance  matters  since 
they  made  the  insurance  provisions 


of  the  bill  applicable  to  lawyers, 
architects,  accountants,  insurance 
agents,  corporate  officers  and  direc- 
tors, etc.,  and  I suppose  the  ultimate 
irony  will  be  when  the  trial  lawyers, 
too.  are  unable  to  procure  liability 
insurance.  Perhaps  then  we  can  all 
see  some  true  tort  reform. 

I hope  this  clarifies  my  supposed 
involvement  in  your  legislation,  and 
I ask  that  you  convey  this  to  the 
medical  community  in  some  fashion 
such  as  publication  of  this  letter  in 
your  Journal. 

John  C.  Lobert,  Attorney 
405  Capitol  Street 
Charleston,  WV  25322 
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General  News 


Non-Diabetic  Endocrine  Emergencies,  Nutrition 


Speakers  To  Give  Papers 
At  WVSMA  Convention 

“Non-Diabetic  Endocrine  Emergen- 
cies” and  “Facts  and  Fads  in  Nutri- 
tion” will  be  among  10  papers  to  be 
presented  during  the  WVSMA  Annual 
Meeting  August  12-17. 

Irma  H.  Ullrich,  M.  D.,  Professor  of 
Medicine,  Section  of  Endocrinology/ 
Metabolism,  West  Virginia  University, 
Morgantown,  will  give  the  first  paper 
during  the  second  general  scientific 
session  Friday  morning,  August  15. 

C.  Lawrence  Kien,  M.  D.,  Ph.D., 
also  of  Morgantown,  will  talk  on 
nutrition  during  the  Saturday  morning 
session.  He  is  WVU  C.  E.  Compton 
Professor  of  Nutrition  and  Chief,  Sec- 
tion of  Clinical  Nutrition;  and  Pro- 
fessor, Department  of  Pediatrics  and 
Biochemistry. 

The  opening  scientific  session  will 
be  Thursday  morning  immediately 
following  9 A.  M.  opening  ceremonies. 

The  1986  convention  site  will  be 
the  Greenbrier  in  White  Sulphur 
Springs. 

Also  scheduled,  with  the  speakers 
to  be  announced,  are  papers  on  head- 
aches, strict  diabetic  control,  and 
arthritis. 

Physical  Education  Post 

Doctor  Ullrich,  who  joined  the 
WVU  staff  in  1974,  also  serves  as 
Adjunct  Professor  of  Physical  Edu- 
cation — Medical  Advisor  for  the 
Human  Performance  Laboratory  at 

WVU. 

In  1980  she  was  the  recipient  of 
the  Outstanding  Faculty  Award,  De- 
partment of  Medicine,  and  the  Resi- 
dent's Teaching  Award,  Department 
of  Family  Practice. 


Irma  H.  Ullrich,  M.  D. 


Doctor  Ullrich,  who  edits  the  “Medi- 
cal Grand  Rounds  from  West  Virginia 
University  Medical  Center”  articles  in 
The  Journal,  was  graduated  from  the 
Liniversity  of  Minnesota,  and  received 
her  M.  D.  degree  there  in  1969.  She 
did  her  postgraduate  work  at  WVET 
and  the  Medical  LTniversity  of  South 
Carolina. 

She  is  the  author  or  co-author  of 
some  24  scientific  articles,  seven  book 
chapters,  and  27  abstracts. 

Formerly  on  Wisconsin  Faculty 

Doctor  Kien  came  to  WVU  in  1984 
after  serving  on  the  faculty  at  the 
Medical  College  of  Wisconsin  for  four 
years. 

He  holds  a Ph.D.  degree  in  nutri- 
tional biochemistry  and  metabolism 
from  Massachusetts  Institute  of  Tech- 
nology (1977),  having  earned  his 
M.  D.  degree  in  1972  from  the  Uni- 
versity of  Cincinnati.  He  completed 
postgraduate  work  in  pediatrics  and 
nutrition  at  Montreal  Children’s  Hos- 


C.  Lawrence  Kien,  M.  D. 


pital,  and  The  Children’s  Hospital 
Medical  Center,  Massachusetts  General 
Hospital,  and  Shriners  Burns  Institute 
in  Boston. 

Doctor  Kien  is  Consulting  Editor  in 
Nutrition  Practice  of  Pediatrics  for 
Harper  & Row,  and  has  done  reviews 
for  such  journals  as  the  New  England 
Journal  of  Medicine,  Proceedings  of 
the  Society  for  Experimental  Biology 
and  Medicine,  and  others. 

The  current  recipient  of  a grant  to 
study  “Carbohydrate  Energy  Absorp- 
tion in  Premature  Infants,”  he  is  the 
author  or  co-author  of  32  scientific 
articles,  seven  book  chapters  and  32 
abstracts. 

Speakers  and  topics  announced 
previously  are: 

Thursday  morning-.  “Approach  to 
the  Solitary  Nodule,”  Richard  E. 
Kleinmann,  M.  D.,  Associate  Professor 
of  Medicine,  WVU  Charleston  Di- 
vision; and  “Geriatric  Hypertension,” 
Frederick  C.  Whittier,  M.  D.,  Profes- 
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sor  of  Medicine  and  Chief,  Section  of 
Nephrology,  WVU,  Morgantown; 

Friday  Morning:  “Polypharmacy 

and  the  Elderly,”  Thomas  E.  Finu- 
cane,  M.  D.,  Assistant  Professor 
of  Medicine,  Division  of  Compre- 
hensive Medicine,  WVU,  Morgan- 
town; and  “The  Judicious  Use  of 
Blood  and  Blood  Products,”  Mabel 
M.  Stevenson,  M.  D.,  Director,  Tri- 
State  Red  Cross  Blood  Services,  and 
Clinical  Professor  of  Pathology, 
Marshall  University  School  of  Medi- 
cine. 

AMA  President  to  Speak 

It  also  was  announced  earlier  that 
the  AMA  President  Elect  (who  will 
be  installed  in  June  I,  Dr.  John  Coury, 
Jr.,  will  address  the  first  session  of  the 
WVSMA  House  of  Delegates  Wednes- 
day afternoon,  August  13.  Doctor 
Coury,  of  Port  Huron,  Michigan,  is 
a general  and  pediatric  surgeon. 

The  convention  schedule  will  begin 
with  a 2 P.  M.  meeting  of  the  Execu- 
tive Committee  on  Tuesday,  August 
12,  and  the  usual  preconvention  meet- 
ing of  the  Council  at  9:30  A.  M. 
Wednesday. 

General  scientific  sessions  will  offer 
hour-for-hour  Category  1 credit. 

Dr.  Charles  E.  Turner  of  Hunting- 
ton  will  be  inaugurated  as  President 
to  succeed  Dr.  David  Z.  Morgan  of 
Morgantown  during  the  second  and 
final  House  session  Saturday  after- 
noon. 

The  Annual  Meeting  of  the  Auxil- 
iary, with  Jeanny  (Mrs.  M.  V.) 
Kalaycioglu  of  Shinnston  in  charge 
as  President,  again  will  run  concur- 
rently with  the  WVSMA  convention. 

Members  of  the  Program  Com- 
mittee are  Dr.  John  W.  Traubert, 
Morgantown,  Chairman;  Doctor  Klein- 
mann;  and  Drs.  Marshall  J.  Carper, 
Charleston;  Jose  I.  Ricard,  Hunting- 
ton;  John  A.  Rizzo,  Fairmont,  and 
William  N.  Walker,  Jr.,  Clarksburg. 

Registration  Fee  Established 

An  Annual  Meeting  registration  fee 
of  $25  for  all  WVSMA  members  was 
established  by  the  Council  at  its  meet- 
ing April  13  to  help  offset  convention 
expenses. 


Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1986,  as  compiled 
by  Ernest  W.  Chick,  M.  D.,  MU 
Director  of  Continuing  Medical  Ed- 
ucation; Robert  E.  Kristofco,  WVU 
Assistant  to  the  Dean/Continuing 
Medical  Education;  J.  Zeb  Wright, 
Ph.D.,  Director  of  Continuing  Educa- 
tion Outreach  and  Community  Affairs, 
WVU  Charleston  Division;  and 
Sharon  Hall,  Director  of  Continuing 
Education,  Charleston  Area  Medical 
Center  ( also  in  charge  of  WVU 
Charleston  Division  on-campus  CME). 
The  schedule  is  presented  as  a con- 
venience for  physicians  in  planning 
their  continuing  education  program. 
(Other  national,  state  and  district 
medical  meetings  are  listed  in  the 
Medical  Meetings  Department  of  The 
J ournal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  he  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  by  calling  Doctor  Chick  at 
(304)  526-0515;  Kristofco,  (304) 
293-3937;  Wright,  (304)  347-1243; 
and  Hall,  (304)  348-9580. 

West  Virginia  University 

May  1-3,  Morgantown,  Orthopedic 
Reunion  Days 

May  14,  Charleston,  4th  Annual  West 
Virginia  Conference  on  Infectious 
Diseases 

May  16-18,  Oglebay  Park,  Wheeling, 
Emergent  Care  of  the  Medical  Pa- 
tient 

May  23-24,  Morgantown,  Annual 
Meeting,  WV  Affiliate:  Am.  Di- 

abetes Assoc. 

May  23-24,  Morgantown,  Health  Of- 
ficers Seminar 


May  30-June  1,  Morgantown,  WV 
Academy  of  Otolaryngology  Head  & 
Neck  Surgery  Inc.  & WVU  Dept,  of 
Otolaryngology  Head  & Neck  Sur- 
gery 12th  Annual  Teaching  Day 

June  6-7,  Morgantown,  WV  State  So- 
ciety of  Anesthesiologists 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Bluefield.  Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room, 
3rd  Thursday,  Noon-2  P.  M.  — 
May  15.  “Evaluation  & Treatment 
of  Headaches”  I speaker  to  be  an- 
nounced ) 

June  19.  “Evaluation  of  Various 
Treatment  Modalities  for  Pneu- 
mococcal Infections,”  Elizabeth 
Funk,  M.  D. 

Cabin  Creek , Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday, 
8-10  A.M.  — May  14,  “Sleep  Dis- 
orders,” George  Zaldivar,  M.  D. 

June  11,  “Review  of  Cardiac  Arrhy- 
thmias,” David  Namay,  M.  D. 

July  9,  “Non-Invasive  Techniques 
for  Investigating  Vascular  Occlu- 
sive Diseases,”  Ali  F.  AbuRahma, 
M.  D. 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— May  7,  “Early  Recognition  of 
Diabetes  Retinopathy  & Latest  Mo- 
halities  of  Treatment,”"  Robert 
O'Connor,  M.  D. 

June  4,  “Emergency  Room  Evalua- 
tion & Treatment  of  Alcohol-Re- 
lated Illnesses  & Inj  uries,”  Patricia 
Treharne,  M.  D. 

July  2,  “Initial  Treatment  of  Stroke 
( CVA  I and  Subsequent  Rehabilita- 
tion,” A.  L.  Poffenbarger,  M.  D. 

Madison,  Boone  Co.  Health  Dept.  — 
Conference  Room,  2nd  Tuesday. 
7-9  P.  M.  — May  13,  “Treatment  of 
Acute  Pulmonary  Distress,”  Ma- 
hendra  Patel,  M.  D. 

June  10,  “Oral  Manifestations  of 
Cancer,”  David  H.  Walker,  D.D.S. 
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Oak  Hill,  Plateau  Vocational  Center 
( Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — May  27,  “Early 
Recognition  of  Diabetes  Retino- 
pathy & Latest  Modalities  of  Treat- 
ment” *( speaker  to  be  announced) 

Summersville,  Summersville  Memorial 
Hospital,  6:30-8:30  P.  M.  — May 
5,  “Early  Recognition  of  Diabetes 
Retinopathy  and  Latest  Modalities 
of  Treatment,”*  Alfred  J.  Magee, 
M.  D. 

June  2,  “Update  Sexually -Trans- 
mitted Diseases,”  Patrick  Robin- 
son, M.  D. 

W elch,  Stevens  Clinic  Hospital.  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
May  21,  “Early  Recognition  of 
Diabetes  Retinopathy  & Latest  Mo- 
dalities of  Treatment”  * (speaker  to 
be  announced) 

June  18,  “Treatment  of  Bac- 
terial Pneumonias,”  David  Elliott. 
Pharm.  D. 

July  16,  “The  Magic  Stone-Busting 
Machine:  ESWL,”  Thomas  McCoy, 
M.  D. 

IVhitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — May  28,  “The  Magic 
Stone-Busting  Machine:  ESWL,” 

Thomas  McCoy,  M.  D. 

W illiamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — May  1,  “Allergic  Diseases 
in  Children,”  Chandra  Kumar, 
M.  D. 

June  5,  “Early  Recognition  of 
Diabetes  Retinopathy  and  Latest 
Modalities  of  Treatment,”*  Amos 
Wilkinson,  M.  D. 

July  3,  “Low  Back  Pain,”  William 
Sale,  M.  D. 

°A  special  program  in  cooperation  with 
West  Virginia  Department  of  Health;  De- 
partment of  Ophthalmology,  WVU  Medical 
Center,  and  WV  Society  of  Ophthalmology. 


AMA  Annual  Meeting 

The  annual  meeting  of  the  American 
Medical  Association  will  convene  on 
Sunday,  June  15,  at  the  Chicago 
Marriott  Hotel.  Registration  opens  at 
8 A.  M.  Friday,  June  13,  and  con- 
tinues through  the  meeting's  close  on 
Thursday,  June  19. 


‘Diabetic  Health  Care’ 
Program  May  23-24 

A program  for  diabetics,  their 
families  and  primary  care  prac- 
titioners caring  for  diabetics  will  be 
held  Friday  and  Saturday,  May  23-24, 
at  West  Virginia  University  Medical 
Center  in  Morgantown. 

The  occasion  will  be  the  annual 
meeting  of  the  American  Diabetes 
Association,  West  Virginia  Affiliate. 
Inc.,  with  the  meeting  entitled,  “Di- 
abetic Health  Care  1986:  Bridging 

the  Gap.” 

The  WVU  CME  office  is  co-sponsor. 

The  business  session  of  the  state 
diabetes  affiliate  will  be  held  Friday 
afternoon,  with  the  scientific  program 
scheduled  Saturday  from  9 A.  M. 
through  4 P.  M. 

The  guest  faculty  member  will  be 
David  A.  Jenkins,  M.  D.,  Department 
of  Nutritional  Services,  Faculty  of 
Medicine,  LTniversity  of  Toronto, 
Ontario,  Canada.  ’He  will  be  joined  by 


12  WVU  and  Morgantown  physicians 
and  health  care  professionals. 

Doctor  Jenkins  will  give  the  9 A.  M. 
Saturday  keynote  address  on  “The 
Glycemic  Index.” 

Other  subjects  to  be  discussed  will 
include  home  blood  glucose  monitor- 
ing, exercise,  the  pediatric  diabetic, 
the  pregnant  diabetic,  and  insulin 
therapy  in  the  management  of  non- 
insulin dependent  diabetes  mellitus. 


May  CME  Conferences 
Scheduled  In  Clarksburg 

Following  are  one-hour  CME  con- 
ferences for  May  scheduled  at  United 
Hospital  Center  in  Clarksburg  through 
the  Family  Practice  Residency: 

May  8.  “Transcutaneous  Pace- 
maker;” May  12,  “Dermatologic 
Problems  of  Summer  Months;”  May 
13,  “Ear  Disease  in  the  Elderly;” 
May  21,  “Management  of  COPD;” 
and  May  26,  “Muscular  Dystrophies.” 
For  additional  information,  call 
(304)  624-7589. 


WVSMA  doctors  in  1985  exceeded  membership  in  the  American  Medical  Associa- 
tion over  the  previous  year  for  the  seventh  consecutive  year.  A plaque  for  this 
accomplishment  is  presented  (above)  to  Dr.  Charles  E.  Turner  of  Huntington,  right, 
WVSMA  President  Elect,  by  AMA  President  Harrison  L.  Rogers,  Jr.,  M.  D.,  during 
the  AMA’s  National  Leadership  Conference  in  Chicago  last  February. 
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19  Choose  Internal  Medicine 

Half  Of  WVU  Graduates 
To  Enter  Primary  Care 

Half  the  members  of  the  West  Vir- 
ginia University  School  of  Medicine 
class  of  1986  will  take  postgraduate 
training  in  primary  care  specialities. 
And  10  more  of  the  80  who  will  be 
graduated  in  May  also  may  enter  pri- 
mary care  eventually,  having  chosen 
the  non-specific  transitional  category 
for  their  first  postgraduate  year. 

Residency  choices  of  the  class  and 
the  number  in  each  include  internal 
medicine,  19:  family  practice.  11: 
transitional,  10;  anesthesiology, 
seven;  surgery  and  combined  medi- 
cine/pediatrics, five  each;  psychiatry 
and  preliminary  surgery,  four  each: 
pediatrics,  three;  obstetrics /gyne- 
cology and  pathology,  two  each; 
radiology,  plastic  surgery,  ophthal- 
mology, urology,  neurology,  ortho- 
pedic surgery,  transitional/pediatrics, 
and  internal  medicine/preventive 
medicine,  one  each. 

Residents  at  State  Hospitals 

WVU  Hospitals  attracted  20  of 
those  staying  in  West  Virginia; 
Charleston  Area  Medical  Center,  11; 
Wheeling’s  Ohio  Valley  Medical 
Center,  two,  and  Clarksburg’s  United 
Hospital  Center,  one.  Of  the  class 
members  remaining  in  the  state,  20 
have  chosen  primary  care. 

Among  other  hospitals  and  medical 
centers  where  three  or  more  from  this 
year’s  class  will  train  are  Medical  Uni- 
versity of  South  Carolina  in  Charles- 
ton and  Mercy  Hospital.  Pittsburgh, 
four  each,  and  Akron  ( Ohio ) General 
Hospital  and  University  of  Utah 
Affiliated  Hospitals,  Salt  Lake  City, 
three  each. 

Class  of  ’86 

Members  of  the  class  of  1986,  their 
hometowns  and  destinations  are: 

Gary  S.  Abel,  Morgantown,  Her- 
shey  (Pa.)  Medical  Center;  Dan  G. 
Alexander,  Steubenville,  Ohio,  St. 
Barnabas  Medical  Center,  Livingston, 
N.  J.;  Phillip  S.  Allender,  Morgan- 
town, McKeesport  (Pa.)  Hospital; 
William  M.  Almasy,  Wellsburg,  WVU 


Hospital;  Scott  E.  Andochick,  Frede- 
rick, Md.,  Stanford  (Calif.)  Univers- 
ity Hospital:  John  D.  Angotti,  Clarks- 
burg, Chandler  Medical  Center,  Lex- 
ington. Ky.;  Mark  C.  Bates.  Hurricane, 
CAMC;  William  H.  Benson,  Wheeling, 
Mercy  Hospital.  San  Diego,  Calif.; 
Donald  F.  Bias,  Jr.,  Huntington. 
CAMC;  Danny  C.  Blankenship,  Charl- 
ton Heights,  Akron  (Ohio)  General 
Hospital;  Edwin  B.  Boso,  Washington, 
WVU  Hospital;  Lisa  A.  Brancazio, 
Weirton,  Mercy  Hospital.  Pittsburgh. 
Pa.;  Walter  C.  Brogan  III.  Morgan- 
town, LIniversity  of  California  San 
Diego  Medical  Center;  Albert  T. 

(Continued  on  Page  144) 


Office  Managers  Group 
Membership  Growing 

Office  Managers  Association  of 
Health  Care  Providers  has  grown  to 
a membership  representing  more  than 
100  health  care  facilities  in  the  state 
since  the  organization  was  formed  in 
May,  1984. 

Dian  White  of  Charleston,  Presi- 
dent, said  meetings  to  date  have  been 
held  in  the  Charleston  area  but  that 
other  chapters  in  the  state  are  being 
encouraged  to  organize. 

She  said  meetings  are  held  every 
two  months  on  the  second  Thursday — 
January,  March,  May,  July,  September 
and  November  at  5:30  P.  M.  The  May 
8 meeting  will  be  at  St.  Francis  Hos- 
pital in  Charleston. 

“The  objectives  of  our  Association 
are  to  promote  the  improvement  of 
professional  knowledge  and  skill  by 
uniting  persons  who  are  engaged  in 
medical  office  manager  activities,  to 
promote  channels  of  communication 
between  the  medical  facilities  and 
private  offices,  and  to  promote  edu- 
cational workshops,”  President  White 
said. 

“Our  Association  is  nonprofit,  non- 
union, nonpartisan  and  nonsectarian. 
Membership  is  open  to  office  man- 
agers of  any  health  care  facility.” 

Past  meeting  discussion  topics  have 
included  introduction  to  the  manage- 
ment process,  stress  management  in 
the  office,  people  problems,  legalities 
involved  in  hiring  and  firing,  accept- 


able collection  procedures,  and  prob- 
lem areas  in  managing  a physician’s 
office. 

For  further  information,  call  Presi- 
dent White  at  342-1129  or  any  of  the 
other  officers,  all  of  Charleston,  Larry 
Stover,  Vice  President  (343-9555); 
Terri  Smith.  Secretary  (343-4371), 
and  Jana  Olah,  Treasurer  (346-6161 ). 


‘Doctors’  Day’  Observance 
Among  FMG  Activities 

West  Virginia  foreign  medical 
graduates  were  honored  with  a 
“Doctors’  Day”  celebration  by  the 
West  Virginia  American  College  of 
International  Physicians  Auxiliary  on 
March  1. 

The  event  was  held  at  the  Charles- 
ton Civic  Center  and  consisted  of 
international  foods,  a fashion  show, 
entertainment,  and  door  prizes. 

In  other  developments  involving 
state  foreign  medical  graduates,  Dr. 
Rano  S.  Bofill  of  Davin  (Logan 
County  I is  now  a Trustee  of  the  na- 
tional ACIP,  and  a state  newsletter  for 
Philippine  medical  graduates  was 
started  in  January  of  this  year. 

Doctor  Bofill,  first  President  of  the 
state  ACIP  chapter,  also  is  Editor  of 
the  newsletter,  “Philippine  Medical 
Association  and  Philippine  Medical 
Auxiliary  of  West  Virginia  News- 
letter.” 

Dr.  Jesus  T.  Ho  of  Moundsville  is 
founding  President  of  the  state  Philip- 
pine group. 


AMA’s  CME  Categories 
Simplified  By  House 

The  categories  for  the  Physician’s 
Recognition  Award  have  been  simpli- 
fied by  the  AMA  House  of  Delegates 
by  reducing  the  six  categories  of  edu- 
cation that  can  be  reported  to  two. 

The  two  new  categories  are  “AMA 
PRA  Category  1”  and  “All  Other 
Categories.” 

PRA  Category  1 remains  un- 
changed. A minimum  of  60  category 
1 credits  are  required. 

“All  Other  Categories”  is  a combi- 
nation of  the  former  categories  two 
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through  six.  A maximum  of  90  hours 
can  be  reported  in  “All  Other 
Categories,”  and  the  education  can  be 
a mixture  of  activities  or  can  be  all 
one  kind  of  activity  fe.g.,  an  appli- 
cant can  report  90  hours  of  reading 
medical  literature). 

The  AMA  CME  Department  said 
new  information  booklets  and  applica- 
tion forms  are  being  prepared,  hut  it 
will  be  several  months  before  they  are 
ready  for  distribution.  In  the  interim, 
applications  that  meet  the  new  simpli- 
fied requirements  will  be  honored. 


Nominations  Of  Doctors 
For  Cash  Award  Invited 

Ronald  McDonald  Children’s  Chari- 
ties will  award  $100,000  to  the  physi- 
cian or  health  care  professional  whose 
work  has  contributed  the  most  to  the 
health  and  well-being  of  children. 

The  award  will  be  made  to  the  indi- 
vidual for  the  continued  support  of 
his/her  program,  it  was  announced 
by  Gerald  Newman,  President  of 
Ronald  McDonald  Children’s  Charities 
(RMCC ),  which  was  established  in 
1984  in  memory  of  McDonald’s 
founder  Ray  A.  Kroc  and  is  dedicated 
to  supporting  programs  that  directly 
benefit  young  people.  The  award  will 
be  presented  in  the  fall  of  1986  at  the 
opening  of  the  100th  Ronald  Mc- 
Donald House  on  Long  Island. 

Deadline  for  nominations  is  June 
30.  They  should  be  mailed  to:  Gerald 
Newman,  President,  Ronald  Mc- 
Donald Children’s  Charities,  Mc- 
Donald’s Plaza,  Oak  Brook,  IL  60521. 

“We  hope  this  annual  award  will 
draw  national  attention  to  a dedicated 
individual  whose  pioneering  work  is 
improving  the  quality  of  life  for  the 
current  generation  of  young  people,” 
Newman  commented. 

Joining  with  RMCC  in  the  search 
for  candidates  are  representatives 
from:  The  American  Academy  of 

Pediatrics,  The  American  Pediatric 
Society,  and  The  Society  for  Pediatric 
Research.  Additional  selection  com- 
mittee members  will  include  three 
representatives  plus  three  physician- 
members  of  the  RMCC  Board  of 
Trustees. 


Cancer  Screening  In  State 
By  Doctors  Good  Job 

A survey  by  the  Community  Medi- 
cine Department  at  West  Virginia 
University  indicates  that  West  Vir- 
ginia physicians  are  doing  a creditable 
job  of  screening  their  patients  for 
cancer. 

The  survey  covered  the  three  most 
common  forms  of  cancer  for  which 
screening  procedures  are  recommend- 
ed — cervical,  breast  and  colorectal. 
It  is  believed  to  be  the  first  such 
survey  covering  an  entire  state,  with 
a 33-per  cent  response  from  the  1,000 
primary  care  physicians  who  received 
the  mail  questionnaire. 

"For  purposes  of  comparison  we 
were  able  to  use  results  of  a nation- 
wide telephone  survey  made  about  the 
same  time  by  the  American  Cancer 
Society,”  said  R.  John  C.  Pearson. 
M.  B.,  Chair  of  Community  Medicine 
in  the  WVU  School  of  Medicine. 

Survey  Results 

Survey  results  indicate  that  93 
per  cent  of  the  responding  West  Vir- 
ginia physicians  order  Pap  smear  tests 
for  cervical  cancer  compared  to  94 
per  cent  nationally.  Figures  for  breast 
cancer  screening  were  93  vs.  97  per 
cent  for  office  examination  and  73-80 
for  teaching  self-examination. 

Digital  examination  for  rectal 
cancer  was  92  vs.  96  per  cent  while 
West  Virginia  doctors  exceeded  the 
national  figure  for  ordering  occult 
blood  testing  at  83  vs.  75  per  cent. 

“The  figures  may  be  tilted  a bit 
in  our  favor  because  our  returns  were 
only  33  per  cent  — and  often  the  bet- 
ter people  will  respond  — while  the 
Cancer  Society  national  telephone 
figures  are  based  on  a 90-per  cent 
response,”  Doctor  Pearson  said. 

Cervical,  breast  and  colorectal  can- 
cer were  chosen  for  the  survey  “be- 
cause of  their  high  prevalence  and 
mortality,  their  improved  outcome 
with  early  intervention  and  because 
there  are  generally  acceptable  screen- 
ing tests  even  if  they  are  not  perfect. 

“The  Pap  smear  is  the  most  sure, 
of  course;  and  the  physician  examina- 
tion for  breast  cancer  is  next.” 


Medical  Meetings 


May  1-3— WV  Chapter,  Am.  College  of  Sur- 
geons, White  Sulphur  Springs. 

May  4-6— Am.  Society  of  Clinical  Oncology. 
Los  Angeles. 

May  5-8— .Am.  College  of  Obstetricians  & 
Gynecologists,  New  Orleans. 

May  6-9— Am.  Pediatric  Society,  Washing- 
ton, DC. 

May  7-9— Am.  Society  for  Artificial  Internal 
Organs,  Anaheim,  CA. 

May  10-16— Am.  Psychiatric  Assoc.,  Wash- 
ington, DC. 

May  11-14— Am.  Thoracic  Society,  Kansas 
' City,  MO. 

May  11-16— Am.  Society  of  Colon  & Rectal 
Surgeons,  Houston. 

May  17-23— Am.  Gastoenterological  Assoc., 
San  Francisco. 

May  29-30— Am.  Society  of  Transplant  Sur- 
geons, Chicago. 

May  29-June  1— VA  Society  of  Ophthalmol- 
ogy, Norfolk. 

June  7-14— Am.  Assoc,  of  Orthopaedic  Med- 
icine, Portland,  Ore. 

June  8-12— World  Congress  on  Pediatric  & 
Adolescent  Gynecology,  Washington, 
DC. 

June  9-10— Society  of  Vascular  Surgery,  New 
Orleans. 

June  15-19— AMA  Annual  Meeting,  Chicago. 

June  18— WVSMA  Loss  Control  Seminar, 
Charleston. 

June  23-26— Am.  Orthopaedic  Assoc.,  Hot 
Springs,  VA. 

July  3-7— Am.  College  of  International  Phy- 
sicians, Dallas. 

Aug.  7-10— International  Doctors  in  Alco- 
holics Anonymous,  San  Diego. 

Aug.  12-17— 119th  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 

Sept.  20— WVSMA  Loss  Control  Seminar, 
Parkersburg. 

Sept.  29-Oct.  6— Am.  Academy  of  Family 
Physicians,  Washington,  DC. 

Oct.  18— WVSMA  Loss  Control  Seminar, 
Beckley. 

Oct.  19-24— Am.  College  of  Surgeons,  New 
Orleans. 

Nov.  8— WVSMA  Loss  Control  Seminar, 
Huntington. 
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University 

Microfilms 

International 


University  Microfilms  International 
reproduces  this  publication  in  microform:  micro- 
fiche and  16mm  or  35mm  film.  For  information 
about  this  publication  or  any  of  the  more  than 
13,000  titles  we  offer,  complete  and  mail  the 
coupon  to:  University  Microfilms  International, 
300  N.  Zeeb  Road,  Ann  Arbor,  MI  48106.  Call  us 
toll-free  for  an  immediate  response:  800-521-3044. 
Or  call  collect  in  Michigan,  Alaska  and  Hawaii: 
313-761-4700. 


This 

publication  is 
available  in 
microform. 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  taster  service  call  Southern  Medical  at 
(205)  945  1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


22%  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


WVU  Medical 

Center  News 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


1 -800-4-CANCER  Gets 
New  Information  Service 

Beginning  April  1,  West  Virginians 
could  get  toll-free  answers  to  their 
questions  about  cancer  by  calling  the 
new  Cancer  Informantion  Service 
(CIS)  of  West  Virginia.  Callers  can 
reach  CIS  by  dialing  1-800-4- 
CANCER. 

“Our  trained  telephone  counselors 
can  provide  accurate,  confidential 
answers  to  your  questions  about  can- 
cer,” CIS  manager  Myra  Friedman 
said. 

“We’re  here  to  provide  helpful  in- 
formation to  cancer  patients,  relatives 
and  friends  of  cancer  patients,  health 
professionals,  and  anyone  with  ques- 
tions or  concerns  about  cancer.” 

The  service  is  provided  by  the 
Mary  Babb  Randolph  Cancer  Center 
at  WVU  under  contract  with  the 
National  Cancer  Institute. 

CIS,  located  at  the  Medical  Center, 
serves  the  entire  state.  Phone  coun- 
selors are  on  duty  from  9 A.  M.  to 
7 P.  M.  weekdays  and  from  9 A.  M. 
to  noon  on  Saturdays. 

“We  can  answer  questions  about 
possible  causes  of  cancer,  cancer  pre- 
vention, how  various  kinds  of  cancer 
are  detected,  available  cancer  treat- 
ments, and  advances  in  cancer  re- 
search.” Friedman  said. 


$1  Million  Gift  Endows 
Chair  Of  Pharmacology 

A $1  million  gift  from  Mylan 
Pharmaceuticals  Inc.  of  Morgantown 
to  endow  a chair  of  pharmacology  in 


the  WVU  School  of  Medicine  was  an- 
nounced in  April. 

It  is  the  first  fully-endowed  $1  mil- 
lion academic  chair  in  the  basic 
sciences  at  the  medical  school  and  the 
first  ever  from  a corporation. 

The  gift  was  announced  by  Cheryl 
Blume,  Mylan  Vice  President  for 
Scientific  Affairs,  at  a news  conference 
attended  by  Mylan  President  Milan 
Puskar  and  top  officials  of  the  Uni- 
versity. 

Doctor  Blume,  who  received  her 
doctorate  in  pharmacology  and  toxi- 
cology at  WVU  in  1977,  said  estab- 
lishment of  a permanent  chair  in  that 
discipline  “is  a particularly  appropri- 
ate form  of  assistance  for  us  to  pro- 
vide.” 

Initial  holder  of  the  Mylan  Chair 
of  Pharmacology  will  be  William  W. 
Fleming,  Chairman  of  the  Department 
of  Pharmocology  and  Toxicology.  He 
is  described  by  medical  Dean  Richard 
A.  DeVaul,  M.  D.,  as  “a  world  class 
scientist”  and  Chairman  since  1966  of 
“one  of  our  most  productive  scientific 
departments.” 


Stanford  Doctor  Gives 
Annual  AOA  Lecture 

Robert  A.  Chase,  M.  D.,  who  is  the 
Emile  Holman  Professor  of  Surgery 
and  a Professor  of  Anatomy  at  Stan- 
ford University  Medical  School  in 
California,  presented  the  annual  Alpha 
Omega  Alpha  lecture  April  30  at 
WVU  Medical  Center. 

His  4 P.  M.  talk  on  “The  Hidden 
Curriculum”  was  in  the  Basic  Sciences 
Addition  auditorium,  and  he  also  spoke 
that  evening  at  a banquet  at  Sheraton 
Fakeview  honoring  WVU’s  newest 
members  of  AOA,  the  national  honor 
medical  society.  Earlier  he  partici- 
pated in  a School  of  Medicine  research 


conference  and  rounds  with  residents, 
students  and  faculty. 

Doctor  Chase,  Chief  of  Stanford’s 
Division  of  Human  Anatomy,  is  a cum 
laude  graduate  of  the  University  of 
New  Hampshire,  and  received  his 
medical  degree  at  Yale  University 
where  he  was  elected  to  AOA  and  later 
served  on  the  faculty. 

New  AOA  Members 

Scott  E.  Andochick  of  Frederick, 
Maryland,  fourth-year  medical  student 
and  WVU  President  of  AOA,  an- 
nounced the  following  new  members: 

William  Almasy,  Wellsburg;  John 
Angotti,  Clarksburg;  Timothy  Camp- 
bell, Bethel  Park,  Pa.;  Daniel  Frame, 
Frametown;  Jennifer  Maher,  Philippi; 
David  Shallcross,  Schwenksville,  Pa.; 
John  Willis,  Beckley;  all  fourth-year 
students. 

Bruce  Davidson,  Morgantown;  Bruce 
Klein,  Stanford,  Conn.;  Glen  Marino, 
Bethpage,  N.  Y.;  James  McDermott, 
Wheeling;  Jerilyn  Ribovich,  McKees- 
port, Pa.,  and  John  Shufflebarger, 
Berkeley  Springs;  all  of  the  third- 
year  class. 


Doctor  Weinstein  Chosen 
For  National  Presidency 

George  W.  Weinstein,  M.  D.,  Chair 
of  the  Department  of  Ophthalmology, 
has  been  chosen  President  of  the  As- 
sociation of  University  Professors  of 
Ophthalmology. 

The  group  is  composed  of  more 
than  100  chairpersons  of  academic 
departments  and  divisions  of  ophthal- 
mology and  40  directors  of  hospital 
residency  training  programs.  It  was 
formed  in  1966  to  review  the  impact 
of  socioeconomic  and  governmental 
influence  upon  ophthalmology  teach- 
ing programs. 
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A Century 
of  Caring 
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“High 

blood  pressure 
should  be  a 
red  flag  to 
screen  for 

cholesterol...” 1 


Wyeth  Laboratories 

1 A \ Philadelphia.  PA  19101 


AA 


The  Framingham  Heart  Study2  showed  that 
over  two  thirds  of  the  35  and  older  population 
in  that  study  with  systolic  blood  pressures 
over  145  mmHg  also  had  serum  cholesterol 
levels  of  225  mg/dL  or  more,  and  46%  had 
levels  above  250  mg/dL. 

While  many  clinical  laboratories  still 
report  250  mg/dL  as  “normal”  cholesterol, 
the  NIH  Consensus  Development  Conference 
Statement  on  Cholesterol  and  Heart  Disease3 
stated  that  any  level  above  220  mg/dL  is 
associated  with  a significantly  increased 
risk  of  coronary  heart  disease 


You  need  to  know,  because  high 
cholesterol  parallels  high  blood 
pressure  as  a CHD  risk  factor. 


Epidemiological  studies  and  large-scale 
prevention  trials  have  indicated  that  as  with 
blood  pressure,  serum  cholesterol  levels 
are  proportionately  related  to  CHD  risk. 


Specifically,  “...for  every  10  mmHg  rise 
in  pressure,  there  appears  to  be  about  a 30°/o 
rise  in  cardiovascular  risk.”4  “...for  every  one 
percent  you  go  up  the  American  cholesterol 
scale,  your  subsequent  rate  of  heart  attack 
rises  two  to  three  percent.”5 

And  although  the  specific  impact  on  CHD 
has  not  been  determined,  we  know  that  many 
of  the  principal  agents  used  to  lower  blood 
pressure  actually  increase  cholesterol. 


While  Wytensin  is  not  a cholesterol-lowering 
agent  and  is  not  indicated  for  the  treatment 
of  hyperlipidemia,  in  controlled  clinical  trials6 
it  caused  a slight,  sustained  decrease  in  total 
cholesterol  without  reducing  the  HDL  fraction 
or  altering  serum  triglycerides. 

At  the  same  time,  Wytensin  lowered  blood 
pressure  as  effectively  as  hydrochlorothiazide, 
propranolol,  clonidine  or  methyldopa. 
Drowsiness  and/or  dry  mouth,  the  most  fre- 
quent side  effects  noted  with  Wytensin, 
usually  diminish  or  disappear  over  time.  In 
fact,  in  double-blind  studies  to  date,  dis- 
continuance of  therapy  for  all  side  effects 
occurred  in  about  13%  of  patients. 


References:  1 Glueck  CJ  Remarks  in  the  symposium.  Blood  Pressure.  Cholesterol  and  Coronary  Heart  Disease.  Washington.  DC,  March  31 . 1 985  2 The  Framingham 

Study.  An  epidemiological  investigation  of  cardiovascular  disease.  Section  28.  U S Dept  of  Health,  Education,  and  Welfare  3 National  Institutes  ot  Health  Consensus 
Development  Conference  Statement,  1984  Vol  5.  No  7.  p 4 4.  Chobanian  AV  The  influence  of  hypertension  and  other  hemodynamic  factors  in  atherogenesis.  Progress  in 

Cardiovascular  Diseases.  XXVI  (3)  177,  Nov/Dec,  1 983  5 Castelli  WP:  Remarks  in  the  symposium,  Blood  Pressure.  Cholesterol  and  Coronary  Heart  Disease.  Washington,  D C., 

March  31,1 985.  6 Data  on  file,  Wyeth  Laboratories. 
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YMensin 

(guanabenz  acetate) 

Antihypertensive  therapy 
that  does  not  increase  cholesterol 

Brief  Summary 

Before  prescribing,  consult  the  complete  package  circular. 

Indications  and  Usage:  Treatment  of  hypertension,  alone  or  in  combination  with 
a thiazide  diuretic 

Contraindication:  Known  sensitivity  to  the  drug 

Precautions:  1.  Sedation  Causes  sedation  or  drowsiness  in  a large  fraction  of  pa- 
tients When  used  with  centrally  active  depressants,  e g . phenothiazines,  barbitu 
rates  and  benzodiazepines  consider  potential  for  additive  sedative  effects  2 
Patients  with  vascular  insufficiency  Like  other  antihypertensives  use  with  caution 
in  severe  coronary  insufficiency,  recent  myocardial  infarction,  cerebrovascular  dis- 
ease. or  severe  hepatic  or  renal  failure  3-  Rebound  Sudden  cessation  of  therapy 
with  central  alpha  agonists  like  Wytensln  may  rarely  result  in  'overshoot*  hyper 
tension  and  more  commonly  produces  increase  in  serum  catecholamines  and  sub- 
iccttve  symptomatology 

INFORMATION  FOR  PATIENTS  Advise  patients  on  Wytensin  to  exercise  caution 
when  operating  dangerous  machinery  or  motor  vehicles  until  it  is  determined  they 
do  not  become  drowsy  or  dizzy  Warn  patients  that  tolerance  for  alcohol  and  other 
CNS  depressants  may  be  diminished  Advise  patients  not  to  discontinue  therapy 
abruptly 

LAB  TESTS  In  clinical  trials,  no  clinically  significant  lab  test  abnormalities  were 
identified  during  acute  or  chronic  therapy  Tests  included  CBC.  urinalysis,  electro 
lytes.SGOT,  bilirubin,  alkaline  phosphatase,  uric  acid.  BUN.  creatinine,  glucose,  cal 
cium,  phosphorus,  total  protein,  and  Coombs'  test.  During  long-term  use  there  was 
small  decrease  in  serum  cholesterol  and  total  triglycerides  without  change  in  high 
density  lipoprotein  fraction  In  rare  instances  occasional  non  progressive  increase 
in  liver  enzymes  was  observed,  but  no  clinical  evidence  of  hepatic  disease 
DRUG  INTERACTIONS  Wytensin  was  not  demonstrated  to  cause  drug  interactions 
when  given  with  other  drugs,  eg.  digitalis,  diuretics,  analgesics,  anxiolytics,  and 
antiinflammatory  or  antiinfecti  ve  agents,  in  clinical  trials  However,  potential  for  in- 
creased sedation  when  given  concomitantly  with  CNS  depressants  should  be  noted 
DRUG^LAB  TEST  INTERACTIONS  No  lab  test  abnormalities  were  identified  with 
Wytensin  use 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  No  evidence  of 
carcinogenic  potential  emerged  in  rats  during  a two-year  oral  study  with  Wytensin 
atupto9  Smg/kg/day. i.e  .about  10  times  maximum  recommended  human  dose  In 
the  Salmonella  microsome  mutagenicity  ( Ames ) test  system.  Wytensin  at  200- 500 
meg  per  plate  or  at  30-50  meg  ml  in  suspension  gave  dose  related  increases  in  num 
ber  of  mutants  in  one  (TA  1537)  of  five  Salmonella  typbtmunum  strains  with  or 
without  inclusion  of  rat  liver  microsomes  No  mutagenic  activity  was  seen  at  doses 
up  to  those  which  inhibit  growth  in  the  eukaryotic  microorganism  S cbizosaccbar 
omyces pombe.  or  in  Chinese  hamster  ovary  cells  at  doses  up  to  those  lethal  to  the 
cells  in  culture.  In  another  eukaryotic  system  Saccbaromyces  cerevisiae, 
Wytensin  produced  no  activity  in  an  assay  measuring  induction  of  repairable  DNA 
damage  Reproductive  studies  showed  a decreased  pregnancy  rate  in  rats  given  high 
oral  doses  ( 9 6 mg  kg ),  suggesting  impairment  of  fertility  Fertility  of  treated  males 
( 9 6 mg  kg ) may  also  have  been  affected,  as  suggested  by  decreased  pregnancy  rate 
of  mates,  even  though  females  received  drug  only  during  last  third  of  pregnancy 
PREGNANCY  Pregnancy  Category  C WTTENSIN*  MAY  HAVE  ADVERSE  EFFECTS 
ON  FETUS  W HEN  ADMINISTERED  TO  PREGNANT  WOMEN  A teratology  study  in 
mice  indicated  possible  increase  in  skeletal  abnormalities  when  Wytensin  is  given 
orally  at  doses  3 to  6 times  maximum  recommended  human  dose  of  10  mg  kg 
These  abnormalities,  principally  costal  and  vertebral,  were  not  noted  in  similar 
studies  in  rats  and  rabbits  However,  increased  fetal  loss  has  been  observed  after 
oral  Wytensin  given  to  pregnant  rats  ( 14  mg  kg)  and  rabbits  ( 20  mgkg)  Repro 
ductive  studies  in  rats  have  shown  slightly  decreased  live  birth  indices,  decreased 
fetal  survival  rate  and  decreased  pup  body  weight  at  oral  doses  of  6 4 and  9 6 mg 
kg  There  are  no  adequate  well  controlled  studies  in  pregnant  women  Wytensin 
should  be  used  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to 
fetus 

NURSING  MOTHERS  Because  no  information  is  available  on  Wytensin  excretion 
m human  milk,  it  should  not  be  given  to  nursing  mothers 
PEDIATRIC  USE.  Safety  and  effectiveness  in  children  less  than  12  years  of  age  have 
not  been  demonstrated,  use  in  this  age  group  cannot  be  recommended 
Adverse  Reactions:  Incidence  of  adverse  effects  was  ascertained  from  controlled 
clinical  studies  in  U S and  is  based  on  data  from  859  patients  on  Wytensin  for  up 
to  3 years  There  is  some  evidence  that  side  effects  are  dose  related  Following  table 
shows  incidence  of  adverse  effects  in  at  least  5%  of  patients  in  study  comparing 
Wytensin  to  placebo,  at  starting  dose  of  8 mg  b i d 


Adverse  Effect 

Placebo  ( % ) 
n = 102 

Wytensin  ( % ) 

n = 109 

Dry  mouth 

7 

28 

Drowsiness  or 
sedation 

12 

39 

Dizziness 

7 

17 

Weakness 

7 

10 

Headache 

6 

5 

In  other  controlled  clinical  trials  at  starting  dose  of  16  mgdav  in  4"'6  patients,  in 
cidence  of  dry  mouth  was  slightly  higher  ( 38%  ) and  dizziness  was  slightly  lower 
( 12%  ).  but  incidence  of  most  frequent  adverse  effects  was  similar  to  placebo  con 
trolled  trial  Although  these  side  effects  were  not  serious,  they  led  to  discontmua 
non  of  treatment  about  15%  of  the  time  In  more  recent  studies  using  an  initial  dose 
of  8 mgday  in  274  patients,  incidence  of  drowsiness  or  sedation  was  lower,  about 
20%  Other  adverse  effects  reported  during  clinical  trials  but  not  clearly  distin 
guishable  from  placebo  effects  and  occurring  with  frequency  of  3%  or  less  Car- 
diovascular— chest  pain  edema,  arrhythmias,  palpitations  Gastrointestinal — 
nausea,  epigastric  pain,  diarrhea,  vomiting,  constipation,  abdominal  discomfort 
Central  nervous  system — anxiety,  ataxia,  depression,  sleep  disturbances  ENT  dis 
orders— nasal  congestion  Eye  disorders— blurring  of  vision  Musculoskeletal- 
aches  in  extremities,  muscle  aches  Respiratory — dyspnea  Dermatologic — rash, 
pruritus  Urogenital— urinary  frequency,  disturbances  of  sexual  function.  Other- 
gynecomastia.  taste  disorders 

Drug  Abuse  and  Dependence:  No  dependence  or  abuse  has  been  reported 
Overdosage:  Accidental  ingestion  caused  hypotension,  somnolence,  lethargy,  irrit- 
ability. miosis,  and  bradycardia  in  two  children  aged  one  and  three  years.  Gastric 
lavage  and  pressor  substances,  fluids,  and  oral  activated  charcoal  resulted  in  com 
plete  and  uneventful  recovery  within  12  hours  in  both  Since  experience  with  ac 
cidental  overdosage  is  limited,  suggested  treatment  is  mainly  supportive  while  drug 
is  being  eliminated  and  until  patient  is  no  longer  symptomatic  Vital  signs  and  fluid 
balance  should  be  carefully  monitored  Adequate  airway  should  be  maintained  and, 
if  indicated,  assisted  respiration  instituted  No  data  are  available  on  Wytensin 
dialyzability. 

Dosage  and  Administration:  Individualize  dosage  A starting  dose  of  4 mg  b i d 
is  recommended,  whether  used  alone  or  with  a thiazide  diuretic  Dosage  may  be 
increased  in  increments  of  4 to  8 mg/day  every  one  to  two  weeks,  depending  on 
response  Maximum  dose  studied  has  been  32  mg  b id,  but  doses  this  high  are 
rarely  needed 

How  Supplied:  (guanabenz  acetate ) Tablets.  4 mft  bottles  of  100  and  500;  8 mg  and 
16  mft  bottles  of  100  Revised  2/14/85 

Wyeth  Laboratories 


TWELVE 
IMPECCABLE 
EXCUSES 
FOR  NOT GIVING 
BLOOD. 


Mi  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5. 1 just  got  back 
from  Monaco. 

6.  The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 

8.1  didn’t  sign  up. 

9. I’m  going  out 

of  town. 

10.  Asthma  runs  in 
my  family. 

1 1 . 1  forgot  to  eat 
this  morning. 

12.  I’m  allergic 
flowering 
magnolia. 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 

EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 


*1984,  Wyeth  Laboratories 
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PLAN  NOW  TD  ATTEND 


Obituaries 


ARCHBOLD  M.  JONES,  M.  D. 

Dr.  Archbold  M.  Jones,  Parkers- 
burg pediatrician,  died  March  4 in  a 
hospital  there.  He  was  84. 

Doctor  Jones,  who  began  practice 
in  1928  in  Parkersburg,  was  born  in 
Smithburg  (Doddridge  County). 

He  was  graduated  from  West  Vir- 
ginia University,  and  received  his 
M.  D.  degree  in  1925  from  the  Medi- 
cal College  of  Virginia.  He  interned 
at  Bellevue  Hospital  and  Willard 
Parker  Hospital  for  Communicable 
Disease  in  New  York  City  and  at  the 
Children’s  Hospital  in  Philadelphia. 

Doctor  Jones  was  a member  of  the 
American  Academy  of  Medicine  and 
the  Southern  Medical  Association,  a 
Fellow  of  the  American  Academy  of 
Pediatrics,  and  an  honorary  member 
of  the  Parkersburg  Academy  of  Medi- 
cine, West  Virginia  State  Medical 
Association  and  American  Medical 
Association. 

Surviving  are  the  wife,  Lois  Boone 
Jones;  a son,  Dr.  Archbold  M.  Jones, 
Jr.,  of  Seminole,  Florida,  and  a 
borther,  Edwin  Jones  of  Morgantown. 


THOMAS  S.  KNAPP,  M.  D. 

Dr.  Thomas  S.  Knapp,  Charleston 
psychiatrist,  died  on  March  10  at  his 
home.  He  was  65. 

A lifelong  resident  of  Charleston, 
Doctor  Knapp  was  well-known  in  both 
psychiatric  and  Charleston  area  per- 
forming arts  circles. 

He  was  President  and  Clinical 
Director  of  Associated  Psychiatric 
Services  in  Charleston,  and  was  a 
former  Superintendent  of  Spencer 
State  Hospital. 

He  was  on  the  staffs  of  Charleston 
Area  Medical  Center,  Highland  Hos- 
pital in  Charleston,  and  Thomas  Me- 
morial Hospital  in  South  Charleston. 

Doctor  Knapp  was  graduated  from 
West  Virginia  University,  and  re- 
ceived his  M.  D.  degree  in  1945  from 
Jefferson  Medical  College.  He  interned 
at  the  former  Charleston  General  Hos- 
pital. and  served  his  residency  with  the 
U.  S.  Army  Medical  Corps  at  the 
Veterans  Administration  Hospital  in 
Richmond,  Virginia,  and  at  the  Medi- 
cal College  of  Virginia. 


Doctor  Knapp  was  a member  of  the 
West  Virginia  District  Branch,  Ameri- 
can Psychiatric  Association,  a Fellow 
of  the  American  Psychiatric  Associa- 
tion, and  a member  of  the  Kanawha 
Medical  Society,  West  Virginia  State 
Medical  Association  and  American 
Medical  Association. 

In  the  mid-1960s,  he  made  his 
debut  with  the  Kanawha  Players  in 
“Darkness  at  Noon,”  and  later  per- 
formed in  a number  of  other  produc- 
tions with  the  Players. 

Survivors  include  three  daughters, 
Rebecca  Ayers  of  Houston,  Sheridan 
Hill  of  Richmond,  and  Claudia 
Zimarowski  of  South  Bend,  Indiana, 
and  the  mother,  Lillian  Knapp  of 
Charleston. 
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Bundy,  Weirton,  Medical  University 
of  South  Carolina,  Charleston;  Stewart 
J.  Callis,  Mountain  Lake  Park,  Md., 
WVU  Hospital; 

Timothy  M.  Campbell,  Bethel  Park, 
Pa.,  Mercy  Hospital.  Pittsburgh: 
Dennis  C.  Channel,  Morgantown, 
WVU  Hospital;  Elizabeth  A.  Clubb. 
Clarksburg,  CAMC;  Rodney  Lee 
Curtis  II,  New  Martinsville,  Ohio 
Valley  Medical  Center,  Wheeling; 
Michael  B.  Edmond,  Monongah,  WVLI 
Hospital;  Daniel  S.  Frame,  Frame- 
town,  St.  Thomas  Hospital,  Akron, 
Ohio;  Patricia  Ann  Gainor,  Clarks- 
burg, WVLI  Hospital;  Philip  F. 
Gaziano,  Charleston,  Baystate  Medical 
Center,  Springfield,  Mass.;  Joseph  F. 
Gibbons,  Silver  Spring,  Md.,  Washing- 
ton I D.C.  I Hospital  Center;  Bruce  L. 
Ginier,  Weirton,  St.  Thomas  Hospital. 
Akron,  Ohio;  Vincent  M.  Gioia, 
Wheeling,  WVLI  Hospital;  Barbara  L. 
Gould,  Morgantown,  State  University 
of  New  York  Erie  County  Medical 
Center,  Buffalo;  Terry  L.  Gramlich, 
Wheeling,  Medical  University  of 
South  Carolina,  Charleston: 

Janet  L.  Griffin,  Weirton,  CAMC; 
Laurie  Gutmann,  Morgantown,  Hamot 
Hospital,  Erie,  Pa.;  Michael  W.  Hal- 
ley, Charleston,  CAMC;  James  E. 
Hancock,  Fairmont,  Army  Medical 
Center,  Fort  Gordon,  Ga.;  Robert  R. 
Heavner,  Buckhannon,  WVU  Hos- 
pital: Debra  L.  Henry,  Martinsburg, 
CAMC;  Daniel  B.  Holtan,  Morgan- 
town, Akron  ( Ohio  I General  Hos- 


pital; Kimberly  C.  Irwin,  Elkins, 
Cleveland  (Ohio)  Clinic;  Robert  R. 
Johnson  II,  Vienna,  Chandler  Medical 
Center,  Lexington,  Ky.;  Leroy  J. 
Korb,  Cross  Lanes,  Hamot  Hospital, 
Erie,  Pa.;  Leon  S.  Kwei,  Glen  Ferris, 
CAMC;  John  W.  Lacount,  Mounds- 
ville,  Cincinnati  ( Ohio  ) General  Hos- 
pital; John  P.  Lilly,  Jr.,  Nitro,  CAMC; 

Jennifer  G.  Maher,  Philippi, 
Georgetown  University,  Washington, 
D.  C.;  William  R.  Marchand,  Salem, 
Lhiiversity  of  LTah  Affiliated  Hospital, 
Salt  Lake  City;  Michele  S.  Maroon, 
Wheeling.  Mercy  Hospital.  Pitts- 
burgh; Thomas  G.  Mason  II,  Salem. 
WVLI  Hospital;  Edward  J.  McClain 
III.  Pittsburgh,  Mercy  Hospital,  Pitts- 
burgh; Steven  G.  McLaughlin, 
Charleston,  Charlotte  (N.C.)  Me- 
morial Hospital;  Douglas  F.  Milam. 
Morgantown,  LIniversity  of  Utah 
Affiliated  Hospitals,  Salt  Lake  City; 
Lois  L.  Minich,  New  Bethlehem,  Pa., 
Medical  Center  Hospital  of  Vermont, 
Burlington;  Breton  L.  Morgan,  Point 
Pleasant,  CAMC:  Dianne  G.  Muchant, 
Hopemont,  WVLI  Hospital;  Timothy 
W.  Nelson,  Huntington.  Medical  Uni- 
versity of  South  Carolina,  Charleston; 
Cheryl  A.  Palmer,  Charleroi,  Pa.,  LIni- 
versity of  Lhah  Affiliated  Hospitals, 
Salt  Lake  City;  Debra  J.  Panucci, 
Dunbar,  Allegheny  General  Hospital, 
Pittsburgh; 

William  M.  Parrish,  Mannington, 
WVLI  Hospital;  Stephen  W.  Pollard, 
Morgantown,  Hershey  (Pa.)  Medical 
Center;  Jeffrey  G.  Priddy,  Nitro, 
CAMC;  Frank  W.  Sabatelli,  Clarks- 
burg, WVLI  Hospital;  John  C.  Schulz, 
Morgantown,  Ohio  Valley  Medical 
Center.  Wheeling;  Michael  J.  Sevka, 
Star  City,  WVU  Hospital;  David  L. 
Shallcross,  Elkins,  WVU  Hospital; 
JoAnn  G.  Shaw,  Wheeling,  North 
Carolina  Baptist  Hospital,  Winston- 
Salem:  John  S.  Shymansky,  Wheeling, 
Shadyside  Hospital,  Pittsburgh,  Pa.; 
Carol  L.  Simmons,  Glen  Dale,  WVU 
Hospital;  Rodney  M.  Simpkins, 
Charleston,  Roanoke  (Va. ) Memorial 
Hospital;  Paul  A.  Skaff  II,  Charleston, 
Medical  LIniversity  of  South  Carolina, 
Charleston;  Teresa  L.  Skidmore,  Sut- 
ton, Charlotte  ( N.C. ) Memorial  Hos- 
pital; 

Richard  A.  Spencer,  Richwood. 
WVLI  Hospital;  David  L.  Thomas, 
( Continued  on  Page  146 ) 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 

McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 

Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $4,000  a month  when 
you  are  disabled. 

• $ 1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person. 
Choice  of  deductibles  ($100-$250-$500-$1 ,000).  Employees  are 
eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hos- 
pitalized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days 
a year . . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you 
are  disabled. 

• Professional  Liability  Insurance 

SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-344-5139 


McDonough 

Caperton 

Shepherd 

Association 

Group 

£ 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 

Address 

City/State 

Zip 

Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

D Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


CABELL 

The  Cabell  County  Medical  Society 
met  March  13  at  the  Holiday  Inn 
Gateway  East  in  Barboursville. 

State  Sen.  B.  Ned  Jones  (D,  Fifth 
District)  provided  a summary  of  mal- 
practice legislation  passed  by  the 
recent  session  of  the  Legislature  and 
his  recommendations  for  the  economic 
expansion  of  West  Virginia. 

Fanny  Haslebacher,  J.D.,  Executive 
Director  of  the  new  statewide  pre- 
ferred provider  organization  ( PPO ) , 
Preferred  Medical  Care  Network  of 
West  Virginia  in  Charleston,  gave  an 
update  on  its  development. 

Dr.  Maurice  A.  Mufson  of  Hunting- 
ton,  the  speaker  for  the  evening,  gave 
an  interesting  talk  on  “Science  and 
Medicine  in  Sweden”  based  on  his 
experience  during  his  year  of  sab- 
batical leave.  He  presented  highlights 
of  his  work  at  the  Karolinska  Institute 
on  Respiratory  Syncytial  Viral  Identi- 
fication, and  briefly  described  the 
socialized  health  care  system  of  that 
country.  — Mabel  M.  Stevenson, 
M.  D.,  Secretary. 


MoDOWELL 

The  McDowell  County  Medical 
Society  met  in  conjunction  with  the 
Auxiliary  for  a covered  dish  dinner 
March  12. 

Michael  Gann  of  Charleston,  Co- 
ordinator for  the  West  Virginia 
Transplant  Program,  gave  a presenta- 
tion on  organ  and  tissue  procurement, 
including  slides  and  discussion. 

The  Society  met  again  on  March 
19. 

With  scheduled  representatives  of 
the  Preferred  Medical  Care  Network 
of  West  Virginia  being  unable  to 
appear  for  the  program,  there  was  a 
free  discussion  of  the  pros  and  cons 
of  joining  the  PPO  instead. 

The  Society  decided  that  individual 
members  should  send  in  their  own 
information  forms  to  the  Cancer 
Information  Service  associated  with 
the  Mary  Babb  Randolph  Cancer 
Center  in  Morgantown.  — Barbara  A. 
Fenton,  M.  D.,  Secretary. 


MONONGALIA 

Fannie  Haslebacher,  J.  D.,  Execu- 
tive Director  of  the  Preferred  Medical 
Care  Network  of  West  Virginia, 
Charleston,  was  guest  speaker  for  the 
meeting  of  the  Monongalia  County 
Medical  Society  on  March  4. 

Ms.  Haslebacher  encouraged  Soci- 
ety members  to  join  the  newly 
formed  preferred  provider  organiza- 
tion (PPO)  which  she  said  would 
“put  the  management  of  medical  care 
back  in  the  hands  of  physicians.” 

A summary  of  her  talk  was  dis- 
tributed to  members.  — Robert  L. 
Murphy,  Executive  Secretary. 


WESTERN 

Dr.  David  Z.  Morgan  of  Morgan- 
town, President  of  the  State  Medical 
Association,  was  the  guest  speaker  for 
the  meeting  of  the  Western  Medical 
Society  March  11  at  Jackson  General 
Hospital  in  Ripley. 

Doctor  Morgan  gave  a very  compre- 
hensive and  detailed  explanation  of 
the  recent  state  legislation  which 
passed,  citing  the  impact  on  medical 
practice  in  West  Virginia.  He  also 
gave  a very  detailed  talk  about  the 
new  preferred  provider  organization, 
and  answered  questions.  — Ali  H. 
Morad,  M.  D.,  Secretary. 


WVU  GRADUATES  — 

(Continued  from  Page  144) 

Wheeling,  North  Carolina  Baptist 
Hospital,  Winston-Salem;  Walter  P. 
Thrush,  Clarksburg,  LTnited  Hospital 
Center,  Clarksburg;  Richard  M. 
Vaglienti,  Morgantown,  WVU  Hos- 
pital; Robert  A.  Vance,  Wardensville, 
WVU  Hospital;  Victorine  M.  Vining, 
Braintree,  Mass.,  Hartford  (Conn.) 
Hospital:  David  T.  Ward,  Williamson, 
Army  Medical  Center,  Fort  Gordon, 
Ga.;  Matthew  J.  Ward,  Wheeling, 
Mercy  Catholic  Medical  Center, 
Philadelphia,  Pa.;  Louis  J.  Wickas 
III,  Wyomissing  Hills,  Pa.,  Allegheny 
General  Hospital,  Pittsburgh;  John  A. 
Willis,  Beckley,  CAMC;  Mark  R. 
Withers,  Philippi,  WVU  Hospital; 
Lana  E.  Wlodyka,  Peterborough. 
N.  H.,  Akron  (Ohio)  General  Hos- 
pital; and  Paul  Yeaton,  Morgantown, 
WVU  Hospital. 


Book  Review 


AIDS  IN  THE  MIND  OF  AMERICA 

— Dennis  Altman.  $16.95.  Double- 
day and  Co.,  Inc.,  245  Park  Avenue, 
New  York,  New  York  10167.  1986. 

The  subtitle  of  this  book  is:  “The 
Social.  Political  and  Psychological 
Impact  of  a New  Epidemic.”  The 
author  is  a widely-travelled  Professor 
of  Political  Science  at  an  Australian 
L^niversity  whose  previous  four  books 
appear  to  have  had  predominantly 
homosexual  themes. 

There  are  eight  chapters:  living 

through  an  epidemic;  a very  political 
epidemic;  the  conceptualization  of 
AIDS;  fear  and  stigma;  the  gay 
community’s  response;  politics  and 
money;  contagious  desire  — sex  and 
disease;  and  a very  American  epi- 
demic? Each  chapter  is  well  refer- 
enced and  the  index  is  complete. 

The  main  theme  is  that  the  history 
of  the  response  to  and  the  research 
effort  exploring  AIDS  would  have 
been  different  if  the  disease  had  not 
been  identified  first  in  homosexuals. 
The  author  has  his  facts  correct,  and 
has  a few  new  insights,  but  these  are 
buried  in  a rather  polemic  setting.  He 
tends  to  be  wordy  and  repetitive,  and 
it  is  a heavy  slog  to  get  through  the 
book. 

I cannot  imagine  a large  audience 
for  this  book  in  West  Virginia,  even 
if  AIDS  should  become  a bigger  prob- 
lem here  than  it  now  is.  The  solutions 
are  public  education  and  some  treat- 
ment or  vaccine,  and  this  book  will 
not  help  with  either.  — R.  John  C. 
Pearson,  M.B.,  M.P.H. 


Improved  Cancer  Results 

Aggressive  combined  surgical  and 
radiotherapeutic  approach  to  pri- 
marily inoperable  rectal  cancer  has 
resulted  in  a marked  improvement  in 
control  of  the  disease  and  in  survival, 
according  to  a report  from  Joel  E. 
Tepper,  M.  D.,  of  Massachusetts 
General  Hospital  in  Boston,  and  col- 
leagues. “The  actuarial  local  control 
rate  at  36  months  for  the  entire  group 
(of  29  patients)  was  87  per  cent,” 
they  said  in  the  April  Archives  of 
Surgery. 
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PHYSICIANS. 

SCHEDULE  SOME  TIME 
FOR  YOUR  COUNTRY 


Many  physicians  would  like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve  unit.  We  know  that  making  a weekend 
commitment  can  be  difficult  for  most  physicians.  So  it  is  practical  for 
the  Army  Reserve  units  to  be  flexible  about  time.  It’s  worth  discussing. 

Incidentally,  in  addition  to  satisfying  your  own  desire  to  serve 
your  country,  there  are  exceptional  opportunities  to  do  something 
totally  different  from  a day-to-day  routine.  Opportunities  to  study  new 
areas  of  medicine,  meet  new  people  in  your  specialty,  and  be  a part 
of  one  of  the  world's  most  advanced  medical  teams. 

Discuss  the  opportunities  with  our  Army  Medical  Personnel 
Counselor.  Call: 


the  Eye  and  Ear  Clinic 

of  Charleston,  Inc. 

The  Laser  Surgery  Center 


SPECIALISTS  IN 

EYE  EAR  NOSE  and  THROAT  SURGERY 


• 35-bed  JCAH  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 

• Laser  Surgery  Specialists 

• Facial  Plastic  Surgery 

• Cataract  Surgery/ 

Lens  Implant 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 


EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 

OPHTHALMOLOGISTS  OTOLARYNGOLOGISTS 


Milton  J.  Lilly,  Jr.,  MD 
Robert  E.  O'Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 


(Ear-Nose-Throat) 
Romeo  Y.  Lim,  MD 
Nabil  A.  Ragheb,  MD 
R.  Austin  Wallace,  MD 

EENT 


John  A.  B.  Holt,  MD 


FREE  PARKING 

MEDICARE  ASSIGNMENT  ACCEPTED 


1306  KANAWHA  BOULEVARD,  EAST 
P.O.  BOX  2271 

CHARLESTON,  WEST  VIRGINIA  25328 
TELEPHONE:  (304)  343-4371 
TOLL  FREE:  (800)  642-3049  (WV) 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  0.  (New  Martinsville) 
Peripheral  Vascular  Disease 
J.  D.  Holloway,  M.  D, 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D, 

Gastroenterology 
T.  E.  Chvasta,  M.  D 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology/ Hypertension 

D.  L.  Latos,  M.  D. 

M.  H.  Drews,  M.  D. 

T.  G.  Kenamond,  M.  D 
Pulmonary 

C.  J.  Begley,  M.  D. 

T.  V.  Burke,  M.  D. 

Rheumatology 
M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 
C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D 
R.  T.  Brandfass,  M.  D 

OBSTETRICS  S GYNECOLOGY 

T.  A Athari,  M.  D 
J.  W.  Campbell,  M.  D 

C.  V.  Porter,  M.  D 
OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

H.  S.  Berlin,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 

DERMATOLOGY 

M.  Baron,  M.  D 

NEURO-SURGERY 

F.  J.  Payne,  M.  D 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D 
W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S.  Govindan,  M.  D 
PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

J.  G Tellers,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 

Optical 

W.  E.  Schul,  Optician 

Speech  Therapy/Audiology 

J.  P.  Frum,  M.  S.,  S P A. 

Biofeedback  Laboratory 

M.  G.  Simon,  P.  A. 

Electrology/Cosmetic  Therapy 
J.  E.  Beserock,  R E 
TECHNOLOGISTS 
Electrocardiography 
B Maguire,  R.  N. 

B.  Muklewicz,  R.  N. 
Electroencephalography 
J.  Stone,  R.  N„  CMET 
J.  Green,  R.  N. 
Roentgenology 

E.  Forester,  R.  T 
Pulmonary  Diagnostics  Lab 

R.  Kordack,  R.  T. 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 
Ronceverte/Fairlea/Lewisburg,  West  Virginia 
1-800-642-5161  or  304-647-51 15 


INTERNAL  MEDICINE 


OBSTETRICS/GYNECOLOGY 


PSYCHOLOGY 


Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 

General  & Vascular 
H.  P.  Dinsmore,  M.  D. 
General  Endoscopy 

Stan  Chao,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D. 


James  L.  Pfeiff,  M.  D. 
Robert  L.  Wheeler,  M.  D. 

EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M.  D. 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M.  D 

PEDIATRICS 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S 

RADIOLOGY 

Charles  Weinstein,  M.  D. 

UROLOGY 

Kyle  F.  Fort,  M.  D. 


Connie  Bradley-Mann,  Ph.  D. 

ANCILLARY  SERVICES 
Physical  Therapy 

Tom  Moore,  R.P.T. 

Wood  McCue,  R.P.T. 

Respiratory  Therapy 

James  D.  Creasman,  R.R.T. 

Audiology 

Gary  M.  Vandevander,  M.S. 

ADMINISTRATION 

Sandra  W.  Ayers,  Business  Manager 
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Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 


In  Dentistry  To  Associate  With 


Radiology: 

Halberto  G.  Cruz,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 
Gregg  J.  Fromell,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.  D. 


Family  Practice: 

Charles  L.  Arnett,  M.  D. 

R.  Gregory  Juckett,  M.  D. 
James  A.  Arnett,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D 
Telephone:  (304)  457-2800 
WV  (800)  346-2800 


JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


C harlestoriy^^T^^V  George  E.  Toma,  M.D.,  FACS 

Eye  Care f Sj  1 Stephen  P.  Cassis,  M.D. 

Associates  Inc 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 


CORNEAL  TRANSPLANTS 


PERMANENT  COSMETIC 
EYELINER 


4430  Kanawha  Turnpike 
24  HOUR  South  Charleston,  WV  25309 


344-3937  ANSWERING  SERVICE  768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 5:00  P.M.  (800)  344-3993 
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Pensions 

without 

the 

tensions 


Over  75%  of  our  pension  clients  are  in 
the  medical  profession,  so  chances 
are  you’ve  heard  of  us.  The  National 
Bank  of  Commerce  Employee  Benefits 
Division  is  your  source  for  full  invest- 
ment and  administrative  services.  And 
we’re  your  source  for  taking  the  ten- 
sions out  of  providing  a pension  plan. 

That’s  important  to  busy  physicians  and 
health  care  professionals,  and  so  are 
pension  design  and  administrative 
services  unequalled  by  any  other  insti- 
tution in  the  Kanawha  Valley. 

We  feature  total  safety  of  plan  assets,  with 
local  service  representatives  recom- 
mending local  investments.  Our 
Employee  Benefits  Division  also  features: 


The  National 
Bank  of 
Commerce 

Of  Charleston 


Member  FDlC 


Employee  Benefits  Division 
Phone  348-4505  or  348-4504 


Main  Office 

One  Commerce  Square,  Charleston,  WV  25301 
West  Side  Branch,  210  Tennessee  Avenue 


• Prototype  Plans 

• A wide  variety  of  self-directed 
investment  options 

• Qualified  TEFRA  Reviews  and 
Amendments 

• Simplified  Employee  Pensions 
(SEP’s) 

• 401  (K)  Plans 

So  think  of  the  experts  you’ve  heard  of 
when  you’re  choosing  someone  to  in- 
vest funds  and  service  a retirement 
plan.  Think  of  The  National  Bank  of 
Commerce.  Just  call  Betty  Ireland,  the 
head  of  our  pension  department,  today. 
And  think  of  how  much  easier  providing 
an  employee  pension  will  be! 


HIGHLAND  HOSPITAL 


300  56th  Street,  S.E.,  P.  O.  Box  4359 


Charleston,  West  Virginia  25364 


• Children’s  Pavilion 

• Adult  Psychiatry 

• Adolescent  Psychiatry 

• Geropsychiatry 

ALL  PROGRAMS  OFFER: 


(304)  925-4756 


Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C Weise,  M D 925-2159 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr  . M D 925-0349 

Lee  L Neilan,  M.  D 925-0349 

Edmund  C.  Settle,  Jr.,  M.  D 925-0624 


ADULT  PSYCHIATRY 


Gina  Puzzuoli,  M.  D.  925-6914 

John  P MacCallum,  M.  D,  925-6966 

Sid  Lerfald,  M.  D 925-0004 

Elma  Bernardo.  M.  D.  768-1212 

Steve  Kissinger,  M.  D 925-6966 


CHILD  PSYCHIATRY 

Pablo  M.  Pauig.  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

John  P MacCallum.  M.  D.  925-6966 


Serving  the  community  for  over  30  years 
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PSYCHIATRIST 

You’re  a psychiatrist  who 
values  a balance  in  life. 
A dynamic,  financially  re- 
warding practice,  as  well 
as  time  for  fishing,  hunt- 
ing, white  water  rafting 
and  skiing,  are  important 
to  you. 

☆ 

We  are  seeking  a board 
eligible/certified  psychi- 
atrist for  a large  urban 
general  hospital  in  West 
Virginia  which  offers  a 
sophisticated  psychiatric 
unit  and  hospital  facilities. 
We  offer  competitive  fi- 
nancial packages  as  well 
as  proven  marketing  pro- 
grams. 

☆ 

Horizon  Health  Manage- 
ment Company,  a sub- 
sidiary of  Republic  Health 
Corporation,  is  dedicated 
to  setting  the  standard  of 
excellence  in  mental 
health  care.  If  you  are 
interested  in  expanding 
your  personal  and  pro- 
fessional goals,  forward 
your  curriculum  vitae  or 
call: 

LuAnn  J.  Victory 
Manager  of 
Professional  Relations 
Horizon  Health 
Management  Company 
2775  Villa  Creek  Drive 
Suite  190 

Dallas,  Texas  75234 
800-527-7568  or 
214-380-5668 


Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8V2 
by  11  in.)  white  paper.  Wide 
margins  at  least  1(4  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  I or  names  I of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
billed  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and,  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor. 
West  Virginia  Medical  Journal. 
Box  4106,  Charleston,  W.  Va. 
25364. 


PRACTICES 

AVAILABLE 

Allergy — 

Suburban  Philadelphia— Excellent 
Opportunity — Very  low  price. 

Allergy — 

Philadelphia  area  — Very  large 
practice. 

Dermatology — 

Connecticut— Strong  Finances. 

Family  Practice — 

Philadelphia  and  suburbs — several 
practices. 

Internal  Medicine — 

Arizona— Well  equipped. 

Internal  Medicine — 

D.C.  suburb  — desirable  commu- 
nity. 

Pediatrics — 

Northeastern  Pa.  — Young  grow- 
ing practice. 

Pediatrics — 

Colorado— Convenience  of  a group 
— Strong  finances. 

Pediatrics — 

Central  New  York  — Very  large 
practice. 

Radiology — 

Philadelphia  — Large,  well  estab- 
lished. 

Surgery  General — 

New  Jersey  — Attractive  practice 
near  New  York  City. 

☆ 

WE  SPECIALIZE  IN  THE 
VALUATION  AND  SELLING 
OF  MEDICAL  PRACTICES. 

IF  INTERESTED  IN  BUYING 
OR  SELLING  A MEDICAL 
PRACTICE,  CONTACT  OUR 
BROKERAGE  DIVISION  AT: 

Health  Care 
Personnel  Consulting, 

403  GSB  Building, 

Bala  Cynwyd,  Pa.  19004 
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Classified 


LUXURY  OCEANFRONT  PRIVATE  HOME 

at  Hilton  Head  Island  SC  on  remote  beach 
in  secluded  Port  Royal  Plantation;  huge 
LR  with  wall  of  windows  to  ocean,  screen 
porch,  DR,  kitchen,  4 BR-4  bath,  sundeck, 
fabulous  beach,  golf,  tennis;  rent  weekly 
from  Atlanta  owners  404-355-6049  or 
658-8010. 


MARIETTA,  OHIO  — Emergency  Depart- 
ment directorship  and  staff  position  avail- 
able at  200  bed  facility.  Board  certification 
or  Board  eligibility  in  Emergency  Medicine 
or  primary  specialty  preferred.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Road,  Room  37,  Traverse  City,  Ml 
49684;  or  call  1-800-253-1795,  in  Michigan 
1-800-632-3496. 


“CONTROVERSIES  & CRITICAL  ISSUES 
IN  VASCULAR  SURGERY”  — THE  SIX- 
TEENTH ANNUAL  PERIPHERAL  VASCU- 
LAR DISEASE  SYMPOSIUM.  Hyatt  on 
Capitol  Square,  Columbus,  OH;  September 
24-27,  1986.  Sponsored  by  Saint  Anthony 
Medical  Center,  this  Symposium  encour- 
ages the  “team  aspect”  of  caring  for  peri- 
pheral vascular  patients  and  offers  concur- 
rent programs  for  physicians,  nurses  and 
vascular  technologists.  Category  1 & 

2D  credits:  21  hours.  Contact:  Shelly 

Hershberger,  St.  Anthony  Med.  Ctr.,  1492 
E.  Broad  St.,  Suite  1100,  Columbus,  OH 
43205;  614-251-3680. 


$1,250  WEEKLY  HOME-MAILING  PRO- 
GRAM! Guaranteed  earnings.  Start  im- 
mediately. FREE  DETAILS,  Rush  stamped, 
self-addressed  envelope  to:  SLH,  Drawer 
575,  Thorsby,  Alabama  35171-0575. 


SALE:  10  room  A.  C.  medical  office 
bldg.,  some  furnishings,  supplies.  Easily 
divided  into  two  offices,  Urgent  Care  pos- 
sibility. 22  space  parking.  Near  hospitals. 
304-325-3714  or  P.  O.  Box  1379,  Bluefield, 
WV  25701. 


CLASSIFIED  RATES:  $10  for  10  lines; 
for  every  line  over  10  lines  there  will  be 
an  additional  charge  of  $2  per  line.  Cost 
to  be  figured  after  ad  has  been  set  by 
the  printer.  $15  for  confidential  ad  (10 
lines). 

DEADLINE:  Copy  must  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the  Au- 
gust issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV  25364. 
Telephone:  (304)  925-0342. 
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COMPANY 
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1652  4TH  AVENUE 
CHARLESTON,  WV  25357 

PHONE:  346-0676 


It’s  true.  Because  “muscular  dystro- 
phy” is  the  term  for  a group  of 
twelve  diseases — and  no  one  disor- 
der goes  by  that  name. 

Other  facts  about  muscular 
dystrophy  might  surprise  you,  too. 
For  one  thing,  the  diseases  aren’t 
restricted  to  children.  Anyone  can 
be  stricken,  at  any  time. 

For  another  thing,  the 
Muscular  Dystrophy  Association 
battles  not  just  the  twelve  muscular 
dystrophies,  but  twenty-eight  other 
neuromuscular  diseases,  too. 

At  MDA,  we’re  striving  to 
put  an  end  to  all  the  devastating 
disorders  you  used  to  think  of  as 
muscular  dystrophy. 

And  one  day — we’re  deter- 
mined— this  chair  will  be  empty 
for  real. 


Muscular  Dystrophy  Association 
Jerry  Lewis,  National  Chairman 


SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 

Medical  Staff  Members 


R.  A.  Edwards,  M.  D.  697-7036  J.  Corcella,  M.  D.  525-7851 

K.  M.  Fink,  M.  D.  525-8191  J.  V.  Ottaviano,  M.  D.  525-7851 

R.  W.  Hibbard,  M.  D.  525-9355  L.  C.  Smith,  M.  D.  697-7036 

F.  Hoback,  M.  D.  697-7036  M.  M.  Bateman,  M.  D.  526-0580 

D.  H.  Webb,  M.  D.  525-9355  R.  A.  Kayser,  M.  D.  526-0580 
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MILLIONS  OF  PEOPLE 
HAVE  BEEN  CURED  OF 
A DISEASE  MOST 
PEOPLE  SEEMTOTHINK 
IS  INCURABLE. 


Today,  one  out  of  every  two  people  who  get 
cancer  will  survive. 

With  early  detection  and  prompt  treatment, 
the  survival  rate  for  Hodgkins  disease  can  be  as 
high  as  74%.  Childhood  leukemia:  as  high  as  65%. 
Colon  and  rectal  cancer:  as  high  as  75%.  Breast 
cancer:  as  high  as  90%. 

As  far  as  we’ve  come,  we  still  have  quite  a 
way  to  go.  And  for  that, 
wed  like  your  help.  _ _ 

There's  only  one  AAAERIGAN 
place  w here  cancer  is  ^CANCER 
a hopeless  disease:  \ SOCIETY 

In  your  mind.  Help  us  keep  winning. 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


•ft 


••  . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  i§|  £ 


Psychiatrist 

California 


. . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  tt 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

brand  of 

flurazepam  HCI/Roche  © 

sleep  that  satisfies 


15-mg/30-mg 
capsules 


References:  1.  Kales  J.  etal:  Clin  Pharmacol  Ther  72  691  - 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
78:356-363,  Sep  1975.  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  19  576-583,  May  1976.  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther 32.781-788,  Dec  1982.  5.  Frost  JD  Jr,  DeLucchi  MR: 
J Am  Geriatr  Soc  27  541-546,  Dec  1979.  6.  Dement  WC, 
etal:  BehavMed,  pp.  25-31,  Oct  1978.  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3. 140-150,  Apr  1983. 

8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21:355^361, 

Mar  1977. 


brand  of 

flurazepam  FICI/Roche  (jv 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  In  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  tlurazepam  HCI, 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam.  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase;  and  paradoxical  reactions,  e g.. 
excitement,  stimulation  and  hyperactivity. 

Dosage:  individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients.  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


#1  FOR  SLEEP 

After  more  than  15  years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. 18  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety 7 9 As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  preceding  page  for  summary  of  product  information 
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See  Page  183 
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Physicians  Always  Are 
Referring  lb  Our  Reputation. 


Physicians  refer  to  Saint 
Albans  because  of  our  excel- 
lent reputation  as  Virginia’s 
only  full-service,  private,  not- 
for-profit  psychiatric  hospital. 

Since  1916,  that  reputation 
has  been  built  on  compre- 
hensive care.  We  have  fully 
accredited  treatment  programs 
for  adults,  adolescents  and 
substance  abusers.  Specialized 
programs  for  senior  adults, 
the  treatment  of  eating  dis- 
orders, phobias  and  pain 
management  also  are  offered. 

Today,  the  cost  of  such  care 
is  on  the  conscience  of 
patients  and  physicians.  We 
keep  that  in  mind,  too,  and  are  proud  that  Saint  Albans  has  the  lowest  current  average 
patient  daily  charge  of  any  private  psychiatric  hospital  in  Virginia. 

When  you  refer  patients  to  Saint  Albans,  you  can  rely  on  our  reputation  for  the 
best  possible  care  at  the  lowest  possible  cost.  That’s  why  physicians  have  been  refer- 
ring to  us  with  confidence  for  70  years.  Call  today,  toll-free  1 -800-368-3468,  for  a 
free  brochure  on  Saint  Albans  Psychiatric  Hospital  or  write  to  “Reputation,”  P.O. 


Box  3608,  Radford,  VA  24143. 


Soint  Albans 
Psychiatric  Hospital 


Private,  Not-For-Profit,  Full-Service 
Psychiatric  Care 


Radford,  Virginia 
1-800-368-3468 

Active  Medical  Staff: 


D.  Wilfred  Abse,  M.D. 
lames  K.  Barnes,  M.D. 
Hal  G.  Gillespie,  M.D. 
G.  Paul  Hlusko,  M.D. 
Ronald  L.  Myers,  M.D. 


Basil  E.  Roebuck,  M.D. 
0.  LeRoyce  Royal,  M.D. 
Morgan  E.  Scott,  M.D. 
Don  L.  Weston,  M.D. 


ONCE  AGAIN, 
VOUfl)  DON’T  LEAVE 
WELL  ENOUGH 
ALONE. 


Most  people  would  be  happy 
to  build  a car  with  an  average  life 
expectancy  of  15.6  years* 

But  Volvo  engineers  are 
harder  to  satisfy  than  most  peo- 
ple. That’s  why,  for  1986,  they’ve 
made  improvements  in  the  Volvo 
240.  Improvements  that  include 
heated  front  seats,  more  com- 
prehensive rust  proofing  and  a 


re-styled  body  aimed  at  bringing 
the  aerodynamics  of  the  240  to 
a new  low. 

Which  is  another  reason  why 
it’s  high-time  you  stopped  by  our 
Volvo  showroom  for  a test  drive. 

* Based  on  an  actuarial  analysis  of  the  1983-1984  U.S. 
Registration  Data  conducted  by  Ken  Warwick  & 
Associates.  Due  to  many  factors  including  mainte- 
nance, driving  conditions  and  habits,  your  Volvo  may 
not  last  as  long.  Then  again,  it  may  last  longer.  Sum- 
mary available  at  your  Volvo  dealer. 


THE  VOLVO  240 


See  VOLVO  at  TAG  GALYEAN 

1010  Washington  St.  East  — Heart  ’O  Town  Holiday  Inn 
Telephone  344-1776 


'86  Volvos  come  with  a 3-year  limited  warranty  that  puts  no  limit  on  mileage.  See  your  Volvo  dealer  for  terms  and  conditions.  © isss  volvo  north  America  corporation 


We’ve  Grown! 
Together... 

McDonough 
Caperton 
Systems 


CHARLESTON  DATA  SYSTEMS 


Together  we  offer  the  largest,  most  complete  selection  of  medical  office  management 
systems  and  services  available  to  physicians  in  West  Virginia.  Our  combined  efforts  mean 
you  have  a choice  .... 

•tfc  of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

* of  hardware  including  IBM,  AT  & T,  and  IMS 

of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

* of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

of  total  hardware  and  software  support  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

^ of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  ON/OFF  capability. 


MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 
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Surgeons 


Keeping  Your  Family  In  Sight 


SOUTH  CHARLESTON  OFFICE 


• CATARACT  SURGERY 

• EYE  EXAMINATIONS 
• LASER  SURGERY 


• DRY  EYE  SPECIALISTS 
• PEDIATRIC  VISION  CARE 
• CONTACT  LENSES 


CHARLESTON  OFFICE 


Eye  Physicians 

and 


Muhib  S.  Tarakji,  M I). 


Herbert  A.  Tipler,  M.D. 


Richard  C.  Rashid,  M.I). 


Medicare  Assignment  accepted  on  aU  medicare  patients. 
Charging  only  what  medicare  approves  for  covered 
services. 


South  Charleston 
Across  the  street  from 
Thomas  Memorial  Hospital 
424  Division  Street 


FOR  APPOINTMENTS  CALL 

(304)  768-7371 


Charleston 

CAMC/General  Division 
General  Medical  Pavilion, 
Suite  100 
415  Morris  Street 
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“High 

blood  pressure 
should  be  a 
red  flag  to 
screen  for 
cholesterol...” 


Wyeth  Laboratories 


If  your  patients  have  hypertension,  1 


The  Framingham  Heart  Study2  showed  that 
over  two  thirds  of  the  35  and  older  population 
in  that  study  with  systolic  blood  pressures 
over  145  mmHg  also  had  serum  cholesterol 
levels  of  225  mg/dL  or  more,  and  46%  had 
levels  above  250  mg/dL. 

While  many  clinical  laboratories  still 
report  250  mg/dL  as  “normal”  cholesterol, 
the  NIH  Consensus  Development  Conference 
Statement  on  Cholesterol  and  Heart  Disease3 
stated  that  any  level  above  220  mg/dL  is 
associated  with  a significantly  increased 
risk  of  coronary  heart  disease. 


erol  pa 
e as  a 


Epidemiological  studies  and  large-scale 
prevention  trials  have  indicated  that  as  with 
blood  pressure,  serum  cholesterol  levels 
are  proportionately  related  to  CHD  risk. 


Specifically,  “...for  every  10  mmHg  rise 
in  pressure,  there  appears  to  be  about  a 30% 
rise  in  cardiovascular  risk.”4  “...for  every  one 
percent  you  go  up  the  American  cholesterol 
scale,  your  subsequent  rate  of  heart  attack 
rises  two  to  three  percent.”5 

And  although  the  specific  impact  on  CHD 
has  not  been  determined,  we  know  that  many 
of  the  principal  agents  used  to  lower  blood 
pressure  actually  increase  cholesterol. 


While  Wytensin  is  not  a cholesterol-lowering 
agent  and  is  not  indicated  for  the  treatment 
of  hyperlipidemia,  in  controlled  clinical  trials6 
it  caused  a slight,  sustained  decrease  in  total 
cholesterol  without  reducing  the  HDL  fraction 
or  altering  serum  triglycerides. 

At  the  same  time,  Wytensin  lowered  blood 
pressure  as  effectively  as  hydrochlorothiazide, 
propranolol,  clonidine  or  methyldopa. 
Drowsiness  and/or  dry  mouth,  the  most  fre- 
quent side  effects  noted  with  Wytensin, 
usually  diminish  or  disappear  over  time.  In 
fact,  in  double-blind  studies  to  date,  dis- 
continuance of  therapy  for  all  side  effects 
occurred  in  about  1 3%  of  patients. 


References:  1 Glueck  CJ:  Remarks  in  the  symposium.  Blood  Pressure.  Cholesterol  and  Coronary  Heart  Disease.  Washington,  D C , March  31.  1985  2 The  Framingham 

Study,  An  epidemiological  investigation  of  cardiovascular  disease.  Section  28.  U S.  Dept  of  Health,  Education,  and  Welfare  3.  National  Institutes  of  Health  Consensus 
Development  Conference  Statement,  1984:  Vol  5,  No  7,  p4  4 Chobanian  AV:  The  influence  of  hypertension  and  other  hemodynamic  factors  in  atherogenesis.  Progress  in 
Cardiovascular  Diseases,  XXVI  ( 3):  177,  Nov/Dec,  1983.  5 Castelli  WP:  Remarks  in  the  symposium.  Blood  Pressure,  Cholesterol  and  Coronary  Heart  Disease.  Washington,  D C., 

March  31.  1985  6 Data  on  file,  Wyeth  Laboratories. 
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wTensin 

(guanabenz  acetate) 

Antihypertensive  therapy 
that  does  not  increase  cholesterol 

Brief  Summary 

Before  prescribing,  consult  the  complete  package  circular. 

Indications  and  Usage:  Treatment  of  hypertension,  alone  or  in  combination  with 
a thiazide  diuretic 

Contraindication:  Known  sensitivity  to  the  drug. 

Precautions:  1 Sedation:  Causes  sedation  or  drowsiness  in  a large  fraction  of  pa- 
tients When  used  with  centrally  active  depressants,  e g.,  pbenothiazines,  barbitu 
rates  and  benzodiazepines,  consider  potential  for  additive  sedative  effects.  2 
Patients  with  vascular  insufficiency  Like  other  antihypertensives  use  with  caution 
in  severe  coronary  insufficiency,  recent  myocardial  infarction,  cerebrovascular  dis- 
ease, or  severe  hepatic  or  renal  failure  3 Rebound:  Sudden  cessation  of  therapy 
with  central  alpha  agonists  like  Wytensln  may  rarely  result  in  “overshoot"  hyper 
tension  and  more  commonly  produces  increase  in  serum  catecholamines  and  sub- 
jective symptomatology 

INFORMATION  FOR  PATIENTS  Advise  patients  on  Wytensin  to  exercise  caution 
when  operating  dangerous  machinery  or  motor  vehicles  until  it  is  determined  they 
do  not  become  drowsy  or  dizzy  Warn  patients  that  tolerance  for  alcohol  and  other 
CNS  depressants  mav  be  diminished  Advise  patients  not  to  discontinue  therapy 
abruptly 

LAB  TESTS  In  clinical  trials,  no  clinically  significant  lab  test  abnormalities  were 
identified  during  acute  or  chronic  therapy  Tests  included  CBC,  urinalysis,  electro- 
lytes, SGOT.  bilirubin,  alkaline  phosphatase,  uric  acid,  BUN.  creatinine,  glucose,  cal 
cium.  phosphorus,  total  protein,  and  Coombs'  test  During  long-term  use  there  was 
small  decrease  in  serum  cholesterol  and  total  triglycerides  without  change  in  high 
density  lipoprotein  fraction  In  rare  instances  occasional  nonprogressive  increase 
in  liver  enzymes  was  observed,  but  no  clinical  evidence  of  hepatic  disease 
DRUG  INTERACTIONS  Wytensln  was  not  demonstrated  to  cause  drug  interactions 
when  given  w ith  other  drugs,  e g . digitalis,  diuretics,  analgesics,  anxiolytics,  and 
antiinflammatory  or  antiinfective  agents,  in  clinical  trials  However,  potential  for  in- 
creased sedation  when  given  concomitantly  with  CNS  depressants  should  be  noted 
DRUG/LAB  TEST  INTERACTIONS  No  lab  test  abnormalities  were  identified  with 
Wytensln  use 

CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  No  evidence  of 
carcinogenic  potential  emerged  in  rats  during  a two-year  oral  study  with  Wytensln 
at  up  to  9 5 mg  kg  day,  ie  .about  10  times  maximum  recommended  human  dose  In 
the  Salmonella  microsome  mutagenicity  ( Ames ) test  system,  Wytensln  at  200-500 
meg  per  plate  or  at  30-50  mcg/ml  in  suspension  gave  dose-related  increases  in  num 
ber  of  mutants  in  one  (TA  1537)  of  five  Salmonella  typbimurium  strains  with  or 
without  inclusion  of  rat  liver  microsomes  No  mutagenic  activity  was  seen  at  doses 
up  to  those  which  inhibit  growth  in  the  eukaryotic  microorganism,  Scblzosaccbar 
omyces pombe.  or  in  Chinese  hamster  ovary  cells  at  doses  up  to  those  lethal  to  the 
cells  in  culture  In  another  eukaryotic  system,  Saccharomyces  cerevisiae. 
Wytensin  produced  no  activity  in  an  assay  measuring  induction  of  repairable  DNA 
damage  Reproductive  studies  showed  a decreased  pregnancy  rate  in  rats  given  high 
oral  doses  ( 9 6 mg  kg),  suggesting  impairment  of  fertility  Fertility  of  treated  males 
(9  6 mgkg)  may  also  have  been  affected,  as  suggested  by  decreased  pregnancy  rate 
of  mates,  even  though  females  received  drug  only  during  last  third  of  pregnancy 
PREGNANCY  Pregnancy  Category  C WYTENSIN*  MAY  HAVE  ADVERSE  EFFECTS 
ON  FETUS  WHEN  ADMINISTERED  TO  PREGNANT  WOMEN  A teratology  study  in 
mice  indicated  possible  increase  in  skeletal  abnormalities  when  Wytensln  is  given 
orally  at  doses  3 to  6 times  maximum  recommended  human  dose  of  10  mgkg 
These  abnormalities,  principally  costal  and  vertebral,  were  not  noted  in  similar 
studies  in  rats  and  rabbits  However,  increased  fetal  loss  has  been  observed  after 
oral  Wytensln  given  to  pregnant  rats  ( 14  rag  kg)  and  rabbits  (20  rag  kg)  Repro 
ductive  studies  in  rats  have  shown  slightly  decreased  live-birth  indices,  decreased 
fetal  survival  rate,  and  decreased  pup  body  weight  at  oral  doses  of  6 4 and  9 6 mg 
kg  There  are  no  adequate,  well-controlled  studies  in  pregnant  women  Wytensln 
should  be  used  during  pregnancy  only  if  potential  benefit  tustifies  potential  risk  to 
fetus 

NURSING  MOTHERS  Because  no  information  is  available  on  Wytensln  excretion 
in  human  milk,  it  should  not  be  given  to  nursing  mothers 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  less  than  12  years  of  age  have 
not  been  demonstrated,  use  in  this  age  group  cannot  be  recommended 
Adverse  Reactions:  Incidence  of  adverse  effects  was  ascertained  from  controlled 
clinical  studies  in  U.S.  and  is  based  on  data  from  859  patients  on  Wytensln  for  up 
to  3 years  There  is  some  evidence  that  side  effects  are  dose  related  Following  table 
shows  incidence  of  adverse  effects  in  at  least  5%  of  patients  in  study  comparing 
Wytensln  to  placebo  at  starting  dose  of  8 mg  b i d 


Adverse  Effect 

Placebo  (%) 
n = 102 

Wytensln  ( % ) 

n = 109 

Dry  mouth 

7 

28 

Drowsiness  or 
sedation 

12 

39 

Dizziness 

7 

17 

Weakness 

7 

10 

Headache 

6 

5 

In  other  controlled  clinical  trials  at  starting  dose  of  16  mg  day  in  4"'6  patients,  in- 
cidence of  dry  mouth  was  slightly  higher  ( 38%  ) and  dizziness  was  slightly  lower 
( 12% ).  but  incidence  of  most  frequent  adverse  effects  was  similar  to  placebo  con 
trolled  trial  Although  these  side  effects  were  not  serious,  they  led  to  discontinua- 
tion of  treatment  about  15%  of  the  time  In  more  recent  studies  using  an  initial  dose 
of  8 mg  dav  in  274  patients,  incidence  of  drowsiness  or  sedation  was  lower,  about 
20%  Other  adverse  effects  reported  during  clinical  trials  but  not  clearly  distin- 
guishable from  placebo  effects  and  occurring  with  frequency  of  3%  or  less  Car 
diovascular— chest  pain,  edema,  arrhythmias,  palpitations  Gastrointestinal- 
nausea,  epigastric  pain,  diarrhea,  vomiting,  constipation,  abdominal  discomfort 
Central  nervous  system— anxiety,  ataxia,  depression,  sleep  disturbances  ENT  dis- 
orders—nasal  congestion  Eye  disorders— blurring  of  vision  Musculoskeletal- 
aches  in  extremities,  muscle  aches.  Respiratory— dyspnea  Dermatologic— rash, 
pruritus  Urogenital— urinary  frequency,  disturbances  of  sexual  function  Other- 
gynecomastia.  taste  disorders 

Drug  Abuse  sod  Dependence:  No  dependence  or  abuse  has  been  reported 
Overdosage  Accidental  ingestion  caused  hypotension,  somnolence,  lethargy,  irrit- 
ability. miosis,  and  bradycardia  in  two  children  aged  one  and  three  years  Gastric 
lavage  and  pressor  substances,  fluids,  and  oral  activated  charcoal  resulted  in  com- 
plete and  uneventful  recovery  within  12  hours  in  both  Since  experience  with  ac- 
cidental overdosage  is  limited,  suggested  treatment  is  mainly  supportive  while  drug 
is  being  eliminated  and  until  patient  is  no  longer  symptomatic  Vital  signs  and  fluid 
balance  should  be  carefully  monitored  Adequate  airway  should  be  maintained  and. 
if  indicated,  assisted  respiration  instituted  No  data  are  available  on  Wytensln 
dialyzability 

Dosage  and  Administration:  Individualize  dosage  A starting  dose  of  4 mg  b i d. 
is  recommended,  whether  used  alone  or  with  a thiazide  diuretic  Dosage  may  be 
increased  in  increments  of  4 to  8 rng/day  every  one  to  two  weeks,  depending  on 
response  Maximum  dose  studied  has  been  32  mg  bid.,  but  doses  this  high  are 
rarely  needed 

How  Supplied:  ( guanabenz  acetate ) Tablets,  4 mg  bottles  of  100  and  500;  8 mg  and 
16  mg  bottles  of  100.  Revised  2/14/85 
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TWELVE 
IMPECCABLE 
EXCUSES 
FOR  NOT  GIVING 
BLOOD. 

kk  i . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5.1  just  got  back 
from  Monaco. 

6. The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 

8.1  didn’t  sign  up. 

9.1’m  going  out 

of  town. 

10. Asthma  runs  in 
my  family. 

1 1 . 1  forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 
flowering 
magnolia. 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 

EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 


c 1984,  Wyeth  Laboratories. 


McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY 


One  Financial  Place 


When  rigid  thinking 
narrows  your  financial 
potential. 


you  need  a broader 
financial  resource. 


Traditional  thinking  and  traditional  financial  advisors  have  their  place,  but  they  don’t 
allow  for  the  flexible  wisdom  necessary  to  meet  today’s  broad  financial  needs. 

That’s  why  we  developed  ONE  FINANCIAL  PLACE. 

As  your  single  financial  resource,  we  respond  to  your  needs  by  analyzing  and 
evaluating  your  situation,  customizing  financial  strategies  to  meet  your  goals,  and  then 
implementing  a plan  that  will  work  for  you. 

ONE  FINANCIAL  PLACE.  The  only  One. 


One  Financial  Place  Services  Are  Available  Throush  These  One  Valley  Banks 


Kanawha  Valley  Bank,  n.a..  Charleston,  WV 
Security  Bank,  Huntington,  WV 

One  Valley  Bank  of  Hurricane,  Hurricane,  WV 
Citizens  National  Bank,  Martinsburg,  WV 


New  River  Banking  Trust,  Oak  Hill,  WV 
Mercer  County  Bank,  Princeton,  WV 
Seneca  National  Bank,  Ronceverte,  WV 
The  Bank  of  St.  Albans,  St.  Albans,  WV 


MEMBERS  FDIC 


Elcomp.. .the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It's  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward — to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


i w Data  General 


ELSET1F  systems,  ins. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386 


PHYSICIANS. 

SCHEDULE  SOME  TIME 
FOR  YOUR  COUNTRY. 

Many  physicians  would  like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve  unit.  We  know  that  making  a weekend 
commitment  can  be  difficult  for  most  physicians.  So  it  is  practical  for 
the  Army  Reserve  units  to  be  flexible  about  time.  It’s  worth  discussing. 

Incidentally,  in  addition  to  satisfying  your  own  desire  to  serve 
your  country,  there  are  exceptional  opportunities  lO  do  something 
totally  different  from  a day-to-day  routine.  Opportunities  to  study  new 
areas  of  medicine,  meet  new  people  in  your  specialty,  and  be  a part 
of  one  of  the  world’s  most  advanced  medical  teams. 

Discuss  the  opportunities  with  our  Army  Medical  Personnel 
Counselor.  Call: 


412-644-4432,  Maj.  Schuder 


ARMY  RESERVE. 
BEALLYOUCANBE. 


Before  prescribing  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDA  The  following  is  a brief  summary. 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency  Periodically  serum  K+  levels  should  be 
determined  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K4  intake  Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk  If  their  use  is  essential 
the  patient  should  stop  nursing  Adequate  information  on  use  in  children 
is  not  available  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However, 
extensive  clinical  experience  with  Dyazide  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice  Angiotensin- 
converting  enzyme  (ACEi  inhibitors  can  elevate  serum  potassium,  use 
with  caution  with  Dyazide  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ ACTH  ])  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine  Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components  Therefore  Dyazide 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacm.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  ana  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  Dyazide 
interferes  with  fluorescent  measurement  of  quinidine  Hypokalemia  is 
uncommon  with  Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance  Calcium  excretion  is  decreased  by  thiazides 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions,  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pax™  unit-of-use  bottles  of  100 
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Remember  the  Unique 
Red  and  White  Capsule: 
Your  Assurance  of 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 


Potassium-  Sparing 

DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
"four  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina,  P R,  00630 
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Consider  the 
causative  organisms... 


250-mg  Pulvules  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae,  Streptococcus  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Note:  Ceclor " is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Ceclor  (cefaclor) 

Summary  Consult  the  package  literature 
for  prescribing  information 
Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae, Haemophilus  influenzae,  and 
S.  pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications:  Known  allergy  to 
cephalosporins. 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic 
patients 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended  Ceclor  should  be  admin- 
istered with  caution  In  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother's  milk  Exercise 
caution  in  prescribing  for  these  patients 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon  Those  reported  include 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like  reactions)  1.5%:  usually  subside 
within  a few  days  after  cessation  of 
therapy  These  reactions  have  been 
reported  more  freguently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  seguelae 
have  been  reported  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy 

• Other:  eosinophilia,  2%:  genital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict's  or  Fehling's  solution  and 
Clinitest"  tablets  but  not  with  Tes-Tape" 
(glucose  enzymatic  test  strip,  Lilly) 
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Parker/ Hunter  answers  the  question: 


What  could  be 
better  than  money 
in  the  bank? 


How  about  a vacation  home? 

A sailboat?  Or  an  annuity  that  pays  you 
tax-deferred  interest? 

At  Parker/Hunter,  we  think  everybody  should 
keep  some  money  socked  away  After  all,  there's  nothing 
more  comforting  than  money  in  the  bank. 

But  there  are  lots  of  things  to  do  with  your 
money  that  can  be  more  rewarding.  And  some  of  them 
are  just  as  safe. 

Besides  tax-deferred  annuities,  there  are  money 
market  funds,  mutual  funds,  stocks  and  bonds,  to  name 
just  a few. 

But  before  we  recommend  any  of  them  to  you,  we 
get  to  know  you.  To  understand  what  your  needs  are.  What 
your  goals  are.  What  kind  of  person  you  are. 

Then,  and  only  then,  can  we  put  together  an 
investment  plan  with  the  right  balance  of  security  and 
growth  potential  for  you. 

A plan  to  help  you  do . . . whatever  you  plan  to  do. 

Whether  it’s  putting  kids  through  college.  Or 
retiring.  Or  even  sailing. 

And  what  could  be  better  than  that? 

Let's  get  started  today.  Call  — or  just  drop 
by  — your  local  Parker/Hunter  office. 

PARKER/ HUNTER 

We  just  might  he  the  most  important  part 
of  your  investment  portfolio. 

Clarksburg:  304/624-7444  ,WV  Toll  Free  800/352-8070 
Morgantown:  304/296-9133,  WV  Toll  Free  800/352-2519 
Parkersburg:  304/422-8405,  WV  Toll  Free  800/642-1984 

Parker/ Hunter  Incorporated 
Member  New  York  Stock  Exchange.  Inc  Member  SII’C 
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Percutaneous  balloon  pulmonary 
valvuloplasty  was  performed  in  10 
patients  with  valvular  pulmonic 
stenosis.  The  patients  ranged  in  age 
from  eight  months  to  10  and  11/12 
years,  and  in  weight  from  6.9  to  38.5 
kilograms.  The  procedure  achieved  a 
reduction  in  transvalvular  gradient 
from  a mean  of  72.5  mmHg  to  a mean 
of  30.5  mmHg.  No  serious  complica- 
tions occurred.  Balloon  valvuloplasty 
appears  to  be  a safe  and  effective  tech- 
nique for  the  nonoperative  relief  of 
valvular  pulmonic  stenosis. 

Introduction 

The  1982  report  by  Kan  et  al.1 

describing  the  use  of  polyethylene 
balloon  catheters  to  relieve  valvular 
pulmonic  stenosis  generated  consider- 
able interest  among  pediatric  cardio- 
logists. Corroborative  experience  soon 
followed,2,3  and  the  technique  has 
replaced  routine  surgical  valvotomy  in 
several  centers. 

Between  May,  1984,  and  July,  1985, 
10  patients  with  valvular  pulmonic 
stenosis  underwent  a balloon  dilatation 
procedure  at  West  Virginia  University 
Hospital.  The  results  are  described  in 
this  report. 

Patients 

Patients  were  considered  eligible  for 
pulmonary  valvuloplasty  if  there  was 
a gradient  across  the  pulmonary  valve 


of  at  least  40mmHg  in  the  absence  of 
additional  cardiac  abnormalities  suf- 
ficiently severe  to  require  surgery. 

Twelve  patients  met  the  above 
criteria  and  10  underwent  the  pro- 
cedure. Two  patients  were  found  to 
have  severe  valvular  stenosis  with 
right  ventricular  pressure  approxi- 
mately twice  the  left  ventricular  pres- 
sure. It  was  felt  that  the  valve  orifice 
in  these  patients  would  be  smaller  than 
the  deflated  balloon,  and  no  attempt 
at  valvuloplasty  was  made. 

The  patients  ranged  in  age  from 
eight  months  to  10  and  11/12  years 
I median  three  and  2/12  years  ) and  in 
weight  from  6.9  kg  to  38.5  kg 
(median  13.7  kg).  None  was  felt  to 
have  symptoms  related  to  the  cardiac 
defect. 


Methods 

The  patients  were  premedicated 
with  an  intramuscular  injection  of 
meperidine,  promethazine  and  chlor- 
promazine.  An  arterial  cannula  was 
placed  percutaneously  into  the  left 
femoral  artery  and  a sheath  into  the 
right  femoral  vein.  Multiple  pressure 
recordings  were  obtained  during  pull 
back  from  the  main  pulmonary  artery 
to  the  right  ventricle  with  simul- 
taneous recording  of  systemic  arterial 
pressure.  A right  ventricular  cineangi- 
ogram  was  then  performed  using 
anteroposterior  and  lateral  projec- 
tions. A radiopaque  grid  was  em- 
ployed to  measure  the  pulmonary 
valve  annulus  dimension  in  both 
angiographic  views. 


Figure  1-  Lateral  view  of  a partially  inflated  balloon  positioned  across  the 
pulmonary  valve.  The  position  of  the  stenotic  valve  is  indicated  by  an  indentation 
or  “waist”  (arrow)  near  the  mid  portion  of  the  balloon. 
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An  appropriate  dilatation  catheter 
was  selected  based  on  the  measured 
dimensions  of  the  pulmonary  annulus. 
The  balloon  size  chosen  ranged  from 
80  per  cent  to  120  per  cent  of  the 
pulmonary  annulus  size,  the  larger 
balloons  being  employed  in  the  later 
patients  in  the  series. 

A guide  wire  was  then  placed  in  the 
distal  left  pulmonary  artery  and  the 
balloon  catheter  advanced  over  the 
guide  wire  and  positioned  across  the 
pulmonary  valve.  The  balloon  was 
rapidly  inflated  with  a dilute  saline- 

TABLE 


contrast  mixture.  During  initial  in- 
flation, a well-defined  indentation  or 
'‘waist,"  representing  the  narrowed 
valve  orifice,  could  be  seen  (Figure 
1).  Further  inflation  resulted  in 
obliteration  of  the  “waist”  as  the  bal- 
loon assumed  a tubular  configuration 
I Figure  2).  Deflation  was  begun  as 
soon  as  the  “waist"  was  obliterated. 
The  entire  inflation-deflation  cycle 
routinely  lasted  approximately  five 
seconds.  The  procedure  was  repeated 
three  to  five  times. 

Following  dilatation,  several  ad- 
ditional main  pulmonary  artery-to- 


right  ventricle  pressure  recordings 
were  obtained. 

Results 

The  results  are  summarized  in  the 
Table.  The  gradient  across  the  pul- 
monary valve  was  reduced  in  all  cases. 
The  mean  gradient  decreased  from 
72.5  mmHg  pre-dilatation  to  30.5 
mmHg  following  the  procedure.  More 
substantial  reduction  was  obtained 
when  a balloon  with  a diameter  larger 
than  the  pulmonary  valve  annulus 
diameter  was  selected. 

Two  patients  developed  significant 
subvalvular  stenosis  following  valvu- 
loplasty. One  was  re-catheterized  one 
year  following  valvuloplasty,  was 
found  to  have  continued  subpulmonic 
stenosis,  and  has  been  scheduled  for 
surgery.  The  other,  who  also  has  a 
nonobstructive  hypertrophic  cardio- 
myopathy, was  treated  with  oral  pro- 
pranolol and  is  awaiting  re-catheter- 
ization. 

No  patient  experienced  a significant 
complication.  Transient,  mild  brady- 
cardia occurred  during  inflation  of  the 
balloon,  but  serious  arrhythmias  were 
not  encountered.  One  patient  de- 
veloped minimal  bleeding  from  the 
femoral  vein  approximately  two  hours 
following  the  procedure.  All  patients 
were  discharged  one  day  following 
catheterization. 

Discussion 

Balloon  dilatation  of  peripheral 
vascular  stenoses  has  been  successfully 
employed  for  more  than  20  years. 
Recently,  there  has  been  widespread 
interest  in  the  application  of  balloon 
dilatation  to  a variety  of  cardiovascu- 
lar problems  including  pulmonary 
and  aortic  stenosis,  coarctation  of 
the  aorta,  and  peripheral  pulmonic 
stenoses.  Experience  has  been  most 
extensive  among  patients  with  valvular 
pulmonic  stenosis,  and  the  results 
have  been  excellent  with  very  little 
morbidity  and  no  reported  mortality. 
Our  experience  has  been  similarly 
gratifying  with  uniform  reduction  of 
valvular  gradients  to  levels  below  that 
usually  felt  to  require  surgery. 
Initially,  we  were  reluctant  to  use  bal- 
loons which  were  larger  than  the 
pulmonary  annulus.  Recent  reports, 
however,  have  indicated  that  balloons 
120  to  140  per  cent  of  the  pulmonary 


Patient 

No. 

Age 

WT(kg) 

Pre-Balloon 

Post-Balloon 

Prv(mmHg) 

Prv/Plv 

A(mmMg) 

A (mmHg) 

1 

2 

8/12 

18.7 

145 

1.20 

125 

20° 

2 

3 

7/12 

12.0 

105 

.95 

100 

40 

3 

10 

11/12 

38.5 

100 

.83 

70 

40 

4 

16 

9/12 

66.5 

80 

.57 

60 

35 

5 

2 

5/12 

10.4 

100 

.83 

85 

30 

6 

5 

2/12 

19 

80 

.72 

55 

40 

7 

4 

5/12 

15.5 

80 

.72 

50 

35 

8 

1 

4/12 

10.2 

80 

.80 

65 

20 

9 

8/12 

6.9 

70 

.88 

50 

15° 

10 

1 

2/12 

7.7 

80 

.83 

65 

30 

0 Developed  subpulmonic  stenosis. 

Prv  = Right  ventricular  pressure 

Prv/Plv  rr  Ratio  of  right  ventricular  pressure  to  left  ventricular  pressure 
A = Gradient  across  pulmonay  valve 


Figure  2.  Lateral  view  of  the  fully  inflated  balloon.  The  “waist”  has  been 
obliterated  and  the  valve  is  fully  dilated. 
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annulus  dimension  may  be  employed 
safely,  and  we  are  now  using  larger 
balloons  with  a more  substantial 
reduction  in  gradient. 

Two  of  our  patients  developed 
significant  subpulmonic  stenosis  fol- 
lowing relief  of  the  valvular  narrow- 
ing. Others  have  reported  similar 
patients,4  the  phenomenon  apparently 
analogous  to  the  "suicide  right 
ventricle”  described  after  surgical 
valvotomy.  This  subpulmonic  obstruc- 
tion has  been  reported  to  regress  in 
some,  but  by  no  means  all,  patients. 

The  long-term  results  of  pulmo- 
nary valvuloplasty  remain  to  be  de- 
termined. Early  re-catheterization 
has  demonstrated  that  the  reduction 
in  gradient  persists  for  at  least  one  to 
two  years  following  the  procedure.5 
Surgical  observation  of  the  pulmo- 
nary valve  following  valvuloplasty  has 
demonstrated  that  the  valve  is  torn 
rather  than  stretched,2  so  it  seems 
probable  that  the  long-term  results 
will  be  similar  to  surgical  valvotomy. 

The  risks  associated  with  per- 
cutaneous dilatation  of  left-sided  ob- 
structive lesion  appear  to  be  higher 
than  those  experienced  with  pulmo- 
nary valvuloplasty.6  Deaths  have  fol- 
lowed dilatation  of  both  aortic 
stenosis  and  coarctation,  and  the  pos- 
sibility of  major  systemic  emboliza- 
tion remains  a concern.  In  addition, 
the  large  size  of  the  balloon  catheter 
has,  in  some  cases,  resulted  in  damage 
to  the  femoral  artery.  Nonetheless, 
results  have  been  encouraging  in 
certain  types  of  left-sided  lesions,  and 
we  recently  have  begun  to  attempt 
dilatation  of  selected  patients  with 
coarctation  of  the  aorta. 

It  seems  clear  that  the  trend  in 
pediatric  cardiac  catheterization  is 
away  from  diagnostic  procedures  and 
toward  interventional  ones.  Pulmonary 
valvuloplasty  is  becoming  established 
as  a safe  and  effective  procedure. 
Therapy  for  other  stenotic  lesions 
holds  promise,  and  techniques  for 
transcatheter  closure  of  patent  ductus 
arteriosus  and  uncomplicated  atrial 
septal  defects  are  being  developed. 
The  result  will  undoubtedly  be  a 
reduction  in  mortality,  morbidity  and 
health  care  costs  for  patients  with  a 
wide  variety  of  congenital  heart  de- 
fects. 
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Toxic  shock  syndrome  (TSS)  is 
a well-recognized  entity  characterized 
by  fever,  rash,  headache,  vomiting, 
diarrhea,  shock,  and  multi-system 
failure.1  First  reported  in  children  by 
Todd  and  associates,2  it  was  later  con- 
nected to  tampon  use.  We  wish  to 
present  a case  associated  with  the  use 
of  a diaphragm. 

Case  Report 

A3I-year-old  white  female  presented 
to  the  office  in  shock.  Brief 
questioning  revealed  vomiting  and 
diarrhea  associated  with  myalgias, 
headache,  and  meningismus  for  two 
days  prior  to  presentation.  She  also 
complained  of  bilateral  lower  quadrant 
pain  referred  to  the  scapulae. 

The  temperature  was  38.5°C,  pulse 
was  140,  and  the  blood  pressure  was 
unobtainable.  Dehydration  was  esti- 
mated at  greater  than  10  per  cent  of 
total  body  water.  Attempts  at  IV 
placement  were  unsuccessful.  She  was 
immediately  transferred  to  the  hos- 
pital by  paramedics  who  placed  her 
in  MAST  trousers. 

In  the  CCU  she  was  fluid-resusci- 
tated with  lactated  Ringers  solution  by 
central  vein.  The  blood  pressure  rose 
to  110  80,  pulse  was  140,  and 
temperature  was  38.5°C. 

History  of  scanty  menses  three 
weeks  prior  was  given.  The  patient 
had  been  on  oral  contraceptives  until 
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that  point.  She  had  intercourse  the 
day  before  the  illness,  using  a dia- 
phragm for  birth  control.  The  dia- 
phragm was  in  place  for  10  hours. 
She  complained  of  dysuria  but  not 
urgency  or  frequency. 

Past  medical  history  revealed  fre- 
quent bouts  of  cystitis.  There  was  no 
history  of  ingestion  of  wild  game, 
rawT  milk,  or  illness  in  the  family.  The 
remainder  of  the  review'  of  systems 
was  noncontributory. 

The  skin  was  flushed,  and  the 
patient  alert  and  oriented.  Eyes,  ears, 
nose,  throat,  heart  and  lungs  were 
normal.  Mild  meningismus  was  pres- 
ent. Bowel  sounds  were  absent  with 
rebound  and  guarding  present.  The 
tenderness  was  worse  in  the  right 
lower  quadrant.  No  foreign  bodies  or 
vaginal  discharge  were  noted  on 
pelvic  examination.  Tenderness  on 
cervical  motion  was  present.  No 
adenexal  or  rectal  masses  were  palp- 
able. 

Admission  laboratory  studies  re- 
vealed a white  count  of  33,500 /cu 
mm  with  four  metamyelocytes,  55 
stabs,  37  polys,  and  four  lymphocytes. 
The  hemoglobin  was  15.9  g/dl  and 
platelets  314.000/cu  mm.  Blood  and 
urine  pregnancy  tests  were  negative. 
Serum  creatinine  was  4.5  mg/dl, 
glucose  132  mg/dl,  sodium  134  meq/ 
dl,  potassium  5.0  meq/dl,  BUN  37 
mg/dl,  and  chloride  132  meq/dl. 
Urinalysis  showed  14-16  WBC/hpf 
with  50  mg/dl  of  albumin. 

Chest  roentgenogram  and  flat  and 
upright  film  of  the  abdomen  were 
normal.  A pelvic  ultrasound  showed 
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TABLE 

TSS  Case  Definition^ 

1.  Fever  (temperature>  38.9°C,  102°F) 

2.  Rash  (diffuse  macular  erythroderma) 

3.  Desquamation,  1-2  weeks  after  onset  of  illness  particularly  of  palms  and  soles 

4.  Hypotension  (systolic  blood  pressure  < 90  mm  Hg  for  adults  or  < 5th  percentile  by 

age  for  children  < 16  years  of  age,  or  orthostatic  syncope) 

5.  Involvement  of  three  or  more  of  the  following  organ  systems: 

A.  Gastrointestinal  (vomiting  or  diarrhea  at  onset  of  illness) 

B.  Muscular  (severe  myalgia  or  creatine  phosphokinase  level  twice  upper  limits  of 
normal  for  laboratory) 

C.  Mucous  membrane  (vaginal,  oropharyngeal,  or  conjunctival  hyperemia) 

D.  Renal  (blood  urea  nitrogen  or  creatinine  level  > twice  upper  limits  of  normal  for 
laboratory  or  > 5 white  blood  cells  per  high-power  field  in  absence  of  urinary  tract 
infection) 

E.  Hepatic  (total  bilirubin,  serum  glutamic  oxaloacetic  transaminase  or  serum  glutamic 
pyruvic  transaminase  > twice  upper  limits  of  normal  for  laboratory) 

F.  Hematologic  (platelets  < 100,000/mm) 

G.  Central  nervous  system  (disorientation  or  alterations  in  consciousness  without  focal 
neurological  signs  when  fever  and  hypotension  are  absent) 

6.  Negative  results  on  the  following  tests,  if  obtained: 

A.  Blood,  throat,  or  cerebrospinal  fluid  cultures 

B.  Serologic  tests  for  Rocky  Mountain  spotted  fever,  leptospirosis,  or  measles. 


a mass  near  the  cervix  thought  to  be 
either  bowel  or  abscess. 

Exploratory  Laparotomy 

A diagnosis  of  septic  shock  sec- 
ondary to  ruptured  hollow  viscus  or 
tubo-ovarian  abscess  was  entertained. 
Massive  amounts  of  I.V.  fluids, 
ampicillin,  clindamycin,  and  methyl- 
prednisolone  were  administered.  The 
patient  was  taken  to  surgery  for  an 
exploratory  laparotomy  on  advice  of 
both  gynecological  and  surgical  con- 
sultants. 

At  laparotomy  the  abdominal  and 
pelvic  contents  were  grossly  normal. 
Biopsies  of  some  large  omental  and 
mesenteric  lymph  nodes  were  per- 
formed along  with  appendectomy. 
The  small  bowel  serosa  had  granular 
areas  which  were  biopsied  along  with 
a cyst  on  the  serosa.  On  microscopic 
examination,  the  nodes  showed  sinus 
histiocytosis  and  focal  fibrosis.  The 
serosal  cyst  was  a benign  inclusion 
cyst  and  the  appendix  was  normal. 

Following  surgery,  hematology  con- 
sultation was  obtained.  It  was  the 
opinion  of  the  consultant  that  the 
leukocytosis  was  in  response  to  shock. 
A diagnosis  of  shigella  or  salmonella 
was  entertained,  and  gentamicin  was 
administered. 

On  the  second  hospital  day  the 
cardiovascular  status  stabilized  with 
normotension,  sinus  rhythm,  and  de- 
fervesence.  A sunburn-like  rash  was 
noted  on  the  abdomen.  Conjunctival 
infection  and  a reddened  oropharynx 
were  present.  The  external  genitals 
were  tender,  and  a vaginal  discharge 
was  noted  and  cultured. 

Gram  stain  of  the  vaginal  exudate 
revealed  gram-positive  cocci  in  clus- 
ters and  gram-negative  rods,  and  the 
vaginal  culture  grew  E.  coli.  Febrile 
and  cold  agglutins  were  negative.  The 
calcium  was  6.7  mg/dl,  creatinine  1.8 
mg/ dl,  LDH  237  U/l,  SGOT  58  U/l, 
inorganic  phosphorus  4.8  g / dl,  and 
magnesium  1.4  mg/dl.  Fibrin  split 
products  were  greater  than  10  but  less 
than  40  mg /ml.  Fibrinogen  level,  PT 
and  PTT  were  normal.  Platelets  were 
113,000/cu  mm  and  the  hemoglobin 


was  12.1  g/dl.  Throat  and  blood 
cultures  were  negative.  The  white 
blood  count  had  decreased  to  26,000/ 
cu  mm  with  two  metamyelocytes,  50 
stabs,  44  polys,  and  four  monocytes. 
Dohle  bodies  were  noted. 

Diagnosis  of  TSS  Made 

A diagnosis  of  toxic  shock  syn- 
drome was  made.  Ampicillin  was 
stopped,  and  nafcillin  was  started.  On 
the  third  hospital  day  menstrual  flow 
started.  The  remainder  of  the  hos- 
pital course  was  complicated  by  the 
metabolic  abnormalities  of  hypo- 
phosphatemia, hypomagnesiumemia, 
hypocalcemia,  bone  marrow  suppres- 
sion secondary  to  sepsis,  and  facial 
desquamation.  The  renal  function 
reverted  to  normal.  She  was  dis- 
charged on  the  eighth  hospital  day 
on  oral  contraceptives,  vitamins, 
calcium,  and  dicloxicillin.  She  was 
instructed  not  to  use  diaphragms. 

Two  weeks  later  the  patient  pre- 
sented with  an  intensely  pruritic 
generalized  maculopapular  rash  with 
desquamation  of  the  hands  but  not 
of  the  soles.  The  nail  beds  appeared 
loosened.  A chemical  profile  was 
normal  and  she  has  remained  well 
since. 

Discussion 

Toxic  shock  syndrome  is  a disease 
caused  by  exotoxins  produced  by 
Staphylococcus  aureus.  It  is  character- 


ized by  the  features  in  the  Table.3 
No  diagnostic  tests  for  toxic  shock 
syndrome  are  commercially  available, 
so  diagnosis  rests  solely  on  clinical 
grounds.  Our  patient  met  these 
criteria  listed  in  the  Table  with  the 
exception  that  her  fever  was  only 
38.5°C. 

Toxic  shock  has  been  most  com- 
monly associated  with  tampon  usage, 
although  a handful  of  cases  have  been 
reported  with  diaphragm  use.4  13 
Another  possibility  is  sexual  transmis- 
sion of  the  toxin-producing  staphy- 
lococcus.14 Because  of  the  lack  of  tam- 
pon usage  by  our  patient  and  follow- 
ing a search  of  the  current  literature, 
we  feel  the  diaphragm  is  the  most 
likely  etiologic  agent  in  this  case 
report  of  TSS. 

Apparently  the  incidence  of  TSS  is 
low  with  diaphragm  use,  but  it  should 
be  considered  in  a patient  with  this 
presentation.  Less  severe  cases  of 
TSS  are  easily  overlooked1’  and  mis- 
diagnosed as  gastroenteritis  or  viral 
syndromes.  A specific  pathophysio- 
logic mechanism  has  not  been  brought 
forth  in  diaphragm-associated  TSS. 
Perhaps  further  investigation  will  shed 
light  on  the  cause  of  TSS  in  dia- 
phragm-related cases  as  occurred  with 
tampon  use.  Caution  may  be  war- 
ranted in  prescribing  diaphragms  to 
patients  with  a prior  history  of  toxic 
shock  syndromes. 


172  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


References 

1.  Follow-up  on  toxic  shock  syndrome- 
United  States.  MMWR  1980;  29:297. 

2.  Todd  J,  Fishaut  M,  Kapral  F,  Welch 
T.  Toxic  shock  syndrome  associated  with 
phage  group- 1 Staphylococci.  Lancet  1978; 
2:1116. 

3.  Wagner  G.  Toxic  shock  syndrome:  a 
review.  Am  J Obstet  Gynecol  1983;  146:93. 

4.  Loomis  L,  Feder  H.  Toxic-shock 
syndrome  associated  with  diaphragm  use. 
N Engl  J Med  1981;  305:1585. 

5.  Jaffe  R.  Toxic-shock  syndrome  as- 
sociated with  diaphragm  use.  N Engl  J 
Med  1981;  305:1585. 

6.  Reingold  A,  Hargrett  N,  Dan  B,  et  al. 
Nonmenstrual  toxic  shock  syndrome.  Ann 
Int  Med  1982;  96:871. 

7.  Hyde  L.  Toxic  shock  syndrome  as- 
sociated with  diaphragm  use.  J Fam  Pract 
1983;  16:616. 

8.  Reingold  A,  Shands  K,  Dan  B.  Toxic 
shock  syndrome  not  associated  with  men- 
struation. Lancet  1982;  8262:1. 


Discussant: 

WILLIAM  T.  SHOCKCOR,  M.  D. 
Assistant  Professor  of  Medicine 


Deep  venous  thrombosis  is  a com- 
mon disorder  in  medical  and  surgical 
patients  and  is  associated  with  signi- 
ficant morbidity  and,  indirectly,  mor- 
tality. Several  risk  factors  have  been 
identified  for  the  development  of 
venous  thrombosis.  Mechanical  and 
pharmacologic  methods  of  thrombo- 
prophylaxis have  been  demonstrated 
to  be  effective  in  preventing  post- 
operative thrombosis  in  various  popu- 
lations of  surgical  patients.  Various 
methods  are  more  effective  in  different 
subsets  of  surgical  patients. 

Fewer  data  are  available  on  medi- 
cal patients,  specifically  those  with 
acute  myocardial  infarction,  conges- 
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tive  heart  failure  and  recent  stroke. 
Choice  of  thromboprophylaxis  method 
must  take  into  account  the  group  of 
patients  being  treated,  risks  of  treat- 
ment, and  practical  ease  of  administra- 
tion. 

Deep  venous  thrombosis  is  a common 
problem  for  the  hospitalized  surgi- 
cal or  medical  patient.  Estimates  of 
the  prevalence  of  deep  venous  throm- 
bosis are  as  high  as  1,000,000  to 
1.500,000  cases  annually  in  the  United 
States.1  Venous  thrombosis  can  be 
an  important  cause  of  patient  mor- 
bidity and,  indirectly,  patient  mor- 
tality. There  is  a large  body  of  evi- 
dence that  supports  the  efficacy  and 
safety  of  prophylactic  therapy  in  the 
prevention  of  venous  thrombosis  in 
certain  groups  of  patients  at  increased 
risk  for  developing  the  disorder.  This 


paper  will  review  the  sequelae,  risk 
factors,  diagnosis,  and  prevention  of 
deep  venous  thrombosis. 

Sequelae  of  Venous  Thrombosis 

The  two  major  sequelae  of  deep 
venous  thrombosis  are  pulmonary 
embolism  and  the  postphlebitic  syn- 
drome. 125I-fibrinogen  scanning  and 
contrast  venography  in  surgical  pa- 
tients demonstrate  that  the  majority 
of  venous  thrombi  form  in  calf  veins 
but  only  20  per  cent  extend  proxi- 
mally  into  the  popliteal,  femoral  and 
iliac  veins.  Pulmonary  embolism 
occurs  in  50  per  cent  of  patients  wTith 
proximally  extending  leg  vein  throm- 
bosis.2 Extrapolation  from  autopsy 
series  estimates  pulmonary  embolism 
to  be  the  sole  cause  or  a major  contri- 
butory cause  in  142,000  to  200,000 
deaths  annually  in  the  United  States.3 
Including  non-fatal  pulmonary  emboli 
raises  the  estimate  to  300,000  cases 
annually  in  the  United  States.1 

The  postphlebitic  syndrome  consists 
of  chronic  edema,  discomfort,  lipo- 


There  is  a large  body  of  evi- 
dence that  supports  the  efficacy 
and  safety  of  prophylactic 
therapy  in  the  prevention  of 
venous  thrombosis  in  certain 
groups  of  patients  at  increased 
risk  for  developing  the  dis- 
order. 


sclerosis,  and  ulceration  of  the  lower 
leg.  It  is  attributed  to  the  venous 
hypertension  that  develops  following 
destruction  of  venous  valves  from 
thrombosis,  especially  valves  in  the 
popliteal  vein.4  It  occurs  most  com- 
monly five  to  15  years  after  deep 
venous  thrombosis.  The  reported 
frequency  of  developing  the  post- 
phlebitic syndrome  ranges  from  a low 
of  0-10  per  cent  in  asymptomatic 
patients  with  thrombus  limited  to  the 
calf  veins  to  a high  of  50-86  per  cent 
in  patients  with  symptomatic  pelvic 
or  femoral  vein  thrombosis.4,5,6  The 
frequency  of  developing  the  post- 
phlebitic syndrome  is  greater  in  older 
patients  and  increases  with  the  pas- 
sage of  time  after  the  occurrence  of 
the  acute  venous  thrombosis.5,6 

Prevention  of  deep  venous  throm- 
bosis would  indirectly  reduce  the 
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morbidity  and  mortality  due  to  pulmo- 
nary embolism  and  the  postphlebitic 
syndrome  as  well  as  directly  reduce 
the  morbidity  due  to  the  acute 
thrombotic  event.  Ideally,  patients  at 
increased  risk  for  developing  deep 
venous  thrombosis  would  be  identi- 
fiable so  that  preventive  therapy  could 
be  directed  toward  those  patients  who 
would  benefit  from  it  the  most. 

Risk  Factors 

Virchow’s  triad  of  changes  in  the 
vessel  wall,  changes  in  venous  blood 
flow,  and  changes  in  the  properties 
of  the  blood  itself  still  form  the  basis 
for  our  understanding  of  the  patho- 
physiology of  the  development  of 

TABLE  1 

I.  Primary  Hypercoagulable  States 

Antithrombin  III  deficiency 
Congenital  protein  C or  S deficiencies 
Plasminogen  activator  deficiency 
Plasminogen,  Fibrinogen  abnormalities 
Lupus  anticoagulant 

II.  Secondary  Hypercoagulable  States 

Previous  deep  venous  thrombosis 
Malignancy  - adenocarcinoma, 
myeloproliferative  disorders 
Immobilization 
Pregnancy,  Puerperium 
Obesity 

Postoperative  state 
Paralysis  - stroke,  spinal  cord  injury 
Cardiovascular  disease  - acute 
myocardial  infarction,  congestive 
heart  failure 
Non-O  blood  type 

Exogenous  estrogens,  birth  control  pills 

Varicose  veins 

Age 

Behcet’s  disease 
Cushing’s  disease 
Homocystinuria 

? Chemotherapy,  radiation  therapy 


TABLE  2 


I.  Mechanical 

Leg  elevation 
Early  ambulation 
Elastic  stockings  - graded 
Physiotherapy 

Electric  stimulation  of  calf  muscles 
Passive  leg  exercise  intraoperatively 
Pneumatic  calf  compression 

II.  Pharmacologic 
Dicoumarol,  warfarin 
Heparin  - sodium,  calcium 
Platelet  function  inhibitors 
Dextran 

Dihydroergotamine 

Low  molecular  weight  heparin 


venous  thrombosis.5  The  pathophy- 
siology of  deep  venous  thrombosis  is 
discussed  in  detail  by  Bergqvist  in 
his  monograph’  and  by  Schafer 
(1985)  in  his  review  of  hyper- 
coagulable  states." 

Deep  venous  thrombosis  remains  a 
multifactorial  disease.  Several  risk 
factors  have  been  identified  for  the 
development  of  venous  thrombosis 
(Table  l).1’5’’8  The  incidence  of 
venous  thrombosis  may  be  higher  in 
the  United  States,  Canada  and  Europe 
compared  to  Asia  and  Africa,  and  the 
frequency  greater  in  December  and 
January  in  the  United  States.5  The 
risk  factors  in  Table  2 are  based  on 
autopsy  series  and  on  clinical  and 
epidemiologic  studies  of  various  popu- 
lations of  patients.’  Many  of  the 
studies  were  done  on  surgical  patients, 
and  findings  may  not  apply  directly 
to  the  nonsurgical  patient.  Many  of 
the  risk  factors  may  have  a cumulative 
effect  on  the  risk  of  developing  venous 
thrombosis  although  no  reliable  scale 
has  been  developed  for  assessing  the 
effect  of  multiple  risk  factors  that  may 
be  present  in  any  given  patient.5 
Currently  there  are  no  routine  labora- 
tory tests  available  to  determine  a 
patient’s  risk  of  developing  deep 
venous  thrombosis,5,7  and  the  assess- 
ment of  an  individual  patient’s  risk 
remains  a clinical  one. 

Diagnosis 

One  of  the  difficulties  in  assessing 
the  effectiveness  of  prophylactic 
therapy  for  the  prevention  of  deep 
venous  thrombosis  arises  in  measur- 
ing the  presence  of  venous  thrombosis. 
Clinical  examination  is  not  reli- 
able.’,6,9  In  a review  by  Callus,  the 
accuracy  of  clinical  diagnosis  of 
venous  thrombosis  as  demonstrated  by 
ascending  venography  ranged  from 
43-54  per  cent.6  One  setting  in  which 
clinical  examination  is  accurate  is  the 
occurrence  of  massive  iliofemoral  vein 
thrombosis  with  resultant  sudden 
swelling  of  the  whole  leg  associated 
with  a tight  or  bursting  sensation, 
surface  cyanosis,  and  tenderness  over 
the  femoral  vein.6,10  This  clinical 
situation  has  been  designated  phleg- 
masia cerulea  dolens. 

The  “gold  standard”  for  the  diag- 
nosis of  venous  thrombosis  is  ascend- 
ing contrast  venography.  Diagnosis 


is  based  on  evidence  of  a persistent 
filling  defect  on  several  views  of  the 
vein.  Indirect  evidence  for  thrombosis 
includes  flow  in  collateral  veins,  non- 
filling of  the  deep  system  and  abrupt 
termination  of  the  column  of  contrast 
medium  at  a constant  site.6  The  dis- 
advantages of  contrast  venography 
include  patient  discomfort,  thrombo- 
phlebitis induced  by  the  contrast 
medium,  and  hypersensitivity  reac- 
tion. It  has  the  disadvantage  of 
yielding  information  only  for  the  day 
on  which  the  test  is  performed.  It 


The  tiro  non-invasive  tests 
that  are  utilized  most  often  in 
large  prophylaxis  trials  to  diag- 
nose deep  venous  thrombosis 
are  12  I- fibrinogen  scanning  and, 
less  often , impedance  plethy- 
smography. 

would  certainly  be  difficult  to  per- 
form contrast  venography  daily  during 
an  extended  period  of  increased  risk 
for  the  development  of  venous  throm- 
bosis. 

The  two  non-invasive  tests  that  are 
utilized  most  often  in  large  prophy- 
laxis trials  to  diagnose  deep  venous 
thrombosis  are  12’I-fibrinogen  scan- 
ning and,  less  often,  impedance 
plethysmography.  In  12’I-fibrinogen 
scanning,  radiolabeled  fibrinogen  is  in- 
jected intravenously  and  becomes  in- 
corporated into  propagating  thrombus. 
Diagnosis  of  venous  thrombosis  is 
based  on  increased  surface  radio- 
activity measured  over  a thrombus.11 
Fibrinogen  scanning  detects  approxi- 
mately 90  per  cent  of  acute  calf  vein 
thrombi  but  only  60-80  per  cent  of 
more  proximal  leg  vein  thrombi.10 
The  test  is  very  insensitive  for  the 
detection  of  upper  thigh  or  pelvic 
vein  thrombi.10  The  advantage  of  this 
test  lies  in  the  ease  of  performing  the 
measurements  and  in  the  decreased 
morbidity  when  compared  to  contrast 
venography.  Fibrinogen  scanning  is 
particularly  useful  in  large  clinical 
trials  because  the  radiolabeled  fibrin- 
ogen can  be  injected  upon  entry 
into  the  study  and  the  patient  scanned 
daily  for  development  of  venous 
thrombosis. 

Impedance  plethysmography  util- 
izes a pneumatic  occlusive  thigh  cuff 
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to  develop  temporary  occlusion  of 
venous  outflow  from  the  leg.  With 
release  of  the  cuff  there  is  normally 
a prompt  drop  in  blood  volume  of 
the  calf  which  leads  to  a change  in 
electrical  resistance  or  impedance  as 
measured  on  the  skin  surface.  This 
anticipated  change  in  impedance  is 
diminished  in  the  presence  of  deep 
venous  thrombosis  due  to  the  de- 
creased rate  of  venous  outflow  from 
the  leg.  Impedance  plethysmography 
is  sensitive  and  specific  in  the  diag- 
nosis of  clinically  suspected  throm- 
bosis of  the  popliteal,  femoral  or  iliac 
veins.  In  a review  by  Null  et  al. 10 
the  cumulative  sensitivity  was  re- 
ported to  be  95  per  cent  and  the 
cumulative  specificity  96  per  cent. 
Impedance  plethysmography  is  not 
useful  in  the  diagnosis  of  calf  vein 
thrombosis  because  it  detects  only  20 
per  cent  of  these  thrombi.10  False 
positive  impedance  plethysmography 
tests  occur  when  the  patient  is 
positioned  improperly,  when  leg 
muscle  contraction  is  present,  when 
the  vein  is  compressed  by  an  extravas- 
cular  mass,  or  when  outflow  is  im- 
paired by  increased  central  venous 
pressure  as  occurs  in  congestive  heart 
failure.10 

Prevention : Surgical  Patients 

Preventive  therapy  should  be  effec- 
tive, inexpensive,  easily  administered, 
and  safe  for  patients.  Nearly  all  clini- 
cal trials  evaluating  the  prevention  of 
deep  venous  thrombosis  have  been 
performed  on  surgical  patients.  The 
measured  outcome  is  either  postopera- 
tive thrombosis  or  pulmonary  em- 
bolism, or  both.  Prophylactic  inter- 
vention techniques  that  have  been 
evaluated  include  mechanical  and 
pharmacologic  therapies  (Table  2 I.2,5 

Difficulties  arise  in  attempts  to 
compare  various  clinical  trials  of 
thromboprophylaxis  because  of  dif- 
ferent patient  populations,  criteria  for 
improvement,  and  differences  in 
amount  and  duration  of  therapy 
among  them.  Despite  these  pitfalls, 
trials  utilizing  the  various  prophylactic 
methods  in  Table  2 have  been  com- 
piled and  compared  in  two  recent 
reviews.  2,3 


Mechanical  Methods 

Leg  elevation  increased  the  rate  of 
clearance  of  radiopaque  dye  from  calf 
veins  but  did  not  reduce  the  incidence 
of  thrombosis  in  patients  undergoing 
elective  general  surgery.3  Similarly, 
physiotherapy  did  not  show  any 
thromboprophylactic  effect.3 

Electric  stimulation  of  calf  muscles 
resulting  in  brisk  plantar  flexion  of 
the  foot,  with  more  than  a five-second 
resting  period  between  stimuli,  does 
result  in  faster  clearance  of  radio- 
contrast  from  calf  veins.2  Only  four 
of  eight  studies  utilizing  this  thrombo- 
prophylaxis method  showed  a statisti- 
cally significant  reduction  of  post- 
operative venous  thromboembolism. 
Furthermore,  each  of  the  studies  had 
too  few  patients  to  draw  conclusions 
about  prevention  of  pulmonary  em- 
bolism.3 Electrical  stimulation  of  calf 
muscles  is  not  practical  and  cannot 
be  used  in  the  conscious  patient. 

Studies  evaluating  the  thrombo- 
prophylactic effect  of  compression 
stockings  showed  mixed  results.  The 
greatest  clearance  rate  for  radiopaque 


In  23  of  25  studies  of  general 
or  abdominal  surgery  patients , 
lou-dose  heparin  resulted  in  a 
statistically  significant  reduc- 
tion in  postoperative  deep  ven- 
ous thrombosis  as  measured  by 
' :l-fibrinogen  scanning. 

dye  from  the  whole  leg  is  achieved 
with  graded  compression.  In  general 
surgery  patients,  five  of  six  studies 
showed  a statistically  significant  re- 
duction in  postoperative  venous 
thrombosis.3  These  studies  also  had 
small  numbers  of  patients  and  did  not 
assess  proximal  thrombosis  or  pulmo- 
nary embolism  prevention. 

Intermittent  pneumatic  calf  com- 
pression has  been  evaluated  utilizing 
several  types  of  compressive  devices 
with  different  patterns  and  magni- 
tudes of  compression.3  The  time  of 
initiation  of  pumping  and  the  dura- 
tion of  pumping  have  varied.  A 
statistically  significant  reduction  of 
postoperative  venous  thrombosis  was 
demonstrated  in  six  of  nine  studies 
with  general  surgery  patients  and  in 
all  of  five  studies  with  neurosurgery 


patients.  Results  are  not  as  good  for 
elective  hip  surgery  patients  or  general 
surgery  patients  with  malignancy.3 
The  advantage  of  this  method  of 
prophylaxis  is  the  low  incidence  of 
complications.  Slight  pain  and  a 
feeling  of  heat  are  the  most  common 
discomforts  experienced.5  Pneumatic 
calf  compression  is  particularly  ad- 
vantageous for  neurosurgical  patients 
where  bleeding  complications  from 
pharmacologic  methods  of  prophylaxis 
may  not  be  acceptable. 

Oral  Anticoagulants 

Dicoumarol  and  warfarin  (Cou- 
madin®) are  oral  anticoagulants  that 
take  five  days  of  therapy  to  achieve 
on  antithrombotic  effect.12  thus  limit- 
ing their  use  in  many  settings  in 
which  prevention  of  deep  venous 
thrombosis  is  desired.  Prophylaxis 
with  oral  anticoagulants  reduced  the 
incidence  of  postoperative  thrombosis 
in  six  of  seven  trials  of  patients 
undergoing  hip  fracture  surgery  as 
compared  to  controls  who  were  un- 
treated.3 The  major  disadvantages 
are  the  delay  in  achieving  anticoagu- 
lation, the  need  to  monitor  prothrom- 
bin time  and  adjust  medication  doses 
appropriately,  the  multiple  drug-drug 
interactions  that  complicate  therapy, 
and  the  high  incidence  of  bleeding. 
The  incidence  of  major  hemorrhage 
reportedly  ranges  from  1.4  to  8.1  per 
cent  and  the  risk  of  bleeding  is  related 
to  the  intensity  of  anticoagulation 
therapy.13  A rare  complication  of 
oral  anticoagulants  is  skin  necrosis.12 

Low-Dose  Heparin 

Heparin,  via  antithrombin  III,  in- 
hibits thrombin  and  activated  factor 
X I Xa  ) . At  low  doses  the  latter  effect 
predominates.5  The  use  of  low-dose 
heparin  for  the  prevention  of  deep 
venous  thrombosis  has  been  evaluated 
extensively  in  surgical  patients.  In 
23  of  25  studies  of  general  or 
abdominal  surgery  patients,  low-dose 
heparin  resulted  in  a statistically 
significant  reduction  in  postoperative 
deep  venous  thrombosis  as  measured 
by  125I-fibrinogen  scanning.5  The  two 
studies  that  did  not  demonstrate  a 
significant  reduction  in  postoperative 
venous  thrombosis  had  an  unusually 
low’  incidence  of  thrombosis  in  their 
control  patients.2,5  The  studies  involv- 
ing surgery  for  malignant  disease  also 
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demonstrated  a significant  reduction 
in  postoperative  deep  venous  throm- 
bosis with  low-dose  heparin.2 

Low-dose  heparin  therapy  resulted 
in  a statistically  significant  reduction 
in  the  incidence  of  postoperative 
venous  thrombosis  in  one  neuro- 
surgery, three  gynecologic  surgery, 
and  two  thoracic  surgery  series.5 
The  results  are  not  so  clear  in 
urologic  surgery  patients,  with  two 
of  four  series  showing  no  reduction 
in  postoperative  venous  thrombosis.2,5 
In  all  of  these  series  12’I-fibrinogen 
scanning  was  the  method  used  for 
diagnosis  of  venous  thrombosis. 

The  effect  of  low-dose  heparin  in 
prevention  of  thrombosis  in  hip 
fracture  patients  undergoing  surgery 
is  not  clearly  demonstrated.  In  four 
of  nine  series  reviewed,  there  was  no 
statistically  significant  reduction  in 
thrombosis.5  Results  are  a bit  more 
encouraging  in  patients  undergoing 
elective  hip  surgery  with  nine  of  12 
studies  demonstrating  a reduction  in 
postoperative  venous  thrombosis.  The 
thromboprophylactic  effect  was  still 
not  as  good  as  in  general  surgery 
patients.5  It  should  he  noted  that  all 
but  one  of  these  series  utilized 
125I-fibrinogen  scanning  which  has  a 
high  false  positive  rate  in  the  region 
of  fractures  and  hematoma  and  is  not 
sensitive  for  evaluating  thrombosis 
above  the  knee.’ 

It  is  difficult  to  assess  hemorrhagic 
event  rates  objectively  in  the  post- 
operative patient.  Various  measures 
have  included  impression  of  excessive 
bleeding,  measurement  of  intraopera- 
tive blood  loss,  postoperative  hemo- 
globin level,  transfusion  requirement, 
number  of  cases  requiring  reoperation 
due  to  bleeding  complications,  number 
of  fatalities  due  to  bleeding  compli- 
cations, and  wound  hematoma  de- 
velopment. 2,5,1 3 In  blinded  studies 
meeting  the  most  rigorous  design 
criteria  there  was  no  difference  in 
death  due  to  bleeding,  reoperation  due 
to  bleeding,  transfusion  requirement, 
impression  of  excessive  bleeding,  or 
rate  of  intraoperative  bleeding  be- 
tween the  low-dose  heparin  group 
and  the  control  group.13  There  was 
a lower  postoperative  hemoglobin  in 
the  low-dose  heparin  group.  There 
was  an  increase  in  transfusion  require- 
ment and  decrease  in  postoperative 


hemoglobin  level  in  only  two  of  six 
unblinded  studies  of  general  surgery 
patients.13  Low-dose  heparin  therapy 
appears  to  be  a safe  and  effective 
prophylactic  therapy  for  prevention  of 
thrombosis  in  certain  populations  of 
surgical  patients. 

Dihydroer gotamine  Mesylate 

Dihydroergotamine  mesylate 
I D.H.E.®  I is  an  alpha-adrenergic 
receptor  agonist / antagonist  that  in- 
creases the  tone  of  venous  walls  by 
stimulating  smooth  muscle  contrac- 
tion. This  leads  to  an  increase  in  the 
venous  flow  rate  in  the  extremities.5 
It  should  be  noted  that  dihydroergota- 
mine also  increases  systolic  blood 
pressure,  pulmonary  artery  pressure, 
stroke  volume  and  central  venous 
pressure.5 

Dihydroergotamine  has  been  evalu- 
ated alone  and  in  combination  with 
low-dose  heparin.  In  four  of  four 
trials  with  general  surgery  patients 
there  was  a statistically  significant 
reduction  in  postoperative  thrombosis 
when  compared  to  controls.5  In  two 
trials  with  general  and  gynecologic 

Dihydroergotamine  has  been 
evaluated  alone  and  in  combina- 
tion with  low-dose  heparin.  In 
four  of  four  trials  with  general 
surgery  patients  there  was  a 
statistically  significant  reduc- 
tion in  postoperative  throm- 
bosis when  compared  to  con- 
trols. 


surgery  patients  there  was  a signifi- 
cant reduction  in  postoperative  throm- 
bosis in  patients  treated  with  a combi- 
nation of  low-dose  heparin  and 
dihydroergotamine  when  compared  to 
patients  treated  with  low-dose  heparin 
alone.5  In  four  trials  with  elective  hip 
surgery  patients  the  combination  of 
low-dose  heparin  and  dihydroergota- 
mine was  significantly  more  effective 
than  dihydroergotamine  ( one  trial ) or 
low-dose  heparin  alone  (three  trials). 
In  one  study  with  general  surgery 
patients  the  combination  of  2,500 
units  of  heparin  and  0.5  mg  di- 

hydroergotamine subcutaneously  every 
12  hours  was  as  effective  as  5,000 
units  of  heparin  and  0.5  mg  di- 

hydroergotamine subcutaneously  every 


12  hours.  This  lower  dose  heparin- 
dihydroergotamine  combination  was 
associated  with  fewer  bleeding  compli- 
cations.’ 

Adverse  effects  of  dihydroergota- 
mine include  an  oxytocin-like  effect  on 
uterine  contraction,  shortened  bowel 
transit  time,  and  rarely,  vascular 
spasm.  It  is  contraindicated  in  preg- 
nant patients  and  patients  with  angina, 
heart  failure,  peripheral  vascular  di- 
sease. severe  hypertension,  and  liver  or 
kidney  disease. 

Platelet-Inhibiting  Drugs 

The  platelet-inhibiting  drugs  most 
commonly  evaluated  are  acetylsali- 
cylic  acid  (ASA),  dipyridamole 
I Eersantine®  ) , and  sulfinpyrazone 
( Anturane®).  In  controlled  studies  of 
ASA  prophylaxis  there  was  no  signifi- 
cant reduction  of  postoperative  venous 
thrombosis  in  general  and  abdominal 
surgery  patients.5  In  one  study  of 
elective  hip  surgery  patients  a signifi- 
cant reduction  in  postoperative  throm- 
bosis occurred  in  males  only  with  a 
dose  of  600  mg  b.i.d.5  A similar 
significant  reduction  in  venous  throm- 
bosis occurred  in  knee  surgery  pa- 
tients given  1.300  mg  ASA  t.i.d.5 
I25I-fibrinogen  scanning  was  used  in 
both  studies. 

Dipyridamole  was  not  effective  in 
reducing  the  incidence  of  postopera- 
tive thrombosis  in  hip  fracture  pa- 
tients.’ A combination  of  ASA  and 
dipyridamole  did  achieve  a significant 
reduction  in  postoperative  thrombosis 
as  measured  by  I25I-fibrinogen  scan- 
ning in  three  of  four  series  with 
general  surgery  patients.’  The  combi- 
nation was  not  effective  in  elective 
hip  surgery  or  hip  fracture  surgery 
patients.5 

Sulfinpyrazone  was  not  effective  in 
decreasing  the  incidence  of  postopera- 
tive thrombosis  in  two  trials  of  general 
surgery  patients.5 

Dextran 

Dextran  is  a polysaccharide  volume 
expander.  Two  forms  are  available: 
dextran  70  I Macrodex® ) with  mole- 
cular weight  70,000,  and  dextran 
40  I Rheomacrodex®  ) with  molecular 
weight  40,000.  Dextran  reduces 
platelet  adhesion  to  foreign  surfaces, 
inhibits  platelet  aggregation,  and 
reduces  the  plasma  level  of  vonWille- 
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brand  factor.  Dextran  does  not  affect 
the  fibrinolytic  system.5,14  Low-mole- 
cular-weight dextran  causes  erythro- 
cyte disaggregation  and  high-mole- 
cular-weight dextran  has  the  opposite 
effect.5 

Seven  of  nine  trials  with  general 
surgical  patients  did  not  demonstrate 
a significant  reduction  in  postopera- 
tive thrombosis  in  patients  treated 
with  dextran  70  when  compared  to 
controls.  Similar  results  occurred  in 
three  of  four  trials  with  general  surgi- 
cal patients  comparing  dextran  40 
to  controls.5  These  studies  used 
125I-fibrinogen  scanning  to  diagnose 
venous  thrombosis. 

In  four  of  five  series  with  hip 
fracture  patients,  dextran  70  signifi- 
cantly reduced  postoperative  throm- 
bosis as  diagnosed  by  125I-fibrinogen 
scanning.5  In  contrast,  both  dextran 
70  and  dextran  40  were  not  effective 
at  reducing  postoperative  thrombosis 
in  elective  hip  surgery  patients.5 

In  compiling  data  of  several  studies, 
use  of  dextran  70  results  in  a reduc- 
tion of  the  incidence  of  fatal  pulmo- 
nary embolism.5  In  a large  trial  com- 
paring dextran  70  and  low-dose 
heparin,  both  drug  therapies  resulted 
in  similar  incidences  of  pulmonary 
embolism,  but  no  control  group  was 
included.5 

The  optimal  dose,  dose  interval, 
duration,  and  time  of  first  infusion  of 
dextran  remain  to  be  determined. 


The  choice  of  therapy  re- 
mains a clinical  one  made  on 
risk  factor  assessment  and  type 
of  surgical  patient  to  be  treated , 
and  must  take  into  account  the 
risk  of  therapy. 


Adverse  effects  include  cardiac  over- 
load in  patients  with  congestive  heart 
failure,  allergic  reactions  including 
anaphylactic  shock,  hemorrhage,  and 
renal  damage,  especially  in  dehydrated 
patients.5 

Various  methods  of  thromboprophy- 
laxis have  been  demonstrated  to 
reduce  the  frequency  of  postoperative 
deep  venous  thrombosis  in  different 
subsets  of  surgical  patients.  There  is 
evidence  for  the  prevention  of  pulmo- 
nary embolism  by  oral  anticoagulants. 


low-dose  heparin  and  dextran  70.  Not 
all  surgical  patients  benefit  from  the 
same  method  of  prophylaxis.  Dif- 
ferent methods  of  prophylaxis  carry 
different  risks.  The  choice  of  therapy 
remains  a clinical  one  made  on  risk 
factor  assessment  and  type  of  surgical 
patient  to  be  treated,  and  must  take 
into  account  the  risk  of  therapy. 

Prevention:  Nonsurgieal  Patients 

Various  subgroups  of  surgical  pa- 
tients respond  differently  to  methods 
available  for  prevention  of  postopera- 
tive deep  venous  thrombosis.  Extra- 
polation of  results  from  studies  on 
surgical  patients  to  the  nonsurgieal 
patient  may  not  be  accurate.  Many 
of  the  risk  factors  in  Table  1 are 
present  in  the  nonsurgieal  patient  but. 
unfortunately,  there  is  not  a large  body 
of  research  on  thromboprophylaxis  in 
such  patients.  Thromboprophylaxis 
studies  have  been  performed  with 
patients  suffering  acute  myocardial 
infarction,  congestive  heart  failure 
and  stroke. 

The  incidence  of  deep  venous 
thrombosis  following  acute  myocardial 
infarction  is  between  19  and  37  per 
cent  when  diagnosis  is  based  on 
125I-fibrinogen  scanning.15  Risk  fac- 
tors for  the  development  of  deep 
venous  thrombosis  in  the  postinfarc- 
tion patient  include  age  greater  than 
50,  prior  history  of  angina,  develop- 
ment of  heart  failure,  or  arrhyth- 
mias.16 Early  mobilization,  defined 
as  sitting  and  standing  by  the  bedside, 
resulted  in  a significant  reduction  in 
post-acute  infarction  deep  venous 
thrombosis  in  one  small  study.1  This 
effect  seemed  to  be  more  pronounced 
in  Killip  class  III  patients  than  Killip 
class  II  patients.  It  should  be  noted 
that  all  the  patients  in  this  study  wore 
TED  stockings. 

In  three  trials,  low-dose  heparin 
therapy  significantly  reduced  the 
incidence  of  deep  venous  thrombosis 
in  postmyocardial  infarction  patients 
compared  to  untreated  controls.18,19'20 
In  a fourth  trial  there  was  no  reduc- 
tion of  venous  thrombosis  in  the  group 
treated  with  low-dose  heparin.21  All 
four  of  these  studies  used  125I-fibrin- 
ogen  scanning  to  diagnose  deep 
venous  thrombosis. 

Full-dose  heparinization,  with  and 
without  oral  anticoagulation,  and  oral 


anticoagulation  alone  decrease  the 
incidence  of  postinfarction  venous 
thrombosis  and  pulmonary  embolism22 
but  these  therapeutic  methods  have  a 
greater  risk  of  hemorrhage  when  com- 
pared to  low-dose  heparin  therapy.5 

Medical  patients  with  congestive 
heart  failure  are  at  increased  risk  for 
the  development  of  deep  venous 
thrombosis.5,22  Low-dose  heparin  sig- 
nificantly reduced  the  incidence  of 
venous  thrombosis  as  measured  by 

Choice  of  prophylactic 
method  must  take  into  account 
efficacy  for  the  specific  patient 
to  be  treated,  risk  of  therapy , 
and  practical  ease  of  administra- 
tion. 


125I-fibrinogen  scanning  in  a small 
group  of  patients  compared  to  un- 
treated controls.18 

Low-dose  heparin  prophylaxis  sig- 
nificantly reduced  the  incidence  of 
venous  thrombosis  in  patients  with 
acute  cerebrovascular  accident  when 
compared  to  untreated  controls.23 
Therapy  was  begun  within  48  hours 
of  the  cerebrovascular  accident  and 
continued  for  14  days.  Venous 
thrombosis  was  reduced  from  75  per 
cent  to  12.5  per  cent  as  measured  by 
125I-fibrinogen  scanning.  There  were 
no  hemorrhagic  complications. 

Summary 

Deep  venous  thrombosis  is  a com- 
mon disorder  in  surgical  and  medical 
patients.  The  sequelae  of  the  post- 
phlebitic  syndrome  and  pulmonary 
embolism  entail  significant  morbidity 
and  mortality.  Several  risk  factors 
for  the  development  of  venous  throm- 
bosis have  been  identified  and  can  be 
utilized  clinically.  Various  safe,  effica- 
cious, and  easily  administered  throm- 
boprophylactic  measures  are  available 
to  the  clinician.  Different  prophylactic 
methods  are  more  effective  in  different 
groups  of  surgical  patients.  Low-dose 
heparin  seems  to  be  effective  for  medi- 
cal patients  with  congestive  heart 
failure,  acute  myocardial  infarction 
and  recent  stroke.  Choice  of  prophy- 
lactic method  must  take  into  account 
efficacy  for  the  specific  patient  to  be 
treated,  risk  of  therapy,  and  practical 
ease  of  administration. 
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Following  are  the  generic  drugs 
mentioned  in  the  above  article,  with 
trade-name  equivalents  shown  in 
parentheses:  dicoumarol,  warfarin 

I Coumadin),  heparin,  dihydroergota- 
mine  mesylate  [D.H.E.],  acetyl- 
salicylic  acid,  dipyridamole  ( Persan- 
tine  ) , sulfinpyrazone  ( Anturane ) , 
dextran  70  ( Macrodex ),  dextran  40 
I Rheomacrodex) . 
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Two  Drugs  Equally  Effective  For  Asthma 

A four-week  study  involving  20  children  with  chronic  asthma  found  that  two  sustained- 
release  theophylline  preparations  were  equally  safe  and  effective,  according  to  researchers 
from  UCLA  reporting  in  the  April  American  Journal  of  Diseases  of  Children.  Theo-Dur  and 
Uniphyl  were  compared  for  drug  concentrations  and  clinical  efficacy  in  a randomized,  double- 
blind, crossover  study.  Blood  levels  of  theophylline  were  not  significantly  different,  say  Gary 
Rachelefsky,  M.  D..  and  colleagues.  “Uniphyl  provided  less  (but  not  significantly)  deviation 
between  peak  and  trough  levels,”  they  say,  adding  that  analysis  of  individual  patient  data, 
however,  did  not  reveal  a predictable  relationship  between  blood-drug  concentrations  and 
pulmonary  function. 
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Special  Article 


The  Personal  Aftermath 
Of  West  Virginia’s 
Largest  Malpractice  Verdict 

J.  ZEB.  WRIGHT,  Ph.D. 


When  Dr.  Vernon  J.  Magnus  re- 
turned to  Premier,  near  Welch, 
from  his  two-week  trip  to  the  Inter- 
national Conference  of  Christian 
Physicians  in  India,  his  wife  held  news 
of  a malpractice  summons  from  him. 
He  arrived  exhausted  and  suffering 
from  jet  lag  and  Dorothy  wanted  him 
to  have  one  good  night’s  sleep  before 


“/t  was  as  though  a curtain 
had  been  dropped  between  our 
problems  and  the  community 
— Dorothy  Magnus 


she  told  him  that  the  parents  of  two 
and  one-half-year-old  Michael  Roberts 
had  sued  him  for  $20  million. 

When  the  sheriff  brought  the  sum- 
mons over  days  earlier,  Dorothy  half 
expected  it  was  about  the  Roberts 
child,  for  rumors  had  circulated  that 
attorneys  had  been  active  in  the  com- 
munity. When  her  eyes  came  to 
Michael’s  name,  however,  she  could 
read  no  further.  Hurt  welled  up  in 
her  and  for  a moment  she  imagined 
that  they  may  just  possibly  lose  all 
they  had  worked  for. 

Since  meeting  her  Canadian-born 
husband  following  the  completion  of 
his  medical  degree  at  the  University 
of  Alberta,  they  had  lived  in  Portland. 
Seattle,  Philadelphia  and  Devonshire 
County,  England,  as  he  completed  a 
total  of  seven  surgical  internships, 
residencies  and  fellowships.  His  spe- 
cialized post-doctoral  work  had  been 
in  thoracic  surgery. 


Summons  Delivered 

The  Magnus’  youngest  child,  13- 
year-old  Timothy,  saw  his  mother 
trying  to  hide  her  tears,  and  retrieved 
the  summons  from  a nearby  table.  As 
he  read  aloud,  “$20  million,”  Dorothy 
quietly  corrected  him:  “You’re  read- 
ing the  zero’s  wrong.” 

As  she  looked  for  herself,  however, 
she  realized  that,  indeed,  her  son  was 
correct,  for  the  amount  was  written 
out  — “twenty  million  dollars.” 

For  the  first  time  since  arriving  in 
Welch,  the  Magnus’  home  telephone 
was  out  of  order.  “I  realized  that  even 
if  1 had  a working  phone  I would 
not  be  able  to  reach  Vernon  in  his 
Indian  village,”  she  explained. 

The  next  morning,  she  walked  to 
a neighbor’s  house  and  called  her  two 
daughters  away  at  school  and  their 
First  Baptist  Church  minister,  away 
in  another  town.  Next,  she  called 
Stevens  Clinic  Hospital  Administrator 
Joseph  Peery,  who  urged  her  not  to 
worry.  He  had  been  aware  of  the 
case  from  the  beginning  and  repeated 
again,  according  to  Dorothy,  that  the 
incident  was  an  accident  and  nobody’s 
fault. 

The  incident  referred  to  was  a small 
perforation  of  Michael's  colon  follow- 
ing a sigmoidoscopy  and  biopsy. 
Physicians  in  several  cities  had  ex- 
amined him  37  times  during  his  first 
24  months  as  he  failed  to  thrive. 
Pathology  later  reported  ulcerative 
colitis,  suggested  at  30  months  of  age 
by  rectal  bleeding  and  anemia. 

No  one  from  Stevens  Clinic  Hospital 
imagined  in  November  of  1982  that 


the  case  would  become  one  of  the 
most  emotionally  charged  litigations 
in  the  county  and  would  end  in  a 
record  $ 10-million  verdict. 

This  writer  has  followed  the  case 
closely  since  1982  and  will  attempt 
to  show  the  aftermath  of  that  mal- 
practice suit  on  the  Magnus  family, 
leaving  for  others  the  chore  of 
chronicling  the  larger  picture  and  the 
present  malpractice  insurance  quag- 
mire. 

When  Doctor  Magnus  returned  to 
work  the  next  day,  he  carried  with  him 
the  burden  of  the  impending  court  trial 
but  the  worst  of  several  scenarios  he 
played  over  and  over  in  his  mind  did 
not  approach  the  disastrous  effects 
which  were  to  follow  the  court’s  1984 
ruling. 

On  December  31  of  that  year  he 
was  not  able  to  show  proof  of  in- 
surance coverage  to  Stevens  Clinic 
Hospital’s  annual  privilege  survey. 
Since  his  insurance  had  been  revoked 


I\o  one  from  Stevens  Clinic 
Hospital  imagined  in  November 
of  1982  that  the  case  would 
become  one  of  the  most  emo- 
tionally charged  litigations  in 
the  county  and  would  end  in  a 
record  $10-million  verdict. 

immediately  following  the  court  de- 
cision he  thus  lost  all  hospital  privi- 
leges that  last  day  of  1984. 

Much  time  had  been  consumed, 
and  wrnuld  continue  with  his  appeal, 
in  preparing  for  court. 

With  no  insurance  and  no  job,  how- 
ever, he  began  going  in  and  out  of 
dark,  depressive  moods.  A local 
physician  had  recently  committed 
suicide,  and  Doctor  Magnus’s  family 
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and  professional  colleagues  worried 
that  he  might  act  from  his  depression. 
Gardening  had  been  a hobby  he 
frequently  enjoyed.  Now  the  garden 
stood  deserted. 

Church  had  always  been  important 
to  the  Magnuses.  During  this  darkest 
of  times  they  turned  even  more  to 
their  religion  and  church  for  support. 

The  case,  however,  threatened  to 
break  apart  the  church.  Michael’s 
family  also  was  active  in  First  Baptist 
Church  and  the  minister,  upon  hear- 
ing about  the  suit,  immediately  began 
counseling  church  leaders  and  indi- 
vidual members  not  to  take  sides  in 
the  litigation  and  to  refrain  completely 
from  discussing  the  case  until  a court 
decision  had  been  reached. 

Michael’s  maternal  grandparents 
also  lived  in  the  small  town  of 
Premier,  only  three  houses  away  from 
the  Magnus  family,  and  operated  the 
corner  grocery  store  frequented  by 
them.  The  Magnuses  continued  to 
stop  by  the  store;  however,  that 
relationship  also  became  more  formal 
and  cool. 

Curtain  Dropped 

“Almost  no  one  would  mention  any- 
thing about  the  case  to  us,”  explained 
Mrs.  Magnus.  “Some  of  our  closest 
neighbors,  for  example,  continued  to 


“Although  I didn't  knoiv  what 
to  make  of  the  threat,  I never 
felt  that  my  life,  or  my  family's, 
were  in  danger.  One  of  my 
former  patients  did  offer  me 
a pistol  but  / decided  against 
accepting  it." 


visit  us,  to  bring  food  over  and,  I 
think,  to  generally  support  us  but  they 
would  not  bring  the  subject  up  and 
would  never  call  to  ask  how  we  felt. 
It  was  as  though  a curtain  had  been 
dropped  between  our  problems  and 
the  community.” 

Their  relationship  to  Michael’s 
parents,  understandably,  was  not  as 
civil.  “The  mother  and  father  were 
openly  hostile  and  on  one  occasion 
came  close  to  threatening  my  life,” 
said  Doctor  Magnus.  “They  said  if 
I ever  even  tried  to  talk  to  members 


of  their  family,  I may  not  live  long 
enough  to  face  court. 

“Although  I didn’t  know  what  to 
make  of  the  threat,  I never  felt  that 
my  life,  or  my  family’s,  were  in 
danger.  One  of  my  former  patients 
did  offer  me  a pistol  but  I decided 
against  accepting  it.” 

Later,  during  the  period  after  he 
lost  his  hospital  privileges,  he  was 
faced  with  other  personal  problems. 
After  returning  from  a medical  mis- 
sionary trip  to  Haiti,  he  had  pancreatic 
surgery  and  several  bouts  with  gall- 
stones. For  13  months  he  also  made 
frequent  trips  to  the  bedside  of  his 
ailing  sister,  who  subsequently  re- 
ceived a liver  transplant. 

Insurance  Coverage  the  Problem 

Doctor  Magnus’  primary  concern, 
however,  was  getting  insurance  cover- 
age. “Most  of  my  time  was  spent  in 
insurance  company  interviews  and 
traveling  to  other  states  searching  for 
a job  and  relicensure.”  He  found 
that  his  former  medical  communities 
had  heard  about  the  case,  and  existing 
ofTers  of  jobs  had  disappeared.  His 
joint  licensure  in  other  states,  too,  had 
been  rescinded. 

“No  one  even  wanted  to  talk  with 
me,  particularly  insurance  compa- 
nies,” he  said.  “And  a year  and  a 
half  later  I’ve  just  about  exhausted 
prospective  insurers.  I’ll  probably  be 
able  to  buy  coverage  from  some 
company  but  the  premiums  probably 
will  be  so  high  I'll  never  be  able  to 
make  my  money  back.” 

His  objective  now  is  to  find  a hos- 
pital with  low  malpractice  insurance 
requirements.  Stevens  Clinic  Hospital, 
he  pointed  out,  is  no  longer  a reason- 
able alternative  even  if  he  were 
granted  readmission  for  its  $5-million 
minimum  is  and  has  been  one  of  the 
highest  in  the  state. 

Dr.  John  Cook,  President  of  Stevens 
Clinic  Hospital  Incorporated,  reflects 
the  feeling  expressed  by  everyone 
with  whom  this  writer  talked:  “We’d 
welcome  Doctor  Magnus  back  tomor- 
row if  he  could  obtain  malpractice 
coverage.  He  was  a very  skillful 
surgeon  with  three  certificates  in 
surgery  from  the  American  Board  of 
Surgery  and  the  Royal  (Canadian) 
College  of  Surgeons. 


Doctor  Not  Financial  Problem 

“Rumors  that  the  settlement 
I Stevens  Clinic  Hospital  is  paying  18 
per  cent  of  the  S3  million  final  award 
by  the  West  Virginia  Supreme  Court ) 
is  bankrupting  our  hospital  are  false. 
That  suit  did  decide  we  weren’t  high 
quality  despite  our  high  attending 
requirements  and  our  three  ALA- 
approved  internists.  The  same  jury 
which  reacted  emotionally  to  Doctor 
Magnus  also  ruled  that  because  we  did 
not  have,  in  this  small  hospital,  a 
cadre  of  pediatric  nurses,  we  were  at 


“ We'd  welcome  Doctor 
Magnus  back  tomorrow  if  he 
could  obtain  malpractice  cover- 
age. He  was  a very  skillful 
surgeon  with  three  certificates 
in  surgery  from  the  American 
Board  of  Surgery  and  the  Royal 
(Canadian)  College  of  Sur- 
geons." 


fault  and  had  to  pay.  Let  me  point 
out,  however,  that  Doctor  Magnus  is 
not  our  present  financial  problem. 

“LTnfortunately,  we  no  longer  have 
a major  employer  in  this  county,  and 
more  and  more  of  those  workers 
employed  drive  in  from  neighboring 
counties  where  land  is  available  for 
home  building. 

“Another  part  of  our  problem  is 
having  another  hospital  (Welch 
Emergency)  in  town  with  a $10- 
million-a-year  budget  on  which  no 
five-per  cent  sales  tax  is  paid.  It’s 
hard  to  compete  with  that  kind  of 
state-run  hospital.” 

A large  portion  of  Doctor  Cook’s 
personal  fortune  as  well  as  the  savings 
of  just  about  every  other  hospital 
employee  who  has  bought  shares  at 
reduced  rates  is  tied  up  in  the  future 
of  the  hospital. 

And,  again,  in  talking  with  nurses, 
surgeons  and  other  physicians,  this 
writer  could  find  no  one  who  had  any 
criticism  of  Doctor  Magnus’s  surgical 
skills  or  his  concern  for  his  patients. 

“What  happened  to  Doctor  Magnus 
could  happen  to  any  one  of  us,” 
volunteered  Dr.  M.  Kuppusami,  a fel- 
low hospital  surgeon.  “He  has  never 
denied  that  the  accident  occurred. 
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The  severity  of  the  case  was  greatly 
overblown  and  punishment  was  too 
severe  for  what  happened.  It  was 
unjust  and  I greatly  sympathize  with 
him. 

“I  would  also  like  to  point  out  that 
our  department  long  before  the 
Roberts  accident  routinely  required 
the  signing  of  consent  forms  for  any 
surgical  procedure  including  endos- 
copes or  biopsies.  We  also  routinely 
talk  to  every  person  or.  in  the  case  of 
a juvenile,  to  a family  member,  and 
explain  that  if  we  encounter  something 
unusual  once  we  enter  the  body  for 
diagnostic  purposes,  we  do  a biopsy. 
Doctor  Magnus,  in  spite  of  what  the 
plaintiff  charged,  did  have  consent  for 
the  biopsy.  And,  unlike  what  the 
Charleston  Gazette  wrote,  the  sig- 
moidoscopy he  performed  was  a com- 
mon procedure  for  any  surgeon,  in- 
cluding Magnus.” 

Solid  Support  Received 

As  he  talks  with  prospective  em- 
ployers and  insurance  carriers,  Doctor 
Magnus  cites  the  solid  front  of  sup- 
port he  receives  from  the  medical 
community,  pointing  out  that  the 
strongest  word  used  by  peer  groups 
within  the  hospital  and  from  his  in- 
surance and  state  medical  association’s 
review  panels  has  been  “maloccur- 
rence.’4 

He  is  understandably  hitter  about 
his  present  unemployment  and  is  not 

He  is  understandably  bitter 
about  his  present  unemploy- 
ment and  is  not  optimistic  about 
the  future.  He  has  had  no  in- 
come since  December  of  1984 
and  his  savings  are  running  lotv. 


optimistic  about  the  future.  He  has 
had  no  income  since  December  of 
1984  and  his  savings  are  running  low. 

Effects  on  Children 

The  effects  have  been  equally 
devastating  for  his  children.  The 
oldest,  Rebecca,  a National  Merit 


Scholar,  was  in  premed  at  the  time 
of  the  summons.  She  became  dis- 
affected with  medicine  and  turned  to 
nursing,  graduating  summa  cum 
laude.  Presently  she  is  considering 
leaving  health  care  altogether. 

Debbie,  the  second  daughter,  gradu- 
ated last  month  from  West  Virginia 
Wesleyan  College  and  will  work  in  the 
field  of  youth  social  services.  She, 
too,  wants  no  part  of  medicine. 

Timothy,  13  at  the  time  he  read  the 
summons,  is  now  a student  at  a private 
school  in  Asheville,  North  Carolina. 


“ Physicians  should  never 
turn  their  fate  over  to  attor- 
neys,” he  warns.  “ They  should 
continually  question  policy  and 
direction  of  their  own  defense 
attorneys 

which  he  asked  to  enter.  He  never 
wants  to  live  in  West  Virginia  again. 

Doctor  Magnus  has  lost  confidence 
in  the  court  system.  He  was  not  tried 
by  a jury  of  peers  at  all,  he  maintains, 
for  anyone  capable  of  understanding 
the  complex  issues  involved  in  the 
accident  was  quickly  cut  from  the  jury 
by  the  plaintiff  attorneys. 

Testimony  Hurts  Defense 

He  feels  the  testimony  of  Dr.  Ellen 
E.  Hrabovsky  was  the  point  when  his 
case  was  lost.  “She  was  a professor 
from  our  own  WVU  Medical  Center  at 
Morgantown  and  she  used  emotional 
words  which  inflamed  the  jury  and 
painted  me  as  a callous  butcher. 

‘'Since  her  curriculum  vita,  stres- 
sing her  university  authority,  had 
been  splashed  over  the  courtroom,  the 
wind  appeared  to  be  taken  out  of  our 
defense  team.  From  that  point  on 
they  wouldn’t  even  allow  me  to 
counter  absolutely  false  accusations. 
The  rest  of  the  two-week  trial  was  out 
of  my  control  — like  a nightmare. 


“Physicians  should  never  turn  their 
fate  over  to  attorneys,”  he  warns. 
“They  should  continually  question 
policy  and  direction  of  their  own  de- 
fense attorneys.”  That  concern  should 
remain  sharp  even  after  the  court  pro- 
ceedings begin,  he  believes.  “My  state 
medical  association  and  insurance 
review  panel  was  conducted  only 
five  days  before  the  trial  began, 
too  late  to  utilize  their  recom- 
mendations. Although  my  chief  de- 
fense attorney  had  lost  time  with 
a back  problem  and  my  review  was 
late,  my  attorneys  didn’t  even  ask  for 
a delay  to  give  us  time  to  prepare. 
Physicians  must  insist  that  friendly 
reviews  be  accomplished  as  early  as 
possible  so  their  results  may  be  used 
in  their  defense.” 

With  the  expert  medical  witnesses’ 
testimony  the  stage  was  set.  The  jury 
soon  found  Doctor  Magnus  guilty  and 
recommended  $250  million  in  dam- 
ages. After  the  judge  explained  to 
the  jury  that  damages  could  not 
exceed  the  amount  of  the  suit,  the 
jury  arrived  at  $10  million.  Recently, 
the  West  Virginia  Supreme  Court 
lowered  that  amount  to  $3  million  — 
82  per  cent  for  Doctor  Magnus  and 
18  per  cent  for  the  hospital. 

Whereas  the  community  had  been 
“tight-lipped”  prior  to  the  court 


Whereas  the  community  had 
been  66 tight-lipped ” prior  to  the 
court  trial , the  $10-million 
verdict  brought  friends , neigh- 
bors and  fellow  parishioners  to 
their  feet. 


trial,  the  $l0-million  verdict  brought 
friends,  neighbors  and  fellow  parish- 
ioners to  their  feet. 

That  evening,  the  Magnus’  home 
was  filled  with  people  who  could  only 
shake  their  heads  in  disbelief.  And 
now  the  telephone  rang  incessantly. 

The  harm  had  been  done,  however, 
and  West  Virginia  had  lost  a skillful 
surgeon. 
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Political  Momentum  Must  Not  Die 


Not  long  ago,  a physician  friend 
told  me  “I  take  care  of  patients: 
I leave  the  politics  to  you  guys.”  I 
didn’t  ask  him  to  amplify  that  state- 
ment. I knew  what  he  meant.  He 
meant  that  politics  either  held  no 
interest  for  him  or  that  in  his  list  of 
priorities,  it  was  well  down  the  line. 

Although  I don’t  think  my  friend 
will  change,  there  is  some  evidence 
that  an  increasing  number  of  West 
Virginia  physicians  are  becoming 
politically  active  at  the  state  and 
national  level. 

Some  of  us  or  our  spouses  will  have 
to  make  a commitment  to  run  for 
public  office  in  West  Virginia.  With 
the  large  number  of  health-related 
issues  brought  to  each  session  of  the 
Legislature,  it  is  imperative  to  have 
knowledgeable  people  in  the  House 
of  Delegates  and  Senate.  For  the  most 
part,  politics  is  enjoyable  and  gives 
one  a sense  of  accomplishment.  We 
need  to  try  it.  We’ll  like  it. 

We  need  to  contribute  our  time  and 
our  money  to  the  campaign  of  those 
who  will  listen  to  our  views.  Cam- 


paign contributions  do  not  buy  votes. 
If  so,  we  wouldn’t  want  that  candidate. 
We  can  only  hope  that  by  defraying 
the  considerable  costs  of  running  for 
public  office,  we  will  elect  a candidate 
who  will  consider  the  problems  of 
medicine. 

We  need  to  keep  in  touch  with  our 
legislators  on  a year-round  basis. 
Most  of  our  elected  officials  are  hard- 
working and  serious  about  their 
responsibility.  They  want  to  be  in- 
formed. They  should  be  approached 
as  a potential  friend. 

Legislators  do  read  their  mail,  and 
the  letter-writing  activity  of  the 
Auxiliary  during  the  recent  session 
was  especially  effective.  The  letters 
should  be  personal,  short,  and  well- 
written.  If  the  legislator  responds,  a 
thank-you  note  is  in  order. 

Finally,  we  need  to  maintain  con- 
tinued, effective  lobbying  during  the 
legislative  session.  It’s  very  important 
that  our  views  and  presence  are  made 
known  in  all  the  committee  meetings 
where  health-care  bills  are  being  con- 
sidered. 


It  would  be  nice  to  be  able  to 
practice  our  profession  without  con- 
cern for  political  strategies,  but  even 
if  that  day  ever  existed,  it  is  long 
since  gone.  Politics  is  the  name  of 
the  game.  We  must  all  play.  The 
alternative  is  for  us  to  be  ignored. 
That  could  spell  disaster  for  the 
future  of  medicine.  Please  keep  the 
momentum  going. 


David  Z.  Morgan,  M.  D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


Good  Response  In  State  CME  Survey  Essential 


We  urge  all  West  Virginia  doctors 
to  respond  to  the  questionnaire  on 
their  continuing  medical  education 
preferences  and  practices  which  will 
be  mailed  to  them  this  month.  It’s 
been  eight  years  since  a compre- 
hensive survey  of  doctors'  CME  needs 
and  interests  has  been  conducted  in 
the  state. 

Improvements  in  the  pertinence  and 
quality  of  programs  are  the  goals  of 
the  survey  sponsors,  the  CME  offices 
at  West  Virginia  University  School 
of  Medicine,  Charleston  Area  Medical 
Center  and  Marshall  L'niversity  School 
of  Medicine,  in  cooperation  with 
WVSMA  and  the  West  Virginia 
Chapter,  American  Academy  of 
Family  Physicians. 

The  sponsors  are  to  be  commended 
for  cooperating  with  each  other  for 
the  first  time  to  plan  coordinated, 
statewide  CME,  the  need  for  which 
long  has  been  recognized.  The  unified 
approach  in  dealing  with  common 
CME  concerns  inherently  should  bene- 
fit local  programs  as  well  as  improve 
and  better  define  the  overall  effort. 


Women  physicians  are  rapidly  in- 
creasing in  number;  in  1984-85,  more 
than  21,000  women  were  enrolled  in 
medical  school  — nearly  32  per  cent 
of  all  enrollees.  But  it  wasn’t  always 
so;  women  have  had  quite  a struggle 
to  gain  admittance  to  the  medical 
community  in  this  country.  How  are 
women  physicians  practicing  today? 


The  questionnaire  may  be  supple- 
mented by  interviews  with  doctors  in 
selected  local  medical  societies  in  the 
state. 

We  don’t  mean  to  harp  on  the 
frequently  heard  references  to  “rapidly 
changing  medicine,”  but  if  you  can 
believe  the  medical  segment  of  the 
recent  television  series  by  CBS  News 
on  life  in  the  year  2001,  phenomenal 
changes  in  medical  care  and  its 
delivery  will  be  upon  us  in  only  15 
years.  By  then,  the  program  predicted 
that  such  developments  as  “assembly 
line”  artificial  organs  and  a wide 
range  of  sophisticated  laser  surgery 
would  be  realized.  Obviously,  any 
successful  CME  program  must  keep 
oriented  to  that  kind  of  not-so-distant 
future. 

In  order  to  engender  quality  CME 
for  the  present  as  well  as  to  contem- 
plate future  CME  needs,  the  survey 
sponsors  are  looking  for  some  answers 
from  state  doctors:  Is  CME  available? 
Does  it  help?  What  other  types  of 
CME  are  needed?  By  what  other 
methods  could  I or  should ) CME  be 


Do  their  careers  take  the  same  paths 
as  their  male  colleagues?  Are  women 
doctors  well  accepted  by  the  medical 
establishment  and  the  community  in 
general?  These  are  questions  that  the 
March  issue  of  The  Internist,  the 
magazine  of  the  American  Society  of 
Internal  Medicine  (ASIM),  sets  out 
to  explore. 


presented?  What  kinds  of  CME  are 
needed  in  the  future? 

The  survey  results  also  should  be 
applicable  to  WVSMA  in  its  role  as 
accrediting  agency  for  state  hospitals 
and  organizations  and  their  CME 
offerings.  WVSMA  is  approved  as  a 
CME  accrediting  agency  by  the 
Accreditation  Council  for  Continuing 
Medical  Education  (ACCME),  the 
multi-sponsor  national  accrediting 
body  for  CME.  ACCME  requires  that 
CME  providers  have  “established 
procedures  for  identifying  and  analyz- 
ing CME  needs  and  interests  of  pros- 
pective participants.” 

Results  will  be  reported  in  The 
Journal,  and  a survey  exhibit  or 
presentation  is  scheduled  for  the 
WVSMA  Annual  Meeting,  August 
12-17,  at  the  Greenbrier. 

The  need  for  current  West  Virginia 
CME  data  provided  by  the  survey 
cannot  be  doubted  by  any  prudent 
person  sincerely  concerned  with 
achieving  the  best  possible  health 
care  delivery  in  the  state.  Our  doctors 
no  doubt  will  acknowledge  this  need 
and  provide  a striking  response. 

Stereotypes 

According  to  author  Marilyn  Heins, 
M.  D„  V ice  Dean  of  the  TIniversity 
of  Arizona  College  of  Medicine,  three 
factors  have  contributed  to  the  recent 
increase  in  the  number  and  percent- 
age of  women  in  medical  school:  the 
enactment  of  federal  antidiscrimina- 
tion legislation,  the  adoption  — by  the 
Association  of  American  Medical 
Colleges  in  1970  — of  an  equal  oppor- 
tunity resolution,  and  changes  in 
women’s  attitudes  and  aspirations 
engendered  by  the  feminist  movement. 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 


Women  In  Medicine:  Stamping  Out 
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While  there  is  now  equal  oppor- 
tunity for  women  to  enter  medicine, 
author  Kathleen  Davis,  M.  D.,  an 
internist  and  assistant  professor  at 
George  Washington  University  Medi- 
cal Center  in  Washington,  D.C.,  notes 
that  clear  differences  have  become 
apparent  between  men  and  women 
doctors  in  four  main  areas:  specialty 
choice,  type  of  practice,  hours  worked 
and  income.  Why?  ‘‘Fully  three 
fourths  of  women  physicians  are 
married,  and  the  majority  — 70  per 
cent  — of  them  have  children,”  she 
writes.  “Accordingly,  women  doctors 
tend  to  seek  professional  situations 
that  will  enable  them  to  budget  time 
at  home  with  their  spouses  and 
children.”  What  this  means  is  that 
women  are  more  likely  to  enter  the 
primary  care  fields,  more  likely  to 
work  in  salaried  positions  for  health 


maintenance  organizations,  govern- 
ment agencies,  group  practices  and 
private  institutions,  and  more  likely 
to  work  fewer  hours  and  receive  less 
income  than  their  male  counterparts. 

This  “flexible  schedule”  does  not 
always  work  to  the  advantage  of 
women  physicians.  Author  Rudolph 
H.  Ehrensing,  M.  D.,  Associate  Medi- 
cal Director  at  the  Ochsner  Clinic  in 
New  Orleans,  writes,  “In  my  clinic 
as  well  as  in  most  large  medical  insti- 
tutions there  has  been  a policy  about 
employment  that  has  worked  against 
the  hiring  of  women  physicians 
although  that  is  by  no  means  its  pur- 
pose or  intent.  That  policy  is  to  offer 
only  full-time  positions.” 

The  dual  roles  women  physicians 
assume  also  affect  other  aspects  of 
their  medical  careers.  “Although  their 


number  is  growing,  their  visibility  is 
not."  writes  author  Clair  M.  Carran, 
M.  D.,  Immediate  Past  President  of 
the  American  Medical  Women’s  As- 
sociation. “This  is  particularly  evi- 
dent in  the  ranks  of  organized  medi- 
cine and  is  causing  concern  among 
its  leadership.” 

Despite  the  many  obstacles,  author 
Edith  Irby  Jones,  M.  D.,  President 
of  the  National  Medical  Association, 
believes  that  “women  physicians  are 
beginning  to  move  into  the  hierarchy 
of  medical  organizations  . . . All  signs 
indicate  that  the  trend  will  continue.” 

The  Internist  editor,  William  C. 
Felch,  M.  D.,  commented,  “All  the 
data  show  that  the  battle  waged  by 
women  for  acceptance  in  the  ranks  of 
the  medical  profession  has  been  won 
along  every  front  . . .” 


Our  Readers  Speak 


Poems  Submitted 

I am  submitting  two  poems  for 
publication  in  the  West  Virginia 
Medical  Journal. 

Thank  you  for  your  consideration. 

Romeo  Y.  Lim,  M.  D. 

1306  Kanawha  Boulevard  East 
Charleston,  WV  25331 


Abyss  From  Abscess 

Surrepitiously  a pain  was  felt  in  the 
neck, 

L'nsuspiciously  it  was  just  a minor 
heck? 

Turning  the  neck  made  it  real  sore. 

Taking  analgesics  still  sensed  a gore. 

Restlessly  the  body  tried  to  dispel 
the  ache. 

Relentlessly  nothing  could  make  it 
shake. 

Swallowing  became  rougher  and 
tougher, 

Breathing  sounded  louder  and 
harder. 

Insidiously  a neck  lump  started  to 
rise. 

Cautiously  a warm  compress  was 
deemed  wise. 


Examining  the  neck,  swollen  and 
very  tender, 

CT  scanning  read  a hematoma,  a 
pretender? 

Meticulously  the  neck  was  explored. 

Successfully  the  deep  menacing 
abscess  was  deflored. 

Draining,  then  irrigating  with  HjO^. 

Packing  with  iodoform,  abyss  was 
abated  from  abscess  foe. 


Rapture  of  the  Carotid  Rupture 

Seemingly  abyss  from  abscess  was 
abated. 

Yet  the  temperature  continued  to  be 
elevated. 

Blood  cultures  showed  bacteremia. 

The  doctors  murmuring  what  a 
mania. 

Mindful  of  an  impending  cerebral 
stroke, 

Intravenous  heparin  was  infused  for 
revoke. 

The  neck  persisted  to  he  tender  and 
swollen, 

Also  the  pharynx  became  more  sore 
and  molten. 


Difficult  it  was  to  swallow  and  also 
to  breathe. 

As  if  encircling  the  neck  was  a 
heavy  wreath. 

Repeated  x-rays  revealed  the 
pretentious  hematoma, 

No  longer  a pretender  but  a 
propitious  enigma. 

A superimposed  abscess  with  a 
hideous  leak. 

The  bleeding  internal  carotid  made 
him  weak. 

Emergency  exploration  and  ligation 
were  done  in  time. 

Rescued  from  the  rapture  of  the 
carotid  rupture  sublime. 

Editor's  Note:  The  above 

arrived  a few  days  before  the 
celebration  of  William  Shake- 
speare’s birthday.  There  are  some 
who  might  consider  such  a con- 
fluence of  poetic  endeavor  to  have 
an  effect  on  the  literary  world 
similar  to  that  of  a turnpike  head- 
on  collision  on  the  music  world. 
Petty  snobbery  aside,  however, 
there  is  something  to  be  en- 
couraged in  any  attempt  at  relat- 
ing clinical  material  in  verse  form. 
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General  News 


Strict  Diabetic  Control  CME  Topic  For  Convention 


Michael  J.  Lewis,  M.  D. 


“Strict  Diabetic  Control:  Who?, 

How?,  Why?”  will  be  the  discussion 
topic  presented  by  a Morgantown 
physician  during  the  WVSMA  Annual 
Meeting  August  12-17  at  the  Green- 
brier in  White  Sulphur  Springs. 

Dr.  Michael  J.  Lewis,  Associate 
Professor  in  the  Department  of  Family 
Practice  at  West  Virginia  University 
School  of  Medicine,  will  be  the 
speaker  for  the  diabetes  segment  of 
the  third  general  scientific  session 
Saturday  morning.  August  16. 

General  scientific  sesions  also  are 
planned  for  Thursday  and  Friday 
mornings. 

Following  undergraduate  and  gradu- 
ate studies  in  chemical  engineering 
culminating  with  a Ph.D.  at  Virginia 
Polytechnic  Institute  and  State  Uni- 
versity, Doctor  Lewis  was  a research 
and  development  engineer  for  Union 
Carbide  Corporation  in  South  Charles- 
ton. He  then  enrolled  in  WVU  School 
of  Medicine  where  he  received  his 


M.  D.  degree  and  postgraduate  train- 
ing. 

A Fellow  of  the  AAFP,  Doctor 
Lewis  is  a Diplomate  of  the  American 
Board  of  Family  Practice.  He  has 
published  and  presented  papers  on 
diverse  topics  in  medicine  and  physi- 
cal sciences  including  a workshop  on 
Diabetes  Home  Monitoring  at  the 
1985  AAFP  meeting  in  Anaheim, 
California. 

Doctor  Lewis  was  in  private 
practice  for  nine  years  in  St.  Marys 
before  joining  the  WVU  faculty. 

The  convention  schedule  will  begin 
with  a 2 P.  M.  meeting  of  the  Execu- 
tive Committee  on  Tuesday,  August 
12,  and  the  usual  preconvention 
meeting  of  the  Council  at  9:30  A.  M. 
Wednesday.  The  opening  scientific 
session  will  be  Thursday  immediately 
following  9 A.  M.  opening  ceremonies. 

AMA  President  to  Speak 

It  was  announced  earlier  that  the 
current  AMA  President  Elect  (who 
will  be  installed  later  this  month), 
Dr.  John  Coury,  Jr.,  will  address  the 
first  session  of  the  House  of  Delegates 
Wednesday  afternoon,  August  13. 
Doctor  Coury,  of  Port  Huron,  Michi- 
gan, is  a general  and  scientific 
surgeon. 

General  Scientific  sessions  will  offer 
hour-for-hour  Category  1 credit. 

Dr.  Charles  E.  Turner  of  Hunting- 
ton  will  be  inaugurated  as  President 
to  succeed  Dr.  David  Z.  Morgan  of 
Morgantown  during  the  second  and 
final  House  session  Saturday  after- 
noon. 

Previously  Announced  Topics 

Scientific  speakers  and  topics  an- 
nounced previously  are: 

Thursday  morning:  “Approach  to 
the  Solitary  Nodule,”  Richard  E. 


Kleinmann,  M.D.,  Associate  Professor 
of  Medicine,  WVU  Charleston  Di- 
vision; and  “Geriatric  Hypertension,” 
Frederick  C.  Whittier,  M.  D.,  Profes- 
sor of  Medicine  and  Chief,  Section  of 
Nephrology,  WVU,  Morgantown; 

Friday  Morning:  “Polypharmacy 

and  the  Elderly,”  Thomas  E.  Finu- 
cane,  M.  D.,  Assistant  Professor 
of  Medicine,  Division  of  Compre- 
hensive Medicine,  WVLT,  Morgan- 
town; “The  Judicious  Use  of  Blood 
and  Blood  Products,”  Mabel  M. 
Stevenson,  M.  D.,  Director,  Tri-State 
Red  Cross  Blood  Services,  and  Clinical 
Professor  of  Pathology,  Marshall 
University  School  of  Medicine;  and 
“Non-Diabetic  Endocrine  Emergen- 
cies,” Irma  H.  Ullrich,  M.  D.,  Profes- 
sor of  Medicine,  Section  of  Endocri- 
nology/Metabolism, WVU,  Morgan- 
town; 

Saturday  Morning:  “Facts  and 

Fads  in  Nutrition,”  C.  Lawrence  Kien, 
M.  D.,  Ph.D.,  C.  E.  Compton  Profes- 
sor of  Nutrition;  Chief,  Section  of 
Clinical  Nutrition,  Departments  of 
Medicine,  Pediatrics  and  Biochemis- 
try; and  Co-Director,  Nutrition  Sup- 
port Service,  WVU,  Morgantown. 

Headache,  Arthritis  Talks  Also 

Also  to  be  announced  are  papers 
on  headaches,  Thursday  morning, 
and  arthritis,  Saturday  morning. 

An  Annual  Meeting  registration  fee 
of  $25  for  all  WVSMA  members  has 
been  established  by  Council  to  help 
offset  convention  expenses.  A fee  of 
$100  will  be  charged  non-members 
and  out-of-state  physicians. 

The  Annual  Meeting  of  the  Auxil- 
iary, with  Jeanny  (Mrs.  M.  V.) 
Kalaycioglu  of  Shinnston  in  charge 
as  President,  again  will  run  concur- 
rently with  the  WVSMA  convention. 

(Continued  on  Next  Page) 
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Members  of  the  Program  Com- 
mitte  are  Dr.  John  W.  Traubert. 
Morgantown.  Chairman:  Doctor  Klein- 
mann;  and  Drs.  Marshall  J.  Carper, 
Charleston:  Jose  I.  Ricard,  Hunting- 
ton;  John  A.  Rizzo,  Fairmont,  and 
William  N.  Walker.  Jr.,  Clarksburg. 


California  Group  Formed 
To  Help  FA  Victims 

Friedreich’s  Ataxia  Group  in 
America,  Inc.,  has  been  formed  in 
Oakland,  California,  to  help  persons 
with  the  genetic  condition  first  dis- 
covered by  Nikolaus  Friedreich  of 
Heidelberg,  Germany. 

In  FA  there  is  slow,  progressive 
loss  of  function  of  the  parts  of  the 
nervous  system  that  control  coordina- 
tion, and  to  a lesser  extent,  sensation 
and  strength. 

Estimates  of  the  number  of  people 
with  FA  in  the  United  States  range 
from  as  low  as  a few  thousand  to  as 
high  as  20.000  or  more. 

FAGA  primarily  is  committed  to 
three  goals:  1.  Benefit  of  persons  with 
FA  and  their  families,  especially 
through  chapters  and  a newsletter,  2. 
Fund  raising  for  research,  and  3. 
Education  of  people  with  this  con- 
dition, physicians  and  the  general 
public  including  government. 

Physicians  desiring  more  informa- 
tion may  contact  FAGA  at  P.  0.  Box 
11116,  Oakland.  CA  94611. 


Ophthalmology  Officers 

New  officers  of  the  West  Virginia 
Academy  of  Ophthalmology  include 
Drs.  Harry  L.  Amsbary,  Parkersburg, 
President;  Robert  K.  Scott  II,  Ronce- 
verte,  Vice-President,  and  Samuel  A. 
Strickland,  Charleston,  Secretary- 
Treasurer.  Elected  as  Directors  were 
Drs.  J.  Elliott  Blaydes,  Bluefield; 
George  W.  Weinstein,  Morgantown, 
and  Michael  Fiery.  Huntington. 

The  election  was  held  during  the 
Academy’s  39th  annual  national 
spring  meeting  at  the  Greenbrier 
April  27-30.  The  Academy  represents 
87  state  ophthalmologists. 


STATE  UROLOGISTS  MEET  — The  West  Virginia  Urological  Society  held  its 
spring  meeting,  “Flexible  Endoscopy  and  Lasers  in  Urology,”  in  Charleston  in  March. 
In  the  top  photo,  from  left,  Drs.  David  W.  Palmer,  Wheeling;  James  W.  Lane, 
Charleston,  and  Omar  El -Bash,  Huntington,  use  the  flexible  nephroscope  on  pig 
kidneys  during  the  “wet  lab”  part  of  the  meeting.  In  the  bottom  photo,  doctors 
discuss  interesting  cases  during  the  pyelogram  conference.  Making  a point  on  the 
left  is  Dr.  Richard  K.  Babayan  of  Boston,  one  of  three  physicians  on  the  guest 
faculty,  the  others  being  Robert  I.  Kahn  of  San  Francisco  and  Terrence  Malloy  of 
Philadelphia.  Dr.  Tara  Sharma  of  Huntington  was  1985-86  President  of  the  Society. 
Dr.  Rocco  A.  Morabito,  also  of  Huntington,  was  1985-86  Secretary  and  Program 
Chairman  for  the  meeting. 
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Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1986,  as  compiled 
by  Ernest  W.  Chick,  M.  D..  MU 
Director  of  Continuing  Medical  Ed- 
ucation; Robert  E.  Kristofco,  WVU 
Assistant  to  the  Dean/Continuing 
Medical  Education;  J.  Zeb  Wright, 
Ph.D.,  Director  of  Continuing  Educa- 
tion Outreach  and  Community  Affairs, 
WVU  Charleston  Division;  and 
Sharon  Hall,  Director  of  Continuing 
Education,  Charleston  Area  Medical 
Center  (also  in  charge  of  WVU 
Charleston  Division  on-campus  CME). 
The  schedule  is  presented  as  a con- 
venience for  physicians  in  planning 
their  continuing  education  program. 
(Other  national,  state  and  district 
medical  meetings  are  listed  in  the 
Medical  Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  by  calling  Doctor  Chick  at 
(304)  526-0515;  Kristofco,  (304) 
293-3937;  Wright,  (304)  347-1243; 
and  Hall,  (304)  348-9580. 

West  Virginia  University 

June  6-7,  Morgantown,  WV  State  So- 
ciety of  Anesthesiologists 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Rluefield , Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room. 
3rd  Thursday,  Noon-2  P.  M.  — 
June  19,  “Evaluation  of  Various 
Treatment  Modalities  for  Pneu- 
mococcal Infections,”  Elizabeth 
Funk.  M.  D. 

July-Aug.  (vacation) 


Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday, 
8-10  A.M.  — June  11,  “Review  of 
Cardiac  Arrhythmias,”  David  Na- 
may,  M.  D. 

July  9,  “Non-Invasive  Techniques 
for  Investigating  Vascular  Occlu- 
sive Diseases,”  Ali  F.  AbuRahma, 
M.  D. 

Gassaway,  Braxton  Co.  Memorial 
Hospital.  1st  Wednesday,  7-9  P.  M. 
— June  4,  “Emergency  Room  Eval- 
uation & Treatment  of  Alcohol-Re- 
lated Illnesses  & Inj  uries,”  Patricia 
Treharne,  M.  D. 

July  2,  “Initial  Treatment  of  Stroke 
( CVA)  and  Subsequent  Rehabilita- 
tion,” A.  L.  Poffenbarger,  M.  D. 
Aug.  6,  “Dealing  With  Anxiety  of 
COPD  Patients,”  Beena  Bhanot. 
M.  D. 

Madison,  Boone  Co.  Health  Dept.  — 
Conference  Room,  2nd  Tuesday. 
7-9  P.  M.  — June  10,  “Oral  Mani- 
festations of  Cancer,”  David  H. 
Walker,  D.D.S. 

July-Aug.  (vacation) 


Summersville,  Summersville  Memorial 
Hospital,  6:30-8:30  P.  M.  — June 
2,  “Update  Sexually-Transmitted 
Diseases,”  Patrick  Robinson,  M.  D. 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — - 
June  18,  “Treatment  of  Bac- 
terial Pneumonias,”  David  Elliott, 
Pharm.  D. 

July  16,  “The  Magic  Stone-Busting 
Machine:  ESWL,”  Thomas  McCoy, 
M.  D. 

Aug.  ( vacation  I 

Whitesville,  Raleigh-Boone  Medical 
Center.  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — June-Aug.  (vacation) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — June  5,  “Early  Recogni- 
tion of  Diabetes  Retinopathy  and 
Latest  Modalities  of  Treatment.”* 
Amos  Wilkinson.  M.  D. 

July  3,  “Low  Back  Pain,”  William 
Sale,  M.  D. 

Aug.  ( vacation ) 


Oak  Hill,  Plateau  Vocational  Center 
f Oyler  Exit,  N 19)  4th  Tuesday. 
7-9  P.  M.  — June-Aug.  (vacation) 


°A  special  program  in  cooperation  with 
West  Virginia  Department  of  Health;  De- 
partment of  Ophthalmology,  WVU  Medical 
Center,  and  WV  Society  of  Ophthalmology. 


TWO  NOTED  PHYSICIANS  worked  together  at  WVU  School  of  Medicine  when 
Theodore  E.  Woodward  (left)  spent  a week  with  Edmund  B.  Flink  recently.  Doctor 
Woodward,  from  the  University  of  Maryland,  is  an  internationally-known  expert 
on  infectious  diseases,  especially  treatment  of  typhoid  fever.  Doctor  Flink  was 
honored  with  the  Edmund  B.  Flink  Chair  of  Medicine,  with  a Sl-million  endowment 
income  which  is  used  to  bring  visiting  professors  of  Doctor  Woodward’s  caliber  to 
WVU.  During  his  visit  he  took  part  in  teaching  rounds  and  subspecialty  conferences. 
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DELIBERATIONS  — WVSMA  Council 
spent  more  than  two  hours  discussing: 
the  malpractice  insurance  issue  alone 
during:  its  Spring:  meeting  April  13  in 
Charleston  at  Association  headquarters. 
An  over-all  scene  of  Councilors  wrestl- 
ing with  some  tough  decisions  is  shown 
in  the  top  photo,  with  President  David 
Z.  Morgan,  standing,  rear,  making  a 


point.  In  the  bottom  photo  are  some 
of  the  Councilors  and  others  attend- 
ing. They  are,  from  bottom  left,  clock- 
wise, Drs.  Harry  Shannon,  Parkersburg 
(partly  shown),  Derrick  L.  Latos, 
Wheeling:  Jack  Leckie,  Huntington, 

Chairman  of  the  Insurance  Committee; 
Jasbir  S.  Makar,  Weirton:  Mel  P.  Simon, 
Point  Pleasant;  Robert  W.  Lowe,  Hunt- 


ington (partly  shown);  Constantino  Y. 
Amores,  Charleston  (partly  shown); 
Diane  E.  Shafer,  Williamson;  George 
A.  Curry,  Morgantown;  William  C. 
Covey,  Jr.,  Beckley  (background); 
Howard  S.  Maxwell,  Petersburg  (in 
place  of  Larry  C.  Rogers);  Stephen 
L.  Sebert,  Fairlea  (background),  and 
Michael  M.  Stump,  Elkins. 
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WESPAC  Members  Listed 


Names  of  WESPAC  members 
were  presented  as  a part  of  the 
WESPAC  report  to  WVSMA  Coun- 
cil at  its  Spring  Meeting  April  13. 
The  list  is  printed  below  and  in- 
cludes names  of  additional  mem- 
bers received  since  the  Council 
meeting  through  press  time  for  The 
Journal  in  May.  The  total  number 
of  members  at  that  time  was  117 
Sustaining  members  and  226  Regu- 
lar members  for  a grand  total  of 
343,  an  all-time  record  for  the  state 
political  action  committee. 

Sustaining  members  are  those 
donating  $100  or  more;  Regular 
members,  those  giving  $50. 

The  117  Sustaining  members  in- 
cluded 107  doctors  and  10  auxiliary 
members;  of  the  226  Regular  mem- 
bers, 213  are  doctors  and  13  are 
auxilians. 

It  should  be  noted  that  five  of 
the  Sustaining  members  are  not 
members  of  the  WVSMA. 

Sustaining  Members 

Kenneth  J.  Allen.  Mohammad  F. 

Anwar,  David  W.  Avery,  R.  Belding,* 

David  F.  Bell,  Jr.,  R.  Paul  Bennett. 

Michael  W.  Blatt,  Larry  R.  Cain, 


William  H.  Carter,  Eileen  C.  Catter- 
son,  Harry  F.  Cooper,  William  C. 
Covey,  Jr.,  John  D.  Credico,*  Glen 
Crotty,  Jr.,  William  N.  Cunningham, 
Erlinda  L.  de  La  Pena,  Richard  A. 
DeVaul,  Thomas  Richard  Douglass, 
Generoso  D.  Duremedes,  J.  E.  Echols, 
William  J.  Echols,  Mrs.  Denise  Marie 
Fisher,  Lewis  N.  Fox,  Roger  L. 
Frome,*  James  A.  Gardner,  Anthony 
George,  Joseph  Ivan  Golden,  Henry 
P.  Gosiene,  Lewis  W.  Gravely,  David 
B.  Gray,  Echols  A.  Hansbarger,  Jr., 
Robert  D.  Hess.  Anne  C.  D.  Hooper, 
William  Dale  Hooper,  Francis  C. 
Huber,  Jr.,  Raquel  S.  Israel,  A.  Ray 
Jacobson.  Ismael  0.  Jamora,  R.  C. 
Jereza,  Richard  Johns,  Michael  A. 
Kelly,  Sriramloo  Kesari,  James  S. 
Kessel,  Mrs.  Nancy  Kessel.  Marion  C. 
Korstanje,  Jr.,  Muthusami  Kuppu- 
sami,  Carl  S.  Larson,  Derrick  L. 
Latos,  Robert  L.  Leadbetter,  Jack 
Leckie,  Han  S.  Lee,  Stephen  T.  J. 
Lee,  Kwan  Ho  Lee,  Charles  A. 
Lefebure,  Rudolph  Lemperg,  Michael 
J.  Lewis,  Patrick  Lillard,  Raymond  L. 
Lilly,  Jr.,  F.  Vivan  Lilly,  Donn  Ashley 
Livingstone,  Malcolm  B.  Louden,  Jr., 
Robert  Wylie  Lowe,  Ignacio  Luna,  Jr.; 

Joseph  A.  Maiolo,  Jasbir  S.  Makar, 
Mrs.  Eileen  Martin,  Phillip  B. 

Mathias,  G.  0.  McClellan.  Worthy  W. 
McKinney,  Amabile  Milano,  L.  M. 


Minardi,  David  Z.  Morgan,  Prasadarao 

B.  Mukkamala,  Mickey  Jon  Neal, 
Howard  Neiberg,  Ralph  H.  Nestmann, 
George  Orphanos,  Jose  L.  Oyco,  N. 
M.  Patel,  Edward  P.  Polack,  Zarina 
Rasheed,*  Syed  Rasheed,*  Donald  L. 
Rasmussen,  Gurijala  N.  Reddy,  Carl 
J.  Roncaglione,  Michael  A.  Santer, 
Harry  Shannon,  Tara  Sharma,  Adnan 
Silk,  Mrs.  Barbara  Sims,  Rutherford 

C.  Sims,  Ralph  S.  Smith,  Jr.,  James 
T.  Spencer,  Fredrick  Thomas  Sporck, 
Richard  G.  Starr,  Herbert  D.  Stern. 
Mrs.  Lynda  B.  Stern.  Samuel  A. 
Strickland,  Michael  M.  Stump,  Mrs. 
Priscilla  C.  Stump,  L.  H.  Subbaraya, 
J.  Brookins  Taylor,  Norman  W. 
Taylor,  Richard  M.  Thompson,  Gary 
M.  Tolley,  George  E.  Toma,  Charles 
E.  Turner,  Mrs.  Linda  M.  Turner, 
Mrs.  Marianne  F.  Tweel,  Stephen  D. 
Ward,  Mrs.  Judith  K.  Webb,  Mrs. 
Esther  Weeks,  Harry  S.  Weeks,  Jr., 
Francis  J.  Whelan,  Syed  Abdul  Zahir, 
Nicholas  D.  Zambos,  and  Isidro  G. 
Zarsadias,  Jr. 

" not  members  of  WVSMA 

Regular  Members 

Charles  Abraham,  Jeffrey  S.  Adam, 
Wynn  W.  Adam,  Afzal  Ahmed, 
Gabriel  E.  Al-Hajj,  Lubin  C.  Alimario, 
Vincente  P.  Almario,  Robert  B. 

( Continued  on  Page  203  ) 


Receiving  a round  of  applause  are 
new  officers  of  the  West  Virginia  Chap- 
ter, American  Academy  of  Family  Phy- 
sicians, elected  during  the  Academy’s 
34th  annual  Scientific  Assembly  in  April 
in  Charleston.  From  left,  are  Drs.  John 


E.  Beane,  Parkersburg,  District  IV  Di- 
rector; Jose  I.  Ricard,  Huntington,  Vice 
President;  Joseph  B.  Reed,  Buckhannon, 
Chairman  of  the  Board;  Thomas  G. 
Wack,  Jr.,  Wheeling,  President  Elect; 
John  V.  Merrifield,  Dunbar,  Treasurer; 


Larry  C.  Rogers,  Petersburg,  District  III 
Director;  Michael  J.  Lewis,  Morgantown, 
District  II  Director;  Anne  Jean  Caven- 
der,  Charleston,  District  VII  Director, 
and  Joseph  A.  Smith,  Dunbar,  AAFP 
Delegate. 
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Harry  S.  Weeks,  Jr.,  M.  D. 


m 

John  B.  Markey,  M.  D. 


AMA  House  Meets  June  15-19 


The  annual  meeting  of  the  Ameri- 
can Medical  Association’s  House  of 
Delegates  will  he  held  June  15-19  in 
Chicago  at  the  Marriott  Hotel. 

WVSMA’s  two  Delegates  to  the 
AMA  House  are  Drs.  John  B.  Markey 
of  Charleston  and  Harry  S.  Weeks,  Jr., 
of  Wheeling,  with  Drs.  Joseph  A. 
Smith  of  Dunbar  and  Stephen  D. 
Ward  of  Wheeling  as  Alternate  Dele- 
gates. 

Dr.  Frank  J.  Holroyd  of  Princeton, 
who  served  for  32  years  as  a West 
Virginia  AMA  Delegate,  is  Honorary 
AMA  Delegate. 

The  AMA  House  is  composed  of 
representatives  from  state  medical  as- 
sociations, national  medical  specialty 
societies,  resident  physicians,  medical 
students,  medical  schools,  hospital 
medical  staff  sections,  medical  corps 
of  the  U.  S.  military  services,  U.  S. 
Public  Health  Services,  and  Veterans 
Administration. 

Dr.  Harrison  L.  Rogers,  Jr.,  general 
surgeon  from  Atlanta,  is  AMA  Presi- 
dent. The  President-Elect  is  Dr.  John 
Coury,  Jr.,  who  — after  being  in- 
stalled as  President  during  the  AMA 
annual  meeting  — will  address  the 
WVSMA’s  first  session  of  the  House 
of  Delegates  on  Wednesday,  August 
13,  during  the  Association’s  Annual 
Meeting  August  12-17  in  White 
Sulphur  Springs  at  the  Greenbrier. 
Doctor  Coury.  of  Port  Huron,  Michi- 


gan, is  a general  and  pediatric 
surgeon. 

Doctor  Markey  will  serve  on  the 
Credentials  Committee  during  the 
AMA  convention. 

David  J.  Brailer,  a native  of  King- 
wood.  is  the  student  member  of  the 
AMA  Board  of  Trustees.  He  com- 
pleted four  years  at  West  Virginia 
University  School  of  Medicine  in 
1985  hut,  instead  of  taking  his  degree 
and  beginning  a residency,  entered  a 
one-year  special  program  at  the  Uni- 
versity of  Pennsylvania  School  of 
Medicine. 

WVSMA  President  David  Z.  Mor- 
gan, M.  D.,  other  WVSMA  officers, 
and  Executive  Director  Merwyn  G. 
Scholten  also  will  attend  the  conven- 
tion. 


Magazine  Honors  Fine 

David  J.  Fine,  President  of  West 
Virginia  University  Hospitals,  Inc., 
has  been  named  one  of  the  national 
leaders  in  today's  health  care  industry 
by  Hospitals  magazine,  the  official 
publication  of  the  American  Hospital 
Association. 

Pine,  35,  was  featured  in  Hospitals’ 
50th  anniversary  issue,  released  in 
May. 

( Continued  in  next  column  ) 


Fine  and  50  others  are  named  by 
the  magazine.  He  joined  University 
Hospital  in  1983,  and  was  instru- 
mental in  planning  construction  and 
financing  of  the  new  $87  million  Ruby 
Memorial  Hospital,  which  will  replace 
the  current  building.  He  also  worked 
to  form  HealthNet,  and  serves  as 
President  of  that  health  care  joint 
venture. 


Doctor’s  Widow’s  Estate 

Bequest  Goes  To  WVU 
Student  Scholarship  Fund 

The  West  Virginia  University 
School  of  Medicine’s  student  scholar- 
ship fund  has  received  a bequest  of 
nearly  $300,000  from  the  estate  of 
Hazel  Lynch  Coffindaffer  of  Lost 
Creek,  Harrison  County. 

Mrs.  Coffindaffer,  who  died  in 
1981,  was  the  widow  of  Dr.  C.  Clyde 
Coffindaffer,  a general  practitioner  in 
Clarksburg. 

The  bequest  in  Mrs.  Coffindaffer’s 
will  now  amounts  to  more  than 
$580,000  and  will  be  divided  equally 
between  the  WVU  School  of  Medicine 
and  the  Medical  College  of  Virginia, 
where  her  husband  received  his  M.D. 
degree. 

Formal  presentation  of  the  gift  took 
place  at  a dinner  May  8 at  the  Green 
Acres  Supper  Club  in  Clarksburg. 

Harrison  Auxiliary,  AMA-ERF 

Mrs.  Coffindaffer  made  the  bequest 
through  the  Auxiliary  of  the  Harrison 
County  Medical  Society  and  the 
American  Medical  Association’s  Edu- 
cation and  Research  Foundation 
I AMA-ERF). 

The  Auxiliary  was  represented  by 
its  President,  Maripat  Wright,  and 
AMA-ERF  President  Dr.  Rufus  K. 
Broadaway  made  the  presentation. 
Three  other  Auxiliary  members,  Mary 
Harrison,  Margaret  Gilman  and  Denny 
Fischer,  were  instrumental  in  obtain- 
ing the  gift. 

WVU  Dean  Richard  A.  DeVaul, 
M.  D.,  and  Associate  Dean  W. 
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Kenneth  Blaylock,  M.  D.,  of  the  Medi- 
cal College  of  Virginia  accepted  the 
gifts. 

Another  speaker  was  David  J. 
Brailer,  WVU  medical  student  from 
Kingwood  who  is  a Dana  Scholar  at 
the  University  of  Pennsylvania  School 
of  Medicine.  Brailer  is  the  medical 
student  member  of  the  Board  of 
Trustees  of  the  American  Medical 
Association. 

Dr.  David  Z.  Morgan,  WVSMA 
President  and  Associate  Dean  of  the 
WVU  School  of  Medicine,  was  master 
of  ceremonies. 

Doctor’s  Death  in  1961 

Mrs.  Coffindaffer  was  born  in 
Parkersburg  and  became  a member  of 
the  Harrison  County  Auxiliary  in 
1952.  She  was  elected  to  honorary 
lifetime  membership  in  1972.  Doctor 
Coffindaffer  died  in  1961. 

AMA-ERF  was  established  to  help 
qualified  young  people  finance  their 
medical  education  and  training,  and 
to  assist  research  at  the  nation’s 
medical  schools.  Funds  can  he  desig- 
nated for  particular  schools  and  are 
used  for  scholarships,  student  loans 
and  medical  research  grants. 


No  Risks  Seen  In  U.S. 
From  Chernobyl  Accident 

Concluding  that  no  health  risks  for 
the  American  people  will  be  demon- 
strated, the  American  College  of 
Radiology  commented  in  early  May 
on  the  probable  effects  of  the 
Chernobyl  reactor  accident. 

In  one  of  two  statements,  in  a 
question-and-answer  format,  based  on 
information  at  that  time,  the  College 
said: 

• Pregnant  women  and  their 
fetuses  in  the  United  States  face 
no  increased  danger. 

• There  will  be  no  detectable  in- 
crease of  cancer  in  the  U.S.  be- 
cause of  this  event. 

• Nursing  mothers  should  have  no 
concern  about  the  safety  of  their 
milk. 

• People  living  in  the  U.S.  can 
expect  no  genetic  damage  from 
the  accident. 

• No  special  precautions  need  be 
taken  concerning  food. 

• Patients  need  have  no  fears  con- 
cerning diagnostic  x-ray  examina- 
tions. 


Medical  Meetings 


June  7-14— Am.  Assoc,  of  Orthopaedic  Med- 
icine, Portland,  Ore. 

June  8-12— World  Congress  on  Pediatric  & 
Adolescent  Gynecology,  Washington, 
DC. 

June  9-10— Society  of  Vascular  Surgery,  New 
Orleans. 

June  15-19— AMA  Annual  Meeting,  Chicago. 

June  18— WVSMA  Loss  Control  Seminar, 
Charleston. 

June  23-26— Am.  Orthopaedic  Assoc.,  Hot 
Springs,  VA. 

July  3-7— Am.  College  of  International  Phy- 
sicians, Dallas. 

July  6-11— International  Symposium  on 
Psoriasis,  Stanford,  CA. 

July  30- Aug.  3— Assoc,  of  Philippine  Prac- 
ticing Physicians  in  Am.,  Norfolk,  VA. 

Aug.  7-10— International  Doctors  in  Alco- 
holics Anonymous,  San  Diego. 

Aug.  12-17 — 119th  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 

Sept.  12-18— Am.  College  of  Radiology, 
Baltimore. 

Sept.  15-17— Am.  College  of  Nutrition, 
Washington,  DC. 

Sept.  15-18— Am.  College  of  Emergency 
Physicians,  Atlanta. 

Sept.  20— WVSMA  Loss  Control  Seminar, 
Parkersburg. 

Sept.  22-26— Am.  College  of  Chest  Physi- 
cians, San  Francisco. 

Sept.  25-28— Am.  Society  of  Internal  Medi- 
cine, Seattle. 

Sept.  29-Oct.  6— Am.  Academy  of  Family 
Physicians,  Washington,  DC. 

Oct.  5-8— Am.  Neurological  Assoc.,  Boston. 

Oct.  18— WVSMA  Loss  Control  Seminar, 
Beckley. 

Oct.  19-24— Am.  College  of  Surgeons,  New 
Orleans. 

Oct.  19-24— Am.  Academy  of  Physical  Medi- 
cine & Rehabilitation,  Baltimore. 

Nov.  8— WVSMA  Loss  Control  Seminar, 
Huntington. 


Dr.  Joe  N.  Jarrett  of  Oak  Hill,  left,  receives  the  1986  “Mister  Doc”  Award  from 
Dr.  D.  Dean  Patton,  Princeton,  incoming  President  of  the  West  Virginia  Chapter, 
American  Academy  of  Family  Physicians.  The  award  is  the  highest  honor  bestowed 
by  the  Chapter  on  one  of  its  members,  and  was  presented  during  its  April  meeting 
in  Charleston.  (See  also  the  May  10  issue  of  WESGRAM.) 
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A Continuing  Medical  Education  Event! 

119th  ANNUAL  MEETING 
of  the 

West  Virginia  State  Medical  Association 

Zdlie  (jreenbrier 

AUGUST  12-17, 1986 


CO-SPONSORS 

West  Virginia  State  Medical  Association 
West  Virginia  University  School  of  Medicine 
Marshall  University  School  of  Medicine 

COMPLETE  PROGRAM  WILL  APPEAR  IN  AUGUST  ISSUE  OF  THE  JOURNAL 

PROGRAM  COMMITTEE:  John  W.  Traubert,  M.  D.,  of  Morgantown,  Chairman;  and  Drs.  Marshall 
J.  Carper  and  Richard  E.  Kleinmann  of  Charleston,  Jose  I.  Ricard  of  Huntington,  John  A.  Rizzo  of 
Fairmont,  and  William  N.  Walker,  Jr.,  of  Clarksburg. 

REGISTRATION  FEE  is  $25  for  WVSMA  members  and  $100  for  non-members.  Please  make  checks 
payable  to  “WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION.” 

ACCREDITATION:  Information  concerning  CME  accreditation  of  the  Annual  Meeting  program 
will  appear  in  the  August  issue  of  The  Journal. 

Use  Greenbrier  reservation  form  enclosed  with  the  May  25  issue  of  WESGRAM 

PLAN  NOW  TO  ATTEND 


Return  to: 

WVSMA 
P.  0.  Box  4106 
Charleston,  WV  25364 

Please  register  me  for  the  119th  Annual  Meeting  of  the  WVSMA  in  White  Sulphur 
Springs,  WV,  August  12-17,  1986.  My  $25  registration  fee,  made  payable  to  the 
WVSMA,  is  enclosed. 


Name  (please  print) 


Specialty 


Address 


City 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  taster  service  call  Southern  Medical  at 
(205)  945  1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  D Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


WYU  Medical 
Center  News 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


Ophthalmologists  Tour 
On  Flying  Eye  Hospital 

A WVU  ophthalmologist  has  com- 
pleted his  second  week-long  tour  on 
Orbis,  a flying  eye  hospital  which 
travels  throughout  the  world  taking 
medical  care  to  underserved  areas 
and  heightening  awareness  of  eye 
diseases. 

Iraq  was  the  most  recent  country 
visited  by  John  V.  Linberg,  M.D., 
Associate  Professor  of  Ophthalmology 
and  oculoplastic  surgeon. 

Doctor  Linberg.  who  visited  Tunisia 
on  Orbis  in  1984,  said  the  project  has 
been  successfully  introducing  im- 
proved technology  and  health  care 
programs  to  developing  nations  since 
its  inception  in  1982.  Continuing 
growth  of  the  operation  has  allowed 
the  Orbis  staff  to  follow  through  with 
and  improve  upon  programs  initiated 
during  early  trips,  he  said. 

“All  the  trips  on  this  particular 
itinerary  were  return  trips,  so  the 
project  directors  had  some  idea  of 
what  to  expect,”  he  said.  “They  are 
much  more  focused  on  the  needs  of 
individual  countries. 

“They  now  send  a representative 
several  months  ahead  of  time  to  work 
with  the  local  physicians,  which  means 
they  have  been  able  to  select  better 
teaching  cases,  and  the  whole  effort 
is  better  organized.” 

Doctor  Linberg  emphasized  that  the 
goal  of  the  project  is  not  to  provide 
primary  care  for  the  nations  visited, 
but  rather  to  bring  current  or  appro- 
priate technology  to  the  people  who 
are  providing  the  care. 


Another  goal  is  to  stimulate  aware- 
ness of  the  local  government  about 
eye  problems. 

Doctor  Linberg  said  another  change 
is  that  the  plane  now  spends  three 
weeks  in  each  country  instead  of  two. 
The  first  two  weeks  involve  surgery 
and  teaching  on  the  hospital  airplane 
and  the  third  week  is  spent  using 
equipment  in  the  local  hospitals. 

The  staff  on  Orbis  includes  two 
project  ophthalmologists  and  one 
anesthesiologist  who  travel  with  the 
plane  full  time. 

Another  ophthalmologist  at  WVU, 
Matthew  E.  Farber,  M.  D.,  was 
recently  on  tour  with  Orbis  in  Egypt. 
Doctor  Farber.  a retinal  specialist, 
lectured  on  laser  surgery  and 
vitrectomy.  He  has  had  a longstand- 
ing interest  in  the  plane  and  helped 
load  it  when  it  was  built. 


Large  Doses  Of  Vitamins: 
Do  They  Help  In  Cancer? 

Are  large  doses  of  vitamins  helpful 
in  treating  some  forms  of  cancer?  A 
number  of  studies  suggest  they  may 
be,  but  many  physicians  are  skeptical, 
and  a new  study  at  WVLT  may  help 
resolve  the  issue. 

Research  on  the  value  of  mega- 
doses of  vitamins  in  treatment  of 
cancer  of  the  bladder  is  being  under- 
taken by  Drs.  Donald  L.  Lamm  and 
Joel  Rach  of  the  Department  of 
LVology  and  a LTniversity  of  Texas 
nutritionist. 

“Most  of  the  evidence  suggesting 
that  high  vitamin  intake  reduces 
cancer  risk  comes  from  population 
studies  which  further  suggest  that  a 
healthy  diet  — not  vitamin  supple- 
mentation by  itself  — is  effective," 
Doctor  Lamm  said. 


“But  some  studies  indicate  that 
vitamin  supplements  may  help.  In 
bladder  cancer,  for  example,  vitamin 
A derivatives  have  significantly 
reduced  recurrence  of  superficial 
tumors.  L^nfortunately,  the  vitamin  A 
preparations  used  in  these  studies  are 
not  approved  in  the  LTnited  States.” 
Doctor  Lamm  said  vitamin  B6, 
which  is  readily  available,  was  found 
in  one  Veterans  Administration  co- 
operative study  to  be  as  effective  as 
chemotherapy  in  patients  with  super- 
ficial bladder  tumors. 


Research  Definite  Plus 
In  Best  Infant  Feeding 

Feeding  premature  infants  correctly 
is  one  of  the  most  important  factors 
in  their  survival  and  continued 
development.  They  require  large 
calorie  intakes,  and  human  milk  alone 
cannot  always  support  their  special 
needs. 

Premature  infants  at  WVLT  are 
benefiting  from  knowledge  about 
feeding  which  may  he  years  ahead  of 
the  field.  According  to  C.  Lawrence 
Fieri.  M.  D.,  who  holds  the  Compton 
Chair  of  Nutrition,  this  is  an  example 
of  how  research  brings  new  techniques 
which  may  then  become  available  for 
patient  care. 

“Research  can  enhance  our  knowl- 
edge of  patient  care  in  ways  that  go 
far  beyond  our  own  research.  This 
knowledge  is  developed  and  shared 
by  all  the  members  of  our  group,  and 
that  includes  Edward  Liechty,  Martha 
Mullett  and  David  Myerberg.”  All 
are  neonatologists  at  WVLT. 

The  significance  of  the  studies  for 
premature  infants  at  WVU  is  that  they 
are  being  fed  nutrients  that  will  allow 
for  the  most  rapid  growth  and  develop- 
ment. 
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INDERAL  LA  and 


Hours  after  dose  (steady  state) 


■ INDERAL  LA 
avoids  the  sharp  peaks 
seen  with  atenolol 


Blood  pressure  controlled, 


Smooth  blood  pressure 
control  and  well  tolerated 


.v/ice-udi/y 

INDERAL  LA 

(PROPRANOia  HCI)  Capsules ^ 


Once-daily  INDERAL  LA  (propranolol  HCI)  keeps 
life  simple  for  the  patient.  A single  dose  provides 
24-hour  blood  pressure  control.  Convenient  and  well 
tolerated.  IN  DERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients 
found  a low  incidence  of  side  effects  with  INDERAL 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol.2 
INDERAL  LA  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  cardiogenic 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information. 


atenolol  over  24  hours*1 


80  mg  INDERAL  LA 


t 1 1 

12  16  20  24 

♦Plasma  concentrations  in  relation  to  the  mean. 


■ Smooth,  consistent 
plasma  drug  levels 
over  24  hours 

■ Full,  24-hour  blood 
pressure  control 
with  INDERAL  LA 


and  feeling  good. 

Added  blood  pressure 
cmitrol  with  the  preferred 
diuretic 

When  more  than  one  antihypertensive  agent  is  needed, 
once-daily  INDERIDE  LA  enhances  patient  compliance 
to  improve  long-term  control.  Patients  receive  all  the 
benefits  of  controlled-release  INDERAL  LA  and 
standard-release  hydrochlorothiazide  (HCTZ),  for 
comfortable  morning  diuresis.  Not  only  does  this 
regimen  permit  patients  to  follow  normal  daily 
routines,  but  HCTZ  also  produces  less  potassium 
wastage  on  a mg-for-mg  basis  than  chlorthalidone.3  4 

/HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Once-daily 

INDERIDELA 


Once-daily 

INDERAL LA 

IFWFRANOWLHCI) 


LONG  ACTING 
CAPSULES 


80  mg 


at 

ttl  J 


120  mg 


Q 

BALL* 


160  mg 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


v/ 


Each  capsule  contains  propranolol HCI  (INDERAL*  LA). 

80  mg,  120  mg,  or  160  mg,  and  hydrochlorothiazide,  50  mg 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and  HYDRO- 
CHLOROTHIAZIDE (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg  substi- 
tutes for  INDERAL  and  INDERIDE  Tablets.  Please  see  package  circulars. 

CONTR  A INDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in  1)  car- 
diogenic shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma; 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure.  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow  up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored.  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  tor  the  management  of  unstable  angina  pectoris.  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  There- 
fore, abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF  PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS. 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to  ad|ust 
the  dosage  of  insulin.  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported. 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpme 
should  be  closely  observed  if  propranolol  is  administered.  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug  induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels. 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug 

PREGNANCY:  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 


NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  tor  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting 
Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg,  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis,  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient. 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS:  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing 

PEDIATRIC  USE  (Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia;  congestive  heart  failure,  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud 
type 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss;  emotional  lability;  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation, mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported 
Miscellaneous;  Alopecia;  LE  like  reactions;  psoriasiform  rashes;  dry  eyes;  male  impotence;  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
associated  with  propranolol 
Hydrochlorothiazide: 

Gastrointestinal:  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation; 
laundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias;  headache;  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis;  thrombocytopenia,  aplastic  anemia. 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics). 

Hypersensitivity  Purpura;  photosensitivity;  rash;  urticaria;  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis;  anaphylactic  reactions. 

Other:  Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm;  weakness;  restlessness; 
transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn 

•The  appearance  of  these  capsules  is  a registered  trademark  ot  Ayerst  Laboratories 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  0.  (New  Martinsville) 
Peripheral  Vascular  Disease 
J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D 
Gastroenterology 
T.  E.  Chvasta,  M.  D. 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology/ Hypertension 

D.  L.  Latos,  M.  D. 

M.  H.  Drews,  M.  D. 

T.  G.  Kenamond,  M.  D 
Pulmonary 

C.  J.  Begley,  M.  D. 

T.  V.  Burke,  M.  D 
Rheumatology 

M.  A.  Stevens,  M D 

GENERAL  SURGERY 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M D 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  T rapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

H.  S.  Berlin,  M.  D. 
OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 
W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 

DERMATOLOGY 

M.  Baron,  M.  D 

NEURO-SURGERY 

F.  J.  Payne,  M.  D 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S.  Govindan,  M.  D. 
PSYCHIATRY 

S.  D.  Ward,  M.  D 
D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

J.  G.  Tellers,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 

Optical 

W.  E.  Schul,  Optician 

Speech  Therapy/ Audiology 

J.  P.  Frum,  M.  S.,  S.P.A. 

Biofeedback  Laboratory 

M.  G.  Simon,  P.  A. 

Electrology/Cosmetic  Therapy 

J.  E.  Beserock.  R E. 

TECHNOLOGISTS 

Electrocardiography 

B.  Maguire,  R.  N. 

B.  Muklewicz,  R.  N. 

Electroencephalography 

J.  Stone,  R.  N.,  CMET 
J.  Green,  R.  N. 

Roentgenology 

E.  Forester,  R.  T. 

Pulmonary  Diagnostics  Lab 

Ft.  Kordack,  R T 


GREENBRIER  PHYSICIANS,  INC. 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

INTERNAL  MEDICINE 

1-800-642-5161  or  304-647-51 15 

OBSTETRICS/GYNECOLOGY 

PSYCHOLOGY 

Robert  K.  Modlin,  M.  D. 

James  L.  Pfeiff,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

Helen  R.  Perez,  M.  D. 

Robert  L.  Wheeler,  M.  D 

Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

EAR,  NOSE  & THROAT 

ANCILLARY  SERVICES 

SURGERY 

Amir  A Alidina,  M.  D 

Physical  Therapy 

General  & Vascular 

OPHTHALMOLOGY 

Tom  Moore,  R.P.T. 
Wood  McCue,  R.P.T. 

H.  P.  Dinsmore,  M.  D. 

Robert  K.  Scott,  II,  M.  D 

General  & Thoracic 

Respiratory  Therapy 

B.  L.  Plybon,  M.  D. 

PEDIATRICS 

James  D.  Creasman,  R.R.T 

ORTHOPEDIC  SURGERY 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S 

Audiology 

Conrad  D.  Tamea,  Jr.,  M.  D 

Gary  M.  Vandevander,  M S. 

James  W.  Banks,  M.  D. 

RADIOLOGY 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

Charles  Weinstein,  M.  D. 

ADMINISTRATION 

UROLOGY 

Sandra  W.  Ayers,  Business  Manager 

E.  T.  Cobb,  M.  D. 

Kyle  F.  Fort,  M.  D. 
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MU  School 
Of  Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Transplant  Pioneer  Starzl 
Presents  ‘Last  Lecture’ 

Transplantation  brought  “electri- 
fying” changes  to  the  practice  of 
medicine,  transplant  pioneer  Thomas 
Starzl,  M.  D.,  said  at  MU,  but  it  also 
did  more:  it  triggered  what  he  called 
a cascade  of  events  across  a wide 
spectrum  of  special  interests,  chang- 
ing law,  the  government  and  percep- 
tions of  what  is  ethical  in  medicine. 

Doctor  Starzl,  who  performed  the 
world’s  first  successful  liver  and  heart- 
liver  transplants,  presented  the  cere- 
monial Last  Lecture  to  School  of 
Medicine  seniors  May  8. 

Some  of  the  ethical  and  legal 
issues  surrounding  transplantation 
were  readily  resolved,  he  said,  citing 
the  redefinition  of  death  as  brain 
death.  “There  were  those  of  us  . . . 
21  years  ago  who  were  terrified  at 
what  might  happen  to  gravely  injured 
patients  as  a result  of  allowing  brain 
death  to  be  accepted  as  a criterion 
of  death,”  he  said. 

Fears  Prove  Unfounded 

However,  fears  that  these  patients’ 
care  might  he  degraded  proved  un- 
founded, he  said.  Instead,  the  trend 
moved  in  the  opposite  direction: 
more  resuscitative  measures  were  per- 
formed once  physicians  had  legal 
authority  to  remove  life-support 
systems  from  hrain-dead  persons  with- 
out being  charged  with  murder. 

This  gave  the  gravely  injured  “a 
chance  that  thousands  and  tens  of 
thousands  of  people  in  this  country 
will  have  this  year  because  of  that 
change  not  only  in  the  perception  of 
what  is  right,  but  also  in  the  law.” 


Problems  remain,  he  added:  prob- 
lems of  medical  ethics  and  the  alloca- 
tion of  scarce  resources,  problems  of 
equal  access  to  health  care.  Questions 
— in  the  case  of  living  donors  — of 
assuring  freedom  of  choice.  “In  a 
society  that  has  Judeo-Christian  values, 
in  which  self-sacrifice  is  an  admirable 
quality,  free  choice  is  very  difficult 
to  insure,”  Doctor  Starzl  said.  As  a 
result,  he  no  longer  uses  organs  from 
living  donors. 

Charges  Students 

Doctor  Starzl  charged  students  to 
hold  inviolate  the  patient  bond  in- 
voked by  the  Hippocratic  oath,  to  not 
forsake  patient  care  for  “randomized 
trial-o-mania,”  to  be  not  only  the 
instruments  of  society,  but  its  severest 
critics  as  well. 

“I  hope  the  lessons  that  were 
learned  from  the  rapid  progress  in 
this  field,  this  revolution  . . . will  help 
you  control  the  next  revolution  that 
will  come  along,”  he  concluded. 


MU  Has  Part  In  Study 
Of  Buffalo  Creek  Effects 

To  help  determine  how  the  Buffalo 
Creek  dam  collapse  affected  survivors 
physically  and  emotionally,  the  School 
of  Medicine  is  collaborating  on  a study 
with  the  Traumatic  Stress  Study 
Center  of  the  University  of  Cincinnati. 

The  study  parallels  several  others 
done  by  the  center:  man-made  dis- 
asters such  as  the  Beverly  Hills  Supper 
Club  fire  and  industrial  accidents  as 
well  as  natural  disasters  such  as 
tornadoes. 

“The  present  study  in  Buffalo 
Creek  ...  is  designed  to  continue  to 
examine  the  long-term  psychological 
consequences  of  disaster  for  the  indi- 
vidual and  the  community:  in  par- 


ticular, how  people  recover  from  such 
experiences  and  what  is  most  helpful 
in  the  recovery  process,”  said  a center 
spokesman. 

The  study,  funded  by  the  National 
Institute  of  Mental  Health,  is  com- 
paring 260  disaster  survivors  with  a 
control  group  from  Kanawha  and 
Boone  counties,  which  were  not 
affected  by  the  flooding.  Members  of 
Marshall’s  Department  of  Family  and 
Community  Health  are  doing  physical 
assessments  of  study  participants. 

Results  of  the  study  will  be  avail- 
able in  1988. 


MU  Graduates  Publish, 

Give  Scientific  Papers 

School  of  Medicine  graduate  Kay 
Stone.  M.  D.,  an  epidemiologist  at  the 
Centers  for  Disease  Control,  was  the 
primary  author  of  an  April  4 article 
in  the  Journal  of  the  American  Medi- 
cal Association  concerning  the  preven- 
tion of  the  spread  of  sexually  trans- 
mitted diseases. 

Fellow  1982  graduate  Rose  A. 
Goodwin,  M.  D.,  and  two  MU  surgical 
residents,  Drs.  Rod  H.  Peterson  and 
Michael  D.  Sarap,  have  presented 
scientific  papers  selected  for  competi- 
tions. 

Doctor  Goodwin,  now  a resident  at 
Ohio  State  University,  was  the  pri- 
mary author  of  one  of  five  clinical 
pathology  papers  presented  at  the 
ASCP/CAP  spring  meeting. 

Doctors  Peterson  and  Sarap  were 
two  of  six  residents  chosen  to  present 
papers  at  the  spring  meeting  of  the 
West  Virginia  Chapter  of  the  Ameri- 
can College  of  Surgeons.  Doctor 
Peterson  spoke  on  “Bacteremia  on  the 
Surgical  Service.”  Doctor  Sarap’s 
topic  was  “Intestinal  Obstruction  in 
the  Neonate.” 
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Interpretive  Eiectrocardiogra 


• Save  money  on  initial  purchase-priced  50%  to  60% 
less  than  similar,  but  more  bulky,  competitive  products 

• Use  it  wherever  you  need  it— small  enough  and  portable 
enough  to  use  anywhere  in  the  office,  or  take  it  right 

to  the  patient’s  bedside,  all  with  no  sacrifice  in 
diagnostic  capability 

• Reduce  paper  wasted  through  false  starts-LCD  display 
shows  actual  waveforms  for  each  lead,  easy  to  see  if 
lead  is  improperly  connected 

• Provides  more  comprehensive  data-analyzes  10  full 
seconds  of  data  from  all  12  leads  simultaneously, 
rather  than  just  3 at  a time 


• Completely  portable  for  use  in  any 
location-can  be  used  without  a power 
outlet  or  during  power  failures  because  it 
can  be  battery  operated 

• Transmits  data  direct  to  physician’s  office 
for  overread  via  phone  modem 

• Review  and  comparison  on  previous  ECGs  easily 
accomplished-unit  stores  up  to  20  ECGs 


Burdick 


11800  Coakley  Circle,  Rockville,  Maryland  20852 
(301)984-6112  (301)444-7977  (215)922-4966  (804)644-8024  (919)848-4333 


E500  electrocardiograph  analysis  cart 

• Much  smaller  in  size  and  weight  than 
competitive  carts— system  weighs  only  65  lbs 

• Assured  patient  safety  with  isolation  built 
into  system 

• Produces  crisp,  clear  reports  with  a high- 
resolution  plotter 


LEWIS  MEDICAL  INSTRUMENTS  INC. 


E500— 3-channel,  1 2-lead 
interpretive  electrocardiograph 


Obituaries 


HAROLD  VAN  HOOSE,  M.  D. 

Dr.  Harold  Van  Hoose  of  Fort 
Myers,  Florida,  formerly  of  Man,  died 
April  16  in  Fort  Myers.  He  was  88. 

Born  in  Lawrence  County,  Ken- 
tucky, Doctor  Van  Hoose  went  to 
Logan  County  in  1926  and  practiced 
at  Holden.  In  1936.  he  moved  to  the 
Man  area  where  he  practiced  until 
1972. 

A former  Mayor  of  Man,  he  was 
Vice  President  of  the  West  Virginia 
State  Medical  Association  in  1948. 
He  served  three  terms  on  the  WVSMA 
Council  I 1959-63  and  1968-701. 

Doctor  Van  Hoose  was  graduated 
from  Stritch  School  of  Medicine  of 
Loyola  University  in  Chicago,  and 
interned  at  Mercy  Hospital  in 
Chicago,  at  Douglas  County  Hospital 
in  Omaha,  Nebraska,  and  at  St. 
Elizabeth’s  Hospital  in  Lincoln, 
Nebraska. 

He  was  a member  of  the  American 
Academy  of  Family  Physicians,  and 
a retired  member  of  the  Logan  County 
Medical  Society,  WVSMA.  and  Ameri- 
can Medical  Association. 

Survivors  include  the  wife,  Hen- 
rietta Van  Hoose,  and  two  daughters, 
Helen  Lazzelle  of  Morgantown  and 
Mary  Alice  Sellers  of  North  Fort 
Myers. 


CHAPMAN 

PRINTING 

COMPANY 

★ 

1652  4TH  AVENUE 
CHARLESTON,  WV  25357 

PHONE:  346-0676 


Bernie  Hoffmann 
Associates,  Inc. 
is  currently  assisting 
several  major  midwest 
hospitals  and  clinics 
in  their  search  for 
qualified  physicians 
with  the  following 
specialties: 

OBSTETRICS/ 

GYNECOLOGY 

FAMILY  PRACTICE 

RADIATION  ONCOLOGY 

ANESTHESIOLOGY 

EMERGENCY  MEDICINE 

INTERNAL  MEDICINE 

NEPHROLOGY 

OTOLARYNGOLOGY 

☆ 

Qualified  individuals  will  be 
able  to  negotiate  a competi- 
tive salary  and  participate 
in  an  excellent  fringe  bene- 
fit program  which  includes 
malpractice  insurance 
coverage. 

☆ 

Interested  physicians 
should  submit  their 
curriculum  vitae  in 
confidence  to: 

Jim  Lucas  Associate 

BERNIE  HOFFMANN 
ASSOCIATES,  INC. 

20755  Greenfield, 

Suite  601 

Southfield,  Ml  48075 
(313)  557-9340 


PSYCHIATRIST 

You’re  a psychiatrist  who 
values  a balance  in  life. 
A dynamic,  financially  re- 
warding practice,  as  well 
as  time  for  fishing,  hunt- 
ing, white  water  rafting 
and  skiing,  are  important 
to  you. 

☆ 

We  are  seeking  a board 
eligible/certified  psychi- 
atrist for  a large  urban 
general  hospital  in  West 
Virginia  which  offers  a 
sophisticated  psychiatric 
unit  and  hospital  facilities. 
We  offer  competitive  fi- 
nancial packages  as  well 
as  proven  marketing  pro- 
grams. 

☆ 

Horizon  Health  Manage- 
ment Company,  a sub- 
sidiary of  Republic  Health 
Corporation,  is  dedicated 
to  setting  the  standard  of 
excellence  in  mental 
health  care.  If  you  are 
interested  in  expanding 
your  personal  and  pro- 
fessional goals,  forward 
your  curriculum  vitae  or 
call: 

LuAnn  J.  Victory 
Manager  of 
Professional  Relations 
Horizon  Health 
Management  Company 
2775  Villa  Creek  Drive 
Suite  190 

Dallas,  Texas  75234 
800-527-7568  or 
.214-380-5668 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough 

Caperton 

Shepherd 

Association 

Group 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 

Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $4,000  a month  when 
you  are  disabled. 

• SI ,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person. 
Choice  of  deductibles  ($100-$250-$500-$1 ,000).  Employees  are 
eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hos- 
pitalized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days 
a year . . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you 
are  disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-344-5139 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 

Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1 ,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

□ Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


CABELL 

Dr.  Ronald  R.  Masden  from  the 
University  of  Louisville  was  the  guest 
speaker  for  the  meeting  of  the  Cabell 
County  Medical  Society  April  10  at 
Holiday  Inn  Gateway,  East,  in 
Barboursville. 

Doctor  Masden  reviewed  the  de- 
velopment of  coronary  angioplasty 
since  1977  and  related  his  experiences 
at  the  University  of  Louisville. 

Dr.  William  Cunningham  made  an 
appeal  for  support  of  WESPAC. 

Dr.  Jack  Leckie,  Chairman  of  the 
State  Medical  Association’s  Insurance 
Committee,  reported  on  a conference 
in  Governor  Moore’s  office  following 
announcement  of  withdrawal  by  mal- 
practice insurers.  — Mabel  M. 
Stevenson,  M.  D..  Secretary. 


MINGO 

The  Mingo  County  Medical  Society 
met  March  12  at  Williamson  Memorial 
Hospital. 

Mr.  Charles  Albert,  the  guest 
speaker,  spoke  on  the  LInited  Fund. 

The  Society  approved  support  of 
the  Little  League  baseball  team.  The 
Dodgers,  with  a donation  of  $250. 
Diane  Shafer,  M.  D..  President. 

The  Society  met  again  on  April  9 
at  Williamson  Memorial  Hospital. 

The  guest  speaker  was  attorney 
Fanny  Haslebacher,  Executive  Di- 
rector of  the  State  Medical  Associa- 
tion’s preferred  provider  organization. 
Preferred  Medical  Care  Network  of 
West  Virginia,  who  described  the  new 

PPO. 

A malpractice  insurance  demonstra- 
tion by  doctors  during  the  ground- 
breaking ceremonies  for  the  new 
Williamson  Memorial  Hospital  was 
discussed. 

Plans  were  made  to  put  a lawyer  on 
retainer  for  the  Society. 

A special  meeting  of  the  Society 
was  held  April  12  on  the  steps  of  the 
Mingo  County  Courthouse  in  William- 
son. For  an  hour.  Society  members, 
their  families,  patients  and  others  con- 
ducted a demonstration  concerning 
the  malpractice  insurance  crisis.  After 


speeches  by  State  Delegate  K.  0. 
Damron  ( D - 1 5 1 h District);  James 
Simpkins,  then  Democratic  candidate 
for  the  State  Senate  from  the  Sixth 
District,  and  Dr.  Nilkhanth  Purohit, 
a march  was  led  by  Dr.  Diane  Shafer, 
President,  and  Doctor  Purohit  to  the 
ground-breaking  ceremony  for  the  new 
Williamson  Memorial  Hospital  at  the 
old  stadium. 

Governor  Moore  met  with  us  briefly 
and  said  he  would  do  his  best  to  help 
us  in  this  very  important  matter.  — 
Manolo  Tampoya,  M.  D.,  Secretary- 
Treasurer. 


MONONGALIA 

Jack  Dulaney,  Ed.D.,  Superintend- 
ent of  Monongalia  County  public 
schools,  was  the  speaker  for  the  meet- 
ing of  the  Monongalia  County  Medical 
Society  April  1.  His  subject  was 
“Drug  and  Alcohol  Education  in  the 
Monongalia  Public  Schools.” 

WVSMA  President  David  Z. 
Morgan.  M.  D.,  reported  on  the  1986 
Legislature  and  tort  reforms,  empha- 
sizing the  importance  of  having 
physician  representation  in  both  legis- 
lative houses  to  cope  with  the 
enormous  amount  of  health-related 
legislation.  He  also  spoke  on  the 
statewide  PPO  and  enrollment  in  the 
PPO  by  physicians.  — Robert  L. 
Murphy,  Executive  Secretary. 


Electromyography 

and 

Nerve  Conduction 
Studies. 

Prasadarao  B.  Mukkamala,  MD 

Diplomate  of  American  Board 
of  Physical  Medicine 
and  Rehabilitation. 

Active  member  of 
American  Association 
of  Electromyography 
and  electrodiagnosis. 

(Admitted  by  examination) 

FOR  APPOINTMENT 
CALL  (304)  344-5153 

Prasadarao  B.  Mukkamala,  MD 

1200  Quarrier  Street 
Charleston,  WV  25301 


Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8 V2 
by  11  in.)  white  paper.  Wide 
margins  at  least  1V4  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  (or  names)  of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
( India  I ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
hilled  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and,  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor. 
West  Virginia  Medical  Journal, 
Box  4106,  Charleston,  W.  Va. 
25364. 
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Her  brother  had  Duchenne  Muscular 
Dystrophy.  Which  means  that  though  she 
herself  is  unaffected  by  the  disease,  she  could 
be  carrying  it  in  her  genes. 

And  if  she  is,  there’s  a one-in-four 
chance  her  child  will  inherit  Duchenne. 

One  of  the  most  common  and  devastat- 
ing forms  of  muscular  dystrophy,  Duchenne 
is  usually  passed  from  mother  to  child  by  a 


defective  gene.  The  task  of  MDA  researchers 
is  to  find  that  gene.  And  right  now  they’re 
so  close  that  MDA  is  pouring  all  possible 
resources  into  the  quest. 

Once  the  gene  for  Duchenne  is 
identified,  carriers  can  be  identified,  too 
— with  100%  certainty.  And  the  first 
major  step  toward  finding  a cure  will  have 
been  taken. 


MDA 


Muscular  Dystrophy  Association,  Jerry  Lewis,  National  Chairman 


Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 


In  Dentistry  To  Associate  With 


Radiology: 

Halberto  G.  Cruz,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 
Gregg  J.  Fromell,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.  D. 


Family  Practice: 

Charles  L.  Arnett,  M.  D. 

R.  Gregory  Juckett,  M.  D. 
James  A.  Arnett,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D 
Telephone:  (304)  457-2800 
WV  (800)  346-2800 


JAMES  T.  SPENCER.  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH  D. 
GARY  HARRIS,  PH  D. 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Charleston  George  E.  Toma,  M.D.,  EACS 

Eye  Care 1 Stephen  P.  Cassis,  M.D. 

Associates  Inc \m/JM 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 


CORNEAL  TRANSPLANTS 


PERMANENT  COSMETIC 
EYELINER 


4430  Kanawha  Turnpike 
24  HOUR  South  Charleston,  WV  25309 


344-3937  ANSWERING  SERVICE  768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 5:00  P.M.  (800)  344-3993 
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Thank  you  for  your  loyal  support 


25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 


After  a nitrate, 
add  ISOPTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxm  under  Precautions  ) ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose)  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment,  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis)  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quimdine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigemc  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use 
Adverse  Reactions:  Hypotension  (2  9%),  peripheral  edema  (1 .7%),  AV  block 
3rd  degree  (0.8%),  bradycardia  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (11%),  constipa- 
tion (6  3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain;  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
my  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 
—Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

—Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

— Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US  SAVINGS  BONDsSl. 

Paying  Better  Than  Ever ' 

A public  service  of  this  publication. 
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( Continued  from  Page  189  ) 
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PRACTICES 

AVAILABLE 

Allergy — 

Suburban  Philadelphia — Excellent 
Opportunity— Very  low  price. 

Allergy — 

Philadelphia  area  — Very  large 
practice. 

Dermatology — 

Connecticut— Strong  Finances. 

Family  Practice — 

Philadelphia  and  suburbs — several 
practices. 

Internal  Medicine — 

Arizona— Well  equipped. 

Internal  Medicine — 

D.C.  suburb  — desirable  commu- 
nity. 

Pediatrics — 

Northeastern  Pa.  — Young  grow- 
ing practice. 

Pediatrics — 

Colorado — Convenience  of  a group 
— Strong  finances. 

Pediatrics — 

Central  New  York  — Very  large 
practice. 

Radiology — 

Philadelphia  — Large,  well  estab- 
lished. 

Surgery  General — 

New  Jersey  — Attractive  practice 
near  New  York  City. 

☆ 

WE  SPECIALIZE  IN  THE 
VALUATION  AND  SELLING 
OF  MEDICAL  PRACTICES. 

IF  INTERESTED  IN  BUYING 
OR  SELLING  A MEDICAL 
PRACTICE,  CONTACT  OUR 
BROKERAGE  DIVISION  AT: 

Health  Care 
Personnel  Consulting, 

403  GSB  Building, 

Bala  Cynwyd,  Pa.  19004 
(215)  667-8630 
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THOUGHT 
ABOUT  AN 
EXTRAVAGANT 
DINNER... 

A LIMO  FOR  THE 
NIGHT . . 
AND  SOME 
EXOTIC 
NEW 
PERFUME. . . 

THEN  I 
THOUGHT 
BETTER." 


I thought  about  the  future... mine. 

So  I'm  planning  for  it  now,  with 
U.S.  Savings  Bonds.  And  so  can  you. 
Hold  your  Savings  Bonds  for  five  years 
and  they  earn  competitive,  market-based 
interest  rates — like  money  market  accounts — 
and  guarantee  a minimum  return. 
What's  more,  all  the  interest  you  earn  is 
exempt  from  state  and  local  income  taxes. 
So  start  planning  for  your  future! 

Buy  U.S.  Savings  Bonds  where  you 
bank  or  work.  For  the  current  rate, 
call  1-800-US-BONDS. 

US.  S/WINGS  BONDS%l_ 


Bonds  held  less  than  five  years  earn  a lower  rate  than  the  guaranteed  minimum.  A public  service  of  this  publication. 


Classified 


EMERGENCY  PHYSICIAN  — Eastern 
Ohio  community  hospital  with  10,000 
annual  ER  visits  has  full  and  part-time  staff 
position  vacancies.  Five  minutes  from 
Wheeling,  1 hour  from  Pittsburgh.  Inde- 
pendent contractor  status  with  paid  mal- 
practice. Low  volume  permits  24-hour 
shifts,  120  hours/2  weeks.  Annual  full-time 
income  of  $140K  possible.  Positions  avail- 
able July  1.  Send  CV  to  Lawrence  England, 
City  Hospital,  Bellaire,  OH  43906/(614)- 
671-1200. 


“CONTROVERSIES  & CRITICAL  ISSUES 
IN  VASCULAR  SURGERY”  — THE  SIX- 
TEENTH ANNUAL  PERIPHERAL  VASCU- 
LAR DISEASE  SYMPOSIUM.  Hyatt  on 
Capitol  Square,  Columbus,  OH;  September 
24-27,  1986.  Sponsored  by  Saint  Anthony 
Medical  Center,  this  Symposium  encour- 
ages the  “team  aspect”  of  caring  for  peri- 
pheral vascular  patients  and  offers  concur- 
rent programs  for  physicians,  nurses  and 
vascular  technologists.  Category  1 & 

2D  credits:  20  hours.  Contact:  Shelly 

Hershberger,  St.  Anthony  Med.  Ctr.,  1492 
E.  Broad  St.,  Suite  1100,  Columbus,  OH 
43205;  614-251-3680. 


SALE:  10  room  A.  C.  medical  office 
bldg.,  some  furnishings,  supplies.  Easily 
divided  into  two  offices,  Urgent  Care  pos- 
sibility. 22  space  parking.  Near  hospitals. 
304-325-3714  or  P.  O.  Box  1379,  Bluefield, 
WV  25701. 


$1,250  WEEKLY  HOME-MAILING  PRO- 
GRAM! Guaranteed  earnings.  Start  im- 
mediately. FREE  DETAILS,  Rush  stamped, 
self-addressed  envelope  to:  SLH,  Drawer 
575,  Thorsby,  Alabama  35171-0575. 


FOR  SALE:  COMPLETE  OFFICE  X-RAY 
DEPARTMENT  EQUIPMENT.  Consists  of 
(1)  Litton  Industries  Profexray  Radio- 
graphic  Unit  with  fluroscopy,  Precise 
Optics  & TV  monitor,  Overhead  Unit, 
90°-120°  moveable  table,  300  ma  Gener- 
ator, Console,  Chest  Board.  (2)  Kodak 
RP  90  second  automatic  processor.  (3)  GE 
Dark  Room  Film  Bin.  (4)  Darkroom  Film 
Marker.  (5)  GE  2 panel  View  Box.  (6)  GE 
4 panel  View  Box  with  portable  table. 
(7)  Film  Pass  Box.  (8)  35  Cassettes  with 
Screens.  (9)  Metal  Foot  Stool.  (10)  Radio- 
graphers Chair.  (11)  Electrolytic  Silver 
Reclaimer.  (12)  Leaded  Aprons  and  Glove. 
(13)  Darkroom  Safe  Lights.  (14)  Three 
Half-film  Leaded  Rubber  Blockers.  (15) 
Portable  X-Ray  Unit.  (16)  4 Metal  Film 
Storage  Bins.  (17)  Miscellaneous  Equip- 
ment and  Supplies.  $33,000.00  Telephone: 
(304)  325-3714  or  327-6611. 


MARIETTA,  OHIO  — Emergency  Depart- 
ment directorship  and  staff  position  avail- 
able at  200  bed  facility.  Board  certification 
or  Board  eligibility  in  Emergency  Medicine 
or  primary  specialty  preferred.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Road,  Room  37,  Traverse  City,  Ml 
49684;  or  call  1-800-253-1795,  in  Michigan 
1-800-632-3496. 


A.T.  L.  S.  COURSE 

SPONSORED  BY 

C.A.M.C.  & W.V.U./ 
CHARLESTON  DIVISION 

August  2 & 3, 1986 
W.V.U.  BUILDING, 
Charleston,  W.  Va. 

LIMITED  REGISTRATION 

CALL  (304)  347-1333 


PEOPLE-TO-PEOPLE 
TRAVEL  PROGRAM 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

Will  be  visiting  Finland,  Soviet  Union, 
Peoples  Republic  of  China 

Departing  New  York 
Monday,  September  1,  1986 

Returning  New  York 
Saturday,  September  20,  1986 

If  you  wish  information,  contact: 
David  Z.  Morgan,  M.  D. 

112  Forest  Drive 
Morgantown,  WV  26505 

Ad  Paid  by  David  Z.  Morgan,  M.  D. 


SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 


Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


R.  A.  Edwards,  M.  D. 
K.  M.  Fink,  M.  D. 

R.  W.  Hibbard,  M.  D. 
F.  Hoback,  M.  D. 

D.  H.  Webb,  M.  D. 


Medical  Staff  Members 


697-7036  J.  Corcella,  M.  D.  525-7851 

525-8191  J.  V.  Ottaviano,  M.  D.  525-7851 

525-9355  L.  C.  Smith,  M.  D.  697-7036 

697-7036  M.  M.  Bateman,  M.  D.  526-0580 

525-9355  R.  A.  Kayser,  M.  D.  526-0580 
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HIGHLAND  HOSPITAL 


300  56th  Street,  S.E.,  P.  O.  Box  4359 
Charleston,  West  Virginia  25364 

(304)  925-4756 


• Children’s  Pavilion 

• Adult  Psychiatry 

• Adolescent  Psychiatry 

• Geropsychiatry 


ALL  PROGRAMS  OFFER: 


Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


ADULT  PSYCHIATRY 


Charles  C Weise,  M.  D.  925-2159 

Pablo  M Pauig,  M D.  343-8843 

Ralph  S Smith,  Jr.,  M.  D.  925-0349 

Lee  L Neilan,  M.  D.  925-0349 

Edmund  C.  Settle,  Jr.,  M.  D.  925-0624 


MEDICAL  STAFF 

ADULT  PSYCHIATRY 


Gina  Puzzuoli,  M.  D.  925-6914 

John  P MacCallum,  M.  D.  925-6966 

Sid  Lerfald,  M.  D.  925-0004 

Elma  Bernardo,  M D 768-1212 

Steve  Kissinger,  M.  D.  925-6966 


CHILD  PSYCHIATRY 

Pablo  M Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D 925-0349 

John  P.  MacCallum,  M D 925-6966 


Serving  the  community  for  over  30  years 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


.highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


••  . . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  £ 


Psychiatrist 

California 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  •• 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE* 

brand  of 

flurazepam  HCI/Roche  <s 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etol:  Clin  Pharmacol  Ther  12  691- 
697  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
18  356-363,  Sep  1975.  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  18576-583,  May  1976  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  32  781-788,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi  MR: 
J Am  Geriatr  Soc  27541-546.  Dec  1979.  6.  Dement  WC, 
etal:  BehavMed,  pp.  25-31,  Oct  1978.  7.  Kales  A, 

Kales  JD:  JClin  Psychopharmacol  3. 140-150,  Apr  1983 
8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21 .355-361 , 

Mar  1977 


brand  of 

flurazepam  FICI/Roche  (jv 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI; 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam.  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation.  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lighfheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase;  and  paradoxical  reactions,  eg, 
excitement,  stimulation  ond  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect  Adults: 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


#1  FOR  SLEEP 

After  more  than  1 5 years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. 18  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.7  9 As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  preceding  page  for  summary  of  product  Information 

DALMANE 

brand  of 

flurazepam  HCI/Roche  <g 

sleep  that  satisfies 


Copyright  © 1986  by  Roche  Products  Inc.  All  rights  reserved 
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SOUTH  CHARLESTON  OFFICE 


Surgeons 


Keeping  Your  Family  In  Sight 


• CATARACT  SURGERY 

• EYE  EXAMINATIONS 
• LASER  SURGERY 


• DRY  EYE  SPECIALISTS 
• PEDIATRIC  VISION  CARE 
• CONTACT  LENSES 


CHARLESTON  OFFICE 


Eye  Physicians 

and 


Muhib  S.  Tarakji,  M.D. 


Herbert  A.  Tipler,  M.D. 


Richard  C.  Rashid,  M.I). 


Medicare  Assignment  accepted  on  ad  medicare  patients. 
Charging  only  what  medicare  approves  for  covered 
services. 


FOR  APPOINTMENTS  CALL 

South  Charleston 

Across  the  street  from  Q ^ 71 

Thomas  Memorial  Hospital  I Ova  I I UO”  I O I -L 
424  Division  Street 


Charleston 

CAMC/General  Division 
General  Medical  Pavilion, 
Suite  100 
415  Morris  Street 


Physicians  Always  Are 
Referring  To  Our  Reputation. 


% 

Physicians  refer  to  Saint 
Albans  because  of  our  excel- 
lent reputation  as  Virginia’s 
only  full-service,  private,  not- 
for-profit  psychiatric  hospital. 

Since  1916,  that  reputation 
has  been  built  on  compre- 
hensive care.  We  have  fully 
accredited  treatment  programs 
for  adults,  adolescents  and 
substance  abusers.  Specialized 
programs  for  senior  adults, 
the  treatment  of  eating  dis- 
orders, phobias  and  pain 
management  also  are  offered. 

Today,  the  cost  of  such  care 
is  on  the  conscience  of 
patients  and  physicians.  We 
ceep  that  in  mind,  too,  and  are  proud  that  Saint  Albans  has  the  lowest  current  average 
patient  daily  charge  of  any  private  psychiatric  hospital  in  Virginia. 

When  you  refer  patients  to  Saint  Albans,  you  can  rely  on  our  reputation  for  the 
best  possible  care  at  the  lowest  possible  cost.  That’s  why  physicians  have  been  refer- 
ring to  us  with  confidence  for  70  years.  Call  today,  toll-free  1-800-368-3468,  for  a 
free  brochure  on  Saint  Albans  Psychiatric  Hospital  or  write  to  “Reputation,”  P.O. 


Box  3608,  Radford,  VA  24143. 


Saint  Albans 
Psychiatric  Hospital 


Private,  Not-For-Profit,  Full-Service 
Psychiatric  Care 


Radford,  Virginia 
1-800-368-3468 


Active  Medical  Staff: 

D.  Wilfred  Abse,  M.D.  Basil  E.  Roebuck.  M.D. 

James  K.  Barnes,  M.D.  0.  LeRoyce  Royal,  M.D. 

Hal  G.  Gillespie,  M.D.  Morgan  E.  Scott,  M.D. 

G.  Paul  Hlusko,  M.D.  Don  L.  Weston,  M.D. 

Ronald  L.  Myers,  M.D. 


We’ve  Grown! 
T ogether . . . 

McDonough 
Caperton 
Systems 


CHARLESTON  DATA  SYSTEMS 

Together  we  offer  the  largest,  most  complete  selection  of  medical  office  management 
systems  and  services  available  to  physicians  in  West  Virginia.  Our  combined  efforts  mean 
you  have  a choice  .... 

p|£  of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

* of  hardware  including  IBM,  AT  & T,  and  IMS 
* of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

^ of  total  hardware  and  software  support  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

^ of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 


Authorized 
Value  Added 
Dealer 
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Computers 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  ON/OFF  capability. 
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Parker/Hunter  points  out: 

Earning  money 
is  sometimes  easier 
than  deciding  what 
to  do  with  it. 


Luckily,  you  don't  have  to  understand  money  to 
make  money. 

But  no  matter  how  you've  made  your  money,  you 
still  have  to  figure  out  what  to  do  with  it. 

And,  as  you  may  already  have  discovered,  that's 
not  as  easy  as  it  sounds. 

There  are  so  many  ways  to  invest  money  today,  no 
one  person  could  ever  understand  them  all  (unless,  perhaps, 
they  employed  a small  army  of  research  assistants). 

Well,  meet  your  army. 

At  Parker/Hunter,  we  not  only  have  a staff  of 
experienced  brokers,  we  have  a staff  of  experienced  special- 
ists. Experts  in  just  about  every  investment  area,  right  here  in 
our  main  office.  They'll  do  the  research  and  dig  up  the 
information  that  can  help  your  broker  guide  you  through 
the  investment  maze. 

And  before  we  research  your  investments,  we 
"research ' you.  Because  how  can  we  decide  which 
investments  are  right  for  you,  unless  we  get  to  know  you? 

Now,  before  we  get  started,  there  is  one  simple 
investment  decision  only  you  can  make. 

Are  you  going  to  call  your  local  Parker/Hunter 
office?  Or  would  you  rather  stop  by? 


PARKER/ HUNTER 

We  just  might  be  the  most  important  part 
of  pour  investment  portfolio. 


Clarksburg:  304/624-7444  ,WV  Toll  Free  800/352-8070 
Morgantown:  304/296-9133,  WV  Toll  Free  800/352-2519 

Tarkersburg:  304/422-8405,  WV  Toll  Free  800/642-1984  Parker/Hun, er inched 
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After  a nitrate, 

add  ISOPTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored,film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 

■ 2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (17%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnoFence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
my  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 
—Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

—Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

—Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 
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McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 
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Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326  Telephone:  (304)  346-0611 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY 


One  Financial  Place 


you  need  the  one-stop 
financial  resource. 
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Kanawha  Valley  Bank,  na.  Charleston,  WV 
Security  Bank,  Huntington,  WV 
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Citizens  National  Bank,  Martinsburg.  WV 


New  River  Banking  &.  Trust,  Oak  Hill,  WV 
Mercer  County  Bank,  Princeton,  WV 
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TOLL  FREE  1-800-344-5139 
IN  CHARLESTON  347-0708 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward — to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


If  Data  General 


Personal 

Computers 


ELSnmF  systems,  ins. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(800)  441  -8386 


PHYSICIANS, 
SCHEDULE  SOME  TIME 
FOR  YOUR  COUNTRY. 

Many  physicians  would  like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve  unit.  We  know  that  making  a weekend 
commitment  can  be  difficult  for  most  physicians.  So  it  is  practical  for 
the  Army  Reserve  units  to  be  flexible  about  time.  It’s  worth  discussing. 

Incidentally,  in  addition  to  satisfying  your  own  desire  to  serve 
your  country,  there  are  exceptional  opportunities  to  do  something 
totally  different  from  a day-to-day  routine.  Opportunities  to  study  new 
areas  of  medicine,  meet  new  people  in  your  specialty,  and  be  a part 
of  one  of  the  world's  most  advanced  medical  teams. 

Discuss  the  opportunities  with  our  Army  Medical  Personnel 
Counselor.  Call: 


412-644-4432,  Maj.  Schuder 


ARMY  RESERVE. 
BEALLYOUCANBE. 
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CNA  has  been 
helping  physidans  control 
risks  for  years. 


Controlling  risks  is  one  effective  way  to  help 
you  and  the  CNA  Insurance  Companies 
contain  the  increasing  cost  of  medical  mal- 
practice insurance.  Together  we  are  making 
a difference  through  the  WVSMA  Loss 
Control  Seminars. 

The  seminars  are  designed  to  help  you 
avoid  claims  by  improving  your  practice. 

We'll  demonstrate  the  proper  steps  in  handling 
a claim.  You'll  also  receive  up-to-date  informa- 
tion from  local  ph)-sicians,  defense  attorneys 


specializing  in  medical  malpractice  and  CNA 
claims  specialists.  And  you’ll  earn  a 5%  pre- 
mium credit  for  completing  the  seminar. 

Learn  more  about  controlling  risks. 
Contact  the  CNA  program  administrator  today 
McDonough,  Caperton,  Shepherd 
Association  Group 
P.O.  Box  3186 
One  Hillcrest  Dr.  E. 

Charleston,  WV  25332 
(304)  346-0611 


The  WVSMA/ CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 
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Scientific  Newsfront 


Part  1 

Chemotherapy  For  Breast  Cancer* 


GEORGE  J.  HILL,  M.  D.°° 

Professor  of  Surgery  and  Chief, 
Division  of  Surgical  Oncology, 
University  of  Medicine  and  Dentistry 
of  New  Jersey  - New  Jersey  Medical 
School,  Newark 


Editor  s Note : This  article  is 
based  on  lectures  presented  by 
the  author  at  the  Sixth  Annual 
Marshall  University  Surgical 
Symposium,  Huntington,  West 
Virginia,  September  22,  1985. 
Part  2,  Treatment  of  Metastatic 
Breast  Cancer,  will  appear  in  the 
August  issue  of  The  Journal. 

In  recent  years,  breast  cancer  has 
rarely  been  treated  with  single  agents 
since  Cooper 5 reported  the  use  of  five 
drugs  in  combination.  There  is  general 
agreement  that  estrogen  receptor  or 
progesterone  receptor-positive  tumors 
are  more  likely  to  respond  to  hormone 
manipulations  than  receptor-negative 
tumors. 

There  recently  has  been  consider- 
able interest  in  the  cost  of  treatment. 

Surgery  is  usually  considered  the 
primary  modality  of  treatment.  In 
adjuvant  chemotherapy  treatment, 
tamoxifen  ( Novaldex ) is  considerably 
less  toxic  and  has  been  shown  to  help 
in  advanced  disease.  With  possible 
rare  exceptions,  chemotherapy  has  not 
been  curative  for  advanced  breast 
cancer.  My  recommended  method  of 
adjuvant  treatment  for  premenopausal 

"Supported  in  part  by  National  Cancer 
Institute  grants  5R25CA19536  and  1R21CA- 
38212,  a Research  Award  from  The  Veterans 
Administration,  and  support  from  the 
Huntington  Clinical  Foundation. 

° "Formerly  from  Marshall  University 
School  of  Medicine,  Huntington,  West  Vir- 
ginia. 


women  is  CMF  for  six  months;  for 
postmenopausal  women,  tamoxifen 
alone. 

Introduction 

Cancer  of  the  breast  is  the  leading 
form  of  cancer  in  women  in  the 
United  States.1,2  It  has  the  highest 
incidence  and  is  the  most  prevalent 
cancer  in  women,  representing  26  per 
cent  of  all  cancers  in  American 
women,  excluding  non-melamona  skin 
cancers.  Indeed,  breast  cancer  consti- 
tutes 41.3  per  cent  of  all  cancers  in 
women  from  35  to  44  years  of  age. 
About  one  of  every  11  women  in  the 
United  States  develops  breast  cancer. 
Because  of  the  relatively  long  survival 
of  patients  with  breast  cancer,  the 


There  recently  has  been  con- 
siderable interest  in  the  cost 
of  treatment , and  cost ’.benefit 
analysis  is  discussed  increas- 
ingly in  connection  ivith  many 
types  of  therapy. 


prevalence  in  the  population  far  ex- 
ceeds the  next  most  common  cancers 

I lung  and  colorectal). 

Breast  cancer  has  until  recently  also 
been  the  most  common  cause  of  death 
from  cancer  in  women  in  the  United 
States  (37,300  in  1984).  It  is  now 
slightly  surpassed  in  mortality  by  lung 
cancer  in  women.  Breast  cancer  is 
unusual  in  that  late  mortality  from  the 
disease  is  not  uncommon,  and  the 
curve  of  survival  of  patients  with  this 
disease  therefore  does  not  become 
parallel  to  the  general  population 
until  8-10  years  after  diagnosis.3 
Breast  cancer  is  the  cause  of  death  in 
about  one  third  of  women  who  develop 


the  disease.  Mortality  rates  are 
highest  in  those  who  are  diagnosed  at 
advanced  stages. 

Forty-one  per  cent  of  patients  have 
positive  regional  lymph  nodes,  and 
nine  per  cent  have  distant  metastases 
at  the  time  of  initial  diagnosis.* 1  Thus, 
more  than  50,000  of  the  115,000  new 
cases  of  breast  cancer  are  at  increased 
risk  of  death  from  the  disease. 

Breast  cancer  is  significant  to  indi- 
vidual patients,  to  their  families,  and 
to  the  public  at  large  because  of  the 
broad  social  and  economic  questions 
that  are  presented  by  this  disease. 

Response  to  Many  Agents 

Breast  cancer  responds  to  many 
cancer  chemotherapeutic  agents  in- 
cluding cytotoxic  drugs  and  hormones. 
Many  authors  have  commented  on  the 
broad  spectrum  of  responses  to 
therapy,  the  high  response  rate 
( including  so-called  “complete  re- 
sponses”), and  the  long  duration  of 
responses  in  many  patients.4  Re- 
sponses are  seen  with  numerous  alky- 
lating agents  such  as  ThioTEPA, 
cyclophosphamide  and  melphalan; 
with  antimetabolites  such  as  5- 
fluorouracil  and  methotrexate;  with 
antineoplastic  antibiotics,  most  not- 
ably adriamycin;  and  with  various 
other  cytotoxic  agents  such  as  vin- 
cristine. 

Response  rates  to  individual  drugs 
ranging  from  20-50  per  cent  of 
patients  have  been  reported  in  the 
past.  In  recent  years,  however,  breast 
cancer  has  rarely  been  treated  with 
single  agents  since  Cooper5  reported 
the  use  of  five  drugs  in  combina- 
tion ( cyclophosphamide,  methotrex- 
ate, fluorouracil,  vincristine  and  pred- 
nisone: CMFVP  ) in  60  patients  with 
a 90-per  cent  response  rate  and  ac- 
ceptable toxicity.  Cooper’s  response 
rate  has  not  been  achieved  by  others, 
and  the  role  of  vincristine  in  breast 
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cancer  is  now  considered  questionable, 
but  combination  chemotherapy  is 
clearly  more  effective  than  single- 
agent therapy. 

The  most  effective  single  cytotoxic 
agent  appears  to  be  adriamycin,6  a 
drug  which  is,  however,  both  toxic 
and  expensive  when  given  in  the  usual 
doses.  Adriamycin  induces  responses 
in  38  per  cent  to  50  per  cent  of 
patients,  with  a median  duration  of 
response  from  five  to  eight  months. 

Breast  cancer  also  responds  to  a 
variety  of  synthetic  and  natural  hor- 
mones, hormone  derivatives,  and  hor- 
mone antagonists.  The  list  of  useful 
hormonal  agents  includes  androgens 
such  as  halotestin  and  testosterone, 
estrogens  such  as  diethylstilbestrol 
(DES)  and  injectable  estrogen  esters, 
corticosteroids  such  as  cortisone  and 
prednisone,  progestational  agents  such 
as  megestrol,  and  the  most  commonly 
used  hormonal  agent,  an  antiestrogen, 
tamoxifen.  Various  drugs  and  hor- 
mones are  sometimes  used  together  in 
combinations  that  are  not  altogether 
logical  but  that  empirically  have  been 
found  to  be  tolerable  and  useful. 
Cooper’s  CMFVP  combination  has 
thus  evolved  into  such  combinations 
as  CMF,  CAF  (substituting  adriamy- 
cin for  methotrexate),  and  CMF-T 
(with  tamoxifen  added). 

Detailed  accounts  of  the  structure 
and  theoretical  mechanisms  of  action 
of  these  agents,  and  many  others  used 
for  breast  cancer,  can  be  found  in 
standard  reference  works.7,8  Reports 
commonly  include  response  rates, 
duration  of  responses,  proportion  of 
“partial”  I more  than  50  per  cent  but 
less  than  100  per  cent)  and  “com- 
plete” (100  per  cent)  responses, 
length  of  survival,  toxicity,  and  — 
often  — suggestions  for  further 
studies.9  Assessment  of  the  estrogen 
receptor  (ER)  and/or  the  pro- 
gesterone receptor  (PR)  status  of  the 
patient’s  tumor  is  important  in  treat- 
ment planning.  While  there  is  dis- 
agreement regarding  the  implications 
of  PR-  and  ER-negative  tumors  with 
respect  to  predicting  responses  to 
chemotherapy,  there  is  general  agree- 
ment that  ER-  or  PR-positive  tumors 
are  more  likely  to  respond  to  hormone 
manipulations  than  receptor-negative 
tumors.  Patients  with  receptor-posi- 
tive lesions  can  also  expect  a better- 


than-average  response  to  endocrine 
ablative  therapy  and  to  the  various 
hormones  mentioned  above.  Whether 
it  is  because  of  the  likelihood  of 
response  to  therapy  or  to  other  bio- 
logical factors,  ER/ PR-positive  pa- 
tients generally  live  longer  than 
receptor-negative  patients.9  Because 
of  the  low  toxicity  and  modest  cost 
of  tamoxifen,  many  patients  with  a 
poor  prognosis  have  been  placed  on 
tamoxifen  prophylaxis  after  mas- 
tectomy, even  before  demonstration  of 
benefit  from  adjuvant  tamoxifen 
therapy  was  seen  in  recent  clinical 
trials.10 

Cost'.Benefit  Analysis 

There  recently  has  been  consider- 
able interest  in  the  cost  of  treatment, 
and  cost: benefit  analysis  is  discussed 
increasingly  in  connection  with  many 
types  of  therapy.11  However,  remark- 
ably little  definitive  work  has  been 
published  in  the  United  States  regard- 
ing cost: benefit  analysis  of  systemic 
(i.e.  chemotherapy  and  hormone) 
treatment  of  breast  cancer.  The  loss 
of  time  from  work  caused  by  treat- 
ment and  the  direct  cost  of  laboratory 
tests  and  drug  administration  vary 

TABLE 


from  patient  to  patient,  but  could  be 
estimated  or  calculated  retrospectively. 
Suffice  it  to  say  that  it  must  be  a 
very  large  burden  for  many  patients 
and  their  families.  The  cost  of  drugs 
can  be  quantitated  easily  since  the 
protocols  for  drug  administration  have 
been  standardized  to  a considerable 
degree.  The  agents  themselves  vary 
widely  in  cost,  and  the  costs  do  not 
appear  to  be  directly  proportional  to 
the  effectiveness  of  the  drugs.  A 
recent  annotated  price  list  used  by 
pharmacies  in  central  New  Jersey  is 
shown  in  the  Table. 

Adjuvant  Therapy  for  Breast 
Cancer 

The  term  “adjuvant  therapy”  refers 
to  the  combination  of  treatments  used 
to  increase  the  likelihood  of  success 
from  any  single  form  of  therapy.  In 
the  past,  radical  mastectomy  was  used 
as  the  main  form  of  treatment. 
Postoperative  radiation  therapy  was 
given  in  some  institutions  to  patients 
with  positive  nodes  or  tumor  that  was 
close  to  the  chest  wall.  Chemotherapy 
was  used  almost  exclusively  for  ad- 
vanced disease.  Trials  of  prophylatic 
oophorectomy  were  generally  regarded 


Example  of  Costs  of  Chemotherapeutic  Agents  Used  in  Breast  Cancer* 


Weekly 

Cost 

Monthly 

Cyclophosphamide  (C) 

50  mg  tablets;  100/bottle;  $108.56 
Treatment  with  typical 
dose:  2,  50mg.  tablets 

p.o.  daily  would  cost 

$15.20 

$65.14 

Methotrexate  (M) 

2.5  mg  tablets;  100/bottle;  $84.78 
Treatment  with  2,  2.5  mg 

tablets  p.o.  daily  would  cost 

$11.87 

$50.87 

50  mg  vial;  $14.65 

Treatment  with  50  mg.  I.V.  weekly 

would  cost 

$14.65 

$58.60 

5-Fluorouracil  (F) 

500  mg  ampoule;  $1.31 

Treatment  with  1000  mg.  I.V. 

weekly  would  cost 

$ 2.62 

$10.48 

Adriamycin  (A) 

10  mg  ampoule;  $28.34 
20  mg  ampoule;  $56.68 
50  mg  ampoule;  $141.68 
Treatment  with  20  mg.  I.V. 

weekly  would  cost 

$85.02 

$340.08 

Note:  None  of  these  drugs  is  usually  considered  to  be  “curative”  for  breast  cancer.  Combi- 
nations such  as  CMF  or  CAF  are  used  to  increase  the  response  rate,  the  completeness  of 
response,  the  duration  of  response,  and  — possibly  — to  secure  cure,  in  adjuvant  therapy.  In 
usual  doses,  C is  generally  least  toxic,  then  F,  then  M.  A is  most  toxic  and  has  the  greatest 
risk  of  permanent  complications. 

° Based  on  retailers’  recommended  prices,  South  Orange,  NJ,  10  September  1985. 
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as  inconclusive.  During  the  past  15 
years,  numerous  changes  in  treatment 
have  been  instituted  as  the  result  of 
improvements  in  radiation  therapy 
and  randomized  studies  that  showed 
equivalent  outcome  from  various  treat- 
ment methods.  “Adjuvant  therapy” 
formerly  referred  to  treatments  that 
were  given  after  surgery,  i.e.,  after 
radical  mastectomy.  What  does  the 
term  “adjuvant  therapy”  mean  now? 

Treatment  of  breast  cancer  now  may 
utilize  preoperative  (“neoadjuvant”) 
or  postoperative  chemotherapy,  pre- 
operative or  postoperative  radiation 
therapy,  interstitial  radiation,  lumpec- 
tomy, debulking  of  tumor,  or  radical 
mastectomy;  and  other  methods  that 
are  too  new  to  mention  here.  Which 
of  these  treatments  are  “adjuvant?” 
The  word  “adjuvant”  is  generally 
taken  to  mean  “auxiliary,”  or  “acces- 
sory,” “ancillary,”  “appurtenant.” 
“collateral,”  “contributory,”  “sub- 
servient” or  “subsidiary”  (Webster’s 
Thesaurus,  1976).  Thus  the  question 
is  moot.  Any  of  the  present  treat- 
ments could  be  considered  to  be  ad- 
juvant therapy,  depending  on  your 
belief  as  to  which  is  the  major  primary 
modality. 

Many  radiation  therapists  and  some 
chemotherapists  hold  that  their 
methods  are  the  primary  modalities, 
and  that  surgery  is  the  adjuvant 
modality.  There  are  thus  some 
philosophical  and  jurisdictional  prob- 
lems that  can  confuse  a discussion 
of  adjuvant  therapy.  In  the  effort  to 
be  expeditious,  and  to  avoid  skirting 
the  problem  indefinitely,  I am  simply 
going  to  acknowledge  the  possibility 
of  a different  perspective  while  taking 
the  point  of  view  that  surgery  is  at 
present  the  primary  modality,  and  the 
other  methods  are  the  adjuvant 
methods. 

The  rationale  for  adjuvant  therapy 
begins  with  the  recognition  of  the 
poor  outcome  that  is  present  in  some 
patients,  about  one  third  to  one  half 
overall,  or  50,000-60,000  each  year, 
some  of  whom  live  for  several  years 
with  persistent  or  recurrent  breast 
cancer.  Methods  must  be  available  to 
identify  the  groups  at  highest  risk, 
particularly  if  the  adjuvant  treatment 
is  expensive  or  toxic.  Positive  lymph 
nodes  (Stage  II)  and/or  large  pri- 
mary tumors  (Stage  III)  are  the 


main  methods  used,  though  nuclear 
morphology  and  differentiation  are 
now  gaining  some  degree  of  respect- 
ability. 

Adjuvant  treatment  methods  must 
have  some  likelihood  of  benefit  in 
order  to  warrant  serious  consideration. 
Fortunately,  such  methods  are  abund- 
ant for  breast  cancer,  in  contrast  to 
colon  and  lung  cancer.  The  methods 
must  have  additive  or  synergistic 
effect,  and  have  less  than  additive 
toxicity.  The  “cost”  must  be  reason- 
able; i.e.,  medical  toxicity  and  the 
out-of-pocket  expenses  of  treatment 
plus  the  time  lost  from  work  or  normal 
life.  Obviously,  the  greater  the 
potential  for  benefit,  the  greater  cost 
that  may  be  accepted.  We  now  regard 
some  evidence  for  benefit  in  controlled 


...  I am  simply  going  to 
acknowledge  the  possibility  of 
a different  perspective  ivhile 
taking  the  point  of  view  that 
surgery  is  at  present  the  pri- 
mary modality,  and  the  other 
methods  are  the  adjuvant 
methods. 


studies  as  being  important  though 
our  fascination  with  the  randomized 
clinical  trial  may  be  somewhat  of  a 
fetish.  The  evidence  for  benefit  may 
initially  be  seen  in  improved  disease- 
free  interval.  Later  benefit  may  be 
seen  in  improved  survival  of  treated 
patients  compared  with  a control 
group  of  untreated  patients  who 
receive  surgery  alone. 

The  published  graphs  are  usually 
based  on  statistical  manipulations 
such  as  actuarial  projections  or  more 
complex  formulas  that  bear  no  direct 
relationship  to  reality.  Presentations 
of  new,  unpublished  data  at  scientific 
meetings  frequently  utilize  theoretical 
or  calculated  projections,  and  curves 
that  are  smoothed  out  for  easy  view- 
ing, that  often  never  come  to  publi- 
cation. The  most  important  fact — the 
percentage  of  patients  actually  cured 
— is  very  elusive.  In  breast  cancer, 
10-15  years  may  be  needed  to  develop 
a reasonable  assessment  of  sustained 
remission  since  there  have  been  many 
relapses  after  5-10  years,3  or  longer, 
before  adjuvant  postoperative  chemo- 
therapy became  popular.  Adjuvant 


therapy  additionally  may  delay  the 
appearance  of  distant  metastases  even 
though  cure  has  not  been  achieved. 
Of  course,  a profound  increase  in  the 
disease-free  interval  would  still  be 
considered  a major  accomplishment  if 
it  was  obtained  at  low  cost  and  with 
minimum  toxicity  and  few  late  side 
effects. 

Methods  Available 

What  are  the  adjuvant  methods 
available  today?  The  major  categories 
are,  in  addition  to  surgery,  which 
is  usually  considered  the  primary 
modality:  radiation  therapy,  chemo- 
therapy, hormone  therapy,  and  various 
other,  by  and  large  unproven, 
methods.  Radiation  therapy  appar- 
ently can  cure  breast  cancer.  It 
certainly  can  produce  very  long 
disease-free  survival  just  as  surgery 
does.  Whereas  mastectomy  is  always 
disfiguring,  radiation  therapy  often 
results  in  a normal  breast  appearance 
after  the  initial  reaction  subsides. 
This  is  very  important  for  many 
women,  especially  some  young  or 
perimenopausal  women.  The  damage 
to  DNA  of  the  radiated  cells  and  the 
lack  of  knowledge  ( Is  additional 
breast  cancer  present? ) of  the  non- 
resected  tisues  are  two  reasons  to  be 
concerned  about  the  outcome  in 
patients  treated  primarily  with  radia- 
tion therapy. 

Hormone  therapy  has  surged 
recently  as  an  adjuvant  modality  for 
several  reasons:  The  bloom  is  off  of 
chemotherapy  since  the  NCI’s  Con- 
sensus Conference  in  July,  1980,  led 
to  an  enormous  increase  in  the  use 
of  adjuvant  chemotherapy  but  no  clear 
increase  in  the  cure  rate  for  breast 
cancer,  in  national  statistics.  The 
beneficial  effects  of  adjuvant  therapy 
were  reaffirmed  at  the  NCI’s  second 
Consensus  Conference  on  Breast  Can- 
cer in  September,  1985. 12  However, 
patients  describe  the  toxicity  of 
therapy,  and  physicians  encounter 
significant  problems  in  treatment  after 
relapse.  On  the  other  hand,  tamoxifen 
(Nolvadex)  — and  more  recently, 
megestrol  (Megace)  — are  consider- 
ably less  toxic  and  have  been  shown 
to  help  in  advanced  disease.  Tamoxi- 
fen also  recently  has  been  shown  to 
be  beneficial  as  an  adjuvant  in 
Europe.10 
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The  fear  that  these  hormonal-type 
adjuvants  might  stimulate  growth  of 
breast  cancer  seems  to  be  unwar- 
ranted. The  tremendous  recent  public 
interest  in  “health,”  “prevention,” 
“nutrition,”  and  various  naturopathic 
superstitions  can  be  understood,  in 
part,  as  being  the  result  of  the  failure 
of  the  medical  profession  to  recognize 
that  the  toxicity  of  our  treatment  has 
not  been  — for  most  adult  cancers 
such  as  breast  cancer  — accom- 
panied by  cure.  With  possible  rare 
exceptions,13  15  chemotherapy  has  not 
been  curative  for  advanced  breast 
cancer9,16,1 /,1S  in  spite  of  the  excellent, 
prolonged  remissions  that  sometimes 
occur.  The  only  solid  evidence  avail- 
able to  suggest  that  chemotherapy 
would  be  curative  in  the  adjuvant 
setting  when  it  is  not  curative  for 
advanced  cancer  is  based  on  studies 
in  tumors  of  rodents.19  The  purpose 


With  possible  rare  excep- 
tions, chemotherapy  has  not 
been  curative  for  advanced 
breast  cancer  in  spite  of  the 
excellent , prolonged  remissions 
that  sometimes  occur. 


of  adjuvant  therapy  at  present  is  to 
prolong  the  disease-free  interval  and 
the  length  of  life,  and  to  continue  the 
search  for  cure. 

Cost 

The  cost  of  adjuvant  therapy  is 
impressive.  It  obviously  varies  with 
the  agents  used,  the  intensity  of  treat- 
ment ( with  variable  drug  cost  and 
toxicity ) , the  tests  performed  to 
monitor  the  course  and  toxicity,  the 
skill  of  the  therapist,  and  the  social 
situation  ( whether  the  patient  can 
drive  herself,  whether  she  is  working 
full  time,  and  how  far  she  lives  from 
the  place  treatment  is  given).  It  is 
not  difficult  to  understand  why  some 
patients  refuse  to  accept  adjuvant 
chemotherapy  for  breast  cancer,  and 
why  the  relatively  non-toxic  hormone 
antagonist  tamoxifen  is  gaining  popu- 
larity as  an  adjuvant. 

Additional  information  that  should 
be  considered  when  making  a recom- 
mendation for  adjuvant  therapy  in- 
cludes: ER  and  PR  receptors  (pro- 
gesterone receptors  probably  being 


more  important  than  estrogen  recep- 
tors), the  age  and  menopausal  status, 
TNM  stage,20  histological  cell  type 
and  degree  of  differentiation,  other 
prognostic  factors  such  as  family 
history  or  multicentricity,  and  per- 
haps (particularly  in  years  to  come) 
the  assays  for  chemosensitivity  and/or 
radiation  sensitivity. 

Recommendations  can  now  be  given 
for  postoperative  adjuvant  treatment 
for  Stage  II  and  Stage  III  breast 
cancer,  which  otherwise  have  a 60  per 
cent  and  30  per  cent  survival, 
respectively,  at  10  years. 

The  1985  National  Cancer  Institute 
Consensus  Conference  stated:12 

• For  premenopausal  women 
with  positive  nodes,  regardless  of 
hormone  receptor  status,  treat- 
ment with  established  combina- 
tion chemotherapy  should  be- 
come standard  care. 

• For  premenopausal  patients 
with  negative  nodes,  adjuvant 
therapy  is  not  generally  recom- 
mended. For  certain  high-risk 
patients  in  this  group,  adjuvant 
chemotherapy  should  be  con- 
sidered. 

• For  postmenopausal  women 
with  positive  nodes  and  positive 
hormone-receptor  levels,  tamoxi- 
fen is  the  treatment  of  choice. 

• For  postmenopausal  women 
with  positive  nodes  and  negative 
hormone-receptor  levels,  chemo- 
therapy may  be  considered  but 
cannot  be  recommended  as  stand- 
ard practice. 

• For  postmenopausal  women 
with  negative  nodes,  regardless 
of  hormone  receptor  levels,  there 
is  no  indication  for  routine  ad- 
juvant treatment.  For  certain 
high-risk  patients  in  this  group, 
adjuvant  therapy  may  be  con- 
sidered. 

My  recommended  method  of  ad- 
juvant treatment  for  premenopausal 
women  is  CMF  for  six  months.  For 
postmenopausal  women,  tamoxifen 
alone  is  my  recommended  adjuvant 
therapy.  Controlled  clinical  trials  are 
still  ethically  and  scientifically  valid 
since  there  is  at  present  no  convinc- 
ing evidence  that  cure  rates  for 
breast  cancer  are  increased  by  ad- 


juvant chemotherapy  and/or  hormone 
therapy.  Adjuvant  therapy  trials 
should  include  a careful  record  of 
toxicity,  quality  of  life,  and  cost  of 
therapy  ( including  expenses  incurred 
in  the  course  of  the  disease)  for  both 
treated  and  untreated  patients. 

( End  of  Part  1 ) 
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A survey  of  the  cancer  screening 
practices  of  primary  care  physicians 
in  West  Virginia  was  conducted  in 
1985.  The  questionnaire  concerned 
procedures  used  in  the  early  diagnosis 
of  cancer  of  the  cervix,  breast,  and 
colon-rectum.  A wide  range  of  utiliza- 
tion rates  for  different  screening  tests 
and  procedures  was  reported.  While 
recommended  protocols  are  widely 
accepted  for  some  forms  of  screening, 
there  is  marked  underutilization  of 
mammography  and  sigmoidoscopy. 

Cancer  remains  the  second  leading 
cause  of  death  in  the  United  States. 
West  Virginia  is  no  exception  in  this 
statistic,  with  overall  mortality  from 
all  cancers  estimated  at  4,100  in 
1985. 1 Ultimately,  it  should  be  pos- 
sible to  reduce  cancer  mortality 
through  the  modification  or  elimina- 
tion of  risk  factors.  Until  these  risk 
factors  are  clearly  identified  through 
further  research  in  etiology,  early 
detection  and  treatment  will  remain 
the  primary  means  of  achieving 
reduced  morbidity  and  mortality. 
Improvement  in  the  performance  of 
routine  cancer  screening  procedures 
by  primary  care  physicians  in  West 
Virginia  is  therefore  an  important 
goal. 

A questionnaire  was  designed  to 
gather  information  concerning  the 
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timing,  frequency,  and  procedures 
used  in  screening.  These  data  will 
serve  as  a baseline  for  assessing  the 
effectiveness  of  a planned  physician- 
oriented  educational  intervention.  The 
study  was  restricted  to  three  tumor 
sites  — cancer  of  the  cervix,  breast, 
and  colon-rectum  — which  account 
for  over  one  fifth  of  the  state’s  cancer 
deaths.1  These  cancers  were  selected 
on  the  basis  of  frequency  of  occur- 
rence, highly  significant  morbidity 
and  mortality,  improved  outcome  with 
early  diagnosis,  and  the  availability 
of  generally  acceptable  screening  pro- 
cedures at  the  primary  care  level. 

Methods 

A 34-item  questionnaire,  similar  to 
those  of  primary  care  survey  instru- 
ments used  elsewhere,2,3  was  mailed 
to  in-state  primary  care  physicians 
in  February,  1985.  Identified  from 
state  licensing  records,  our  survey 
population  included  internists,  obste- 
trician-gynecologists, family  practi- 
tioners, and  general  practitioners. 
Postcard  reminders  were  mailed  to  all 
potential  participants  after  two  weeks, 
and  a random  sample  of  300  physi- 
cians received  an  additional  telephone 
reminder. 

The  questionnaire  was  concerned 
primarily  with  screening  procedures 
applied  to  asymptomatic  individuals. 
In  addition,  data  were  gathered  on 
acceptability  of  tests,  physician  effec- 
tiveness ratings,  and  referral  patterns. 
Screening  procedures  for  the  three 
cancer  types  included  the  Pap  smear, 
physician  breast  examination,  mam- 
mography, breast  self-examination, 
stool  occult  blood  testing,  digital 
rectal  examination,  and  sigmoidos- 
copy. 


Selected  Results 

Physicians  Responding 

Replies  were  received  from  343 
physicians,  one  third  of  the  1.051 
eligible.  As  indicated  in  Table  1, 
nearly  half  of  the  respondents  were 
family  practitioners. 

Cancer  of  the  Cervix 

According  to  the  results  obtained, 
the  frequency  of  Pap  testing  was 
fairly  consistent  overall  for  women  in 
all  age  groups  over  20  (Table  2). 
Most  physicians  (93  per  cent)  re- 
ported performing  Pap  smears  on 
asymptomatic  women  patients.  It  is 
noteworthy  that  seven  per  cent  fail  to 
do  so  in  the  face  of  good  evidence  as 
to  the  effectiveness  of  the  procedure 
and  almost  universal  acceptance. 

The  American  Cancer  Society 
( ACS ) recommends  that  this  pro- 
cedure should  be  performed  at  least 
every  three  years,4  after  two  negative 
examinations  one  year  apart.  In  this 
study,  physicians  reported  performing 
the  pap  smear  annually  on  72  per  cent 
of  their  patients.  (For  frequency  by 
patient  age,  see  Table  2.)  Only  five  per 
cent  of  physicians  reported  any  form 
of  recall  system. 

The  vast  majority  of  physicians 

( 83  per  cent 1 state  that  they  vary  the 
frequency  of  the  Pap  test  according 
to  the  perceived  level  of  risk.  If  the 
principal  determinants  of  risk  for 
cancer  of  the  cervix  are  sexual  habits,5 
including  the  age  at  onset  of  inter- 
course and  the  number  of  sexual 
partners,  it  must  be  assumed  that  most 
physicians  take  a detailed  sexual 
history  and  are  satisfied  that  they 

receive  accurate  answers. 

Cancer  of  the  Breast 

Over  90  per  cent  of  physicians 

stated  that  they  routinely  perform 

TABLE  1 


Distribution  of  Respondents  by  Specialty 


Specialty 

Number 

Percentage 

Family  Practice 

151 

44 

Internal  Medicine 

88 

26 

Obstetrics/gynecology 

68 

20 

General  Practice 

18 

5 

No  data,  Other 

18 

5 

Total 

343 

100 

Primary  Care  Cancer  Screening 
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TABLE  2 


Frequency  of  Pap  Smear  by  Patient  Age 


Age 

Annual 

Every 

2-3 

Years 

More 
Than 
3 Years 

20-29 

69% 

27% 

4% 

30-39 

72% 

27% 

1% 

40-49 

83% 

16% 

1% 

50-59 

77% 

22% 

1% 

60  or  Over 

62% 

30% 

8% 

TABLE  3 

Frequency 
Patient  Age 

of  Breast 

Examination  by 

Age 

Annual 

Every 

2-3 

Years 

More 
Than 
3 Years 

20-29 

77% 

20% 

3% 

30-39 

88% 

11% 

1% 

40-49 

93% 

6% 

1% 

50-59 

93% 

6% 

1% 

60  or  over 

90% 

8% 

2% 

breast  examinations  on  their  asympto- 
matic female  patients.  As  reflected  in 
Table  3,  physicians  reported  perform- 
ing annual  breast  examinations  most 
frequently  on  women  aged  40-59. 

Although  the  ACS  recommends 
physician  breast  examination  for 
women  under  age  40  only  every  three 
years,4  these  patients  reportedly  were 
examined  on  an  annual  basis  by  as 
many  as  81  per  cent  of  physicians. 

Breast  self-examination  (BSE)  is 
taught  routinely  to  patients  by  72  per 
cent  of  the  responding  physicians.  At 
least  two  per  cent  do  not  teach  BSE 
at  all;  other  physicians  (26  per  cent  I 
modify  their  BSE  teaching  practices 
according  to  the  patient’s  age  or  per- 
ceived risk  status.  The  majority  of 
physicians  use  pamphlets  for  instruc- 
tion while  only  three  per  cent 
use  lump-containing  artificial  breast 
models. 

Mammography  on  asymptomatic 
women,  according  to  our  survey 
results,  is  overutilized  in  younger  age 
groups  and  underutilized  in  older  age 
groups,  relative  to  ACS  guidelines. 
The  ACS  recommends  a baseline 
mammogram  between  ages  35  and  40, 
every  one  to  two  years  at  ages  40 
through  49,  and  thereafter  annually.4 
Among  our  respondents,  two  per  cent 
of  the  physicians  questioned  stated 
that  they  perform  annual  mammo- 


grams on  young  women  aged  20  to 
29,  while  at  least  12  to  18  per  cent  do 
not  perform  any  mammograms  on 
women  at  any  age.  If  screening  every 
two  to  three  years  is  also  considered 
to  be  acceptable  in  women  over  40, 
the  performance  of  the  majority  of 
physicians  reasonably  approximates 
that  recommended  by  the  ACS  (Table 
4). 

Colo-rectal  Cancer 

Physicians  were  questioned  regard- 
ing their  use  of  stool  occult  blood 
testing,  digital  rectal  examination,  and 
sigmoidoscopy.  The  reported  fre- 
quency of  performance  of  the  digital 
rectal  examination  is  reflected  in 
Table  5.  The  ACS  recommends  this 
procedure  on  an  annual  basis  from  age 
10  onwards.4  From  the  table  it  can 
be  seen  that,  while  most  of  our  sample 
agrees  with  this  regimen,  many  physi- 
cians perform  the  examination  either 
less  frequently  or  not  at  all. 

The  results  concerning  occult  blood 
testing  (recommended  by  ACS  an- 
nually for  those  over  50  years  of  age)4 
were  similar  to  those  of  the  digital 
rectal  examination,  but  occult  blood 
testing  was  performed  less  frequently 
than  the  rectal  examination  on  pa- 
tients under  50. 

Sigmoidoscopy  (recommended  by 
the  ACS  every  three  to  five  years  after 
two  negative  examinations  one  year 
apart,  for  individuals  over  50 ) 4 is 

TABLE  4 

Frequency  of  Mammography  by  Patient*  Age 


performed  much  less  frequently  than 
the  other  two  procedures.  Approxi- 
mately one  third  of  our  sample  stated 
that  they  use  this  modality  in  accord- 
ance with  the  ACS  protocol  while  half 
do  not  use  sigmoidoscopy  at  all.  The 
largest  discrepancy  between  the  guide- 
lines and  reported  performance  occurs 
with  this  screening  procedure. 

Conclusion 

The  majority  of  the  physicians 
surveyed  report  screening  behavior 
generally  in  accordance  with  ACS 
recommendations  and  similar  to  that 
reported  in  other  studies.1,2  However, 
the  results  of  this  small  study  should 
be  interpreted  with  care  since  the  low 
return  rate  for  questionnaires  suggests 
that  reported  screening  behavior  is 
not  necessarily  representative  of  the 
majority  of  primary  care  physicians 
in  West  Virginia. 

The  cancer  screening  practices 
reported  here  have  been  compared 
with  the  recommendations  of  the 
ACS.4  While  not  universally  accepted, 
the  ACS  guidelines  are  widely  fol- 
lowed in  the  United  States  and  do  not 
differ  greatly  in  their  overall  approach 
from  those  of  the  Canadian  Task 
Force,6  Breslow  and  Somers/  and 
Frame.8 

There  is  a striking  range  in  the 
levels  of  utilization  of  different  cancer 
screening  procedures.  The  Pap  smear 
is  very  widely  accepted;  only  a small 


Age 

Annual 

Every  2-3  Years 

More  Than  3 Years 

None 

20-29 

2% 

3% 

6% 

89% 

30-39 

5% 

10% 

23% 

62% 

40-49 

13% 

41% 

28% 

18% 

50-59 

38% 

34% 

16% 

12% 

66  and  Over 

39% 

31% 

16% 

14% 

“Asymptomatic  women. 

TABLE  5 

Frequency  of  Digital  Rectal  Examination  by  Patient  Age 

Age 

Annual 

Every  2-3  Years 

More  Than  3 Years 

Not  At  All 

20-29 

31% 

20% 

18% 

31% 

30-39 

37% 

26% 

19% 

18% 

40-49 

72% 

18% 

6% 

4% 

50-59 

82% 

13% 

3% 

2% 

60  and  Over 

85% 

9% 

3% 

3% 
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minority  of  physicians  do  not  report 
its  use  at  all.  Physician  breast  exami- 
nation reportedly  was  used  more 
frequently  on  younger  women  than 
recommended  by  the  ACS.  While 
breast  self-examination  is  widely 
taught,  mammography  is  used  rela- 
tively infrequently  as  a screening  test. 
Although  digital  rectal  examination 
and  occult  blood  testing  have  gained 
wide  acceptance,  sigmoidoscopic  ex- 
aminations for  colo-rectal  carcinoma 
are  performed  much  less  frequently 
than  recommended. 

Several  factors  may  contribute  to 
the  underutilization  of  mammography 
and  sigmoidoscopy.  Primary  care 
physicians  may  not  be  aware  of  the 
recent  advances  in  the  technical 
aspects  of  mammography  in  which 
radiation  dose  has  been  significantly 
reduced9  and  the  quality  of  imaging 
greatly  improved.10  Serious  efforts 
should  be  made  by  radiologists  and 
those  promoting  cancer  screening  to 
inform  primary  care  practitioners  and 
the  public  adequately  about  the 
enormous  strides  made  in  mammo- 
graphic  techniques  during  the  last  10 
years.  At  the  same  time,  the  relatively 
high  cost  of  the  procedure  is  almost 
certainly  limiting  its  utilization,  and 
cost  reduction  would  offset  this 
problem.  In  addition,  the  fact  that 
third-party  payers  readily  accept 
responsibility  for  the  payment  of 
numerous  treatment  procedures  but 
fail  to  include  screening  procedures 
such  as  mammography,  remains  as  an 
indictment  of  the  rationality  of  our 
health  care  system. 

Patient  discomfort  is  likely  to  be 
the  most  significant  limiting  factor 
concerning  sigmoidoscopy.  Although 
the  flexible  sigmoidoscopy  is  prefer- 
able from  the  patient’s  perspective,11 
the  high  purchase  cost  of  the  instru- 
ment for  physicians  and  the  cost  of 
the  procedure  for  patients  remain 
significant  hurdles.  Primary  care 
physicians  unfamiliar  with  the  instru- 
ment should  strongly  consider  achiev- 
ing competence  in  its  use. 

When  initially  introduced,  the  Pap 
smear  was  regarded  with  skepticism 
hy  many  physicians,  yet  it  has 
achieved  almost  universal  acceptance 
by  both  physicians  and  patients.  If 
the  major  factors  contributing  to  this 


success  can  be  identified  and  applied 
to  mammography  and  sigmoidoscopy, 
utilization  rates  can  be  expected  to  ap- 
proach recommended  levels.  Further 
studies  are  required  to  elucidate  the 
degree  to  which  different  factors  con- 
tribute to  our  lack  of  success  in  apply- 
ing state-of-the-art  screening  pro- 
cedures. 
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In  An  18 -Year  - Old  Male 

Mononeuropathy  Multiplex 
Associated  With  Diabetes 
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Mononeuropathy  multiplex  associ- 
ated with  diabetes  mellitus  has  usually 
been  noted  in  middle-aged  patients 
with  mild  or  yet  undiscovered  non- 
insulin-dependent  diabetes  mellitus. 

An  1 8-year-old,  insulin-dependent 
diabetic  male  in  diabetic  ketoacidosis 
had  acute  onset  of  left  buttock  and  leg 
pain.  Evaluation  showed  evidence  for 
mononeuropathy  multiplex.  This  dis- 
order has  now  been  shown  in  an  age 
group  inhere  it  was  not  previously 
noted. 

Mononeuropathy  multiplex  affecting 
the  femoral  nerve  or  lumbar 
plexus  is  a disorder  usually  seen  in 
older,  non-insulin  dependent  diabetic 
patients.  It  often  occurs  suddenly 
with  a slow  recovery  period  marked 
by  pain  and  weakness  of  the  affected 
extremity. 


Case  Report 

An  18-year-old  male  with  a five- 
year  history  of  insulin-dependent 
diabetes  mellitus  recently  was  evalu- 
ated for  mononeuropathy  multiplex. 
He  had  had  previous  episodes  of 
diabetic  ketoacidosis  without  neuro- 
logical sequelae.  Two  days  prior  to 
his  hospital  admission  for  another 
episode  of  ketoacidosis,  he  suffered  the 
acute  onset  of  left  hip  and  leg  pain 
and  weakness.  One  day  prior  to  ad- 
mission. the  weakness  progressed  to 
the  extent  that  he  was  unable  to  walk 
without  assistance.  He  denied  other 
joint  pains,  visual  disturbances,  skin 
lesions,  paresthesias,  known  renal 
disease  or  hypertension,  illicit  drug 
use,  weight  loss,  or  other  recent 
trauma. 

His  ketoacidosis  resolved  with  intra- 
venous fluids  and  dietary  and  insulin 
adjustments  but  he  continued  to  have 
leg  pain  and  weakness.  Significant 
laboratory  data  showed  a sedimenta- 
tion rate  of  104  mm /hr,  a normal 
urinalysis,  and  a serum  creatinine  of 
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0.9  mg/dl.  Orthopedic  examination, 
including  lumbosacral  x-rays,  revealed 
no  obvious  pathology.  Neurological 
examination  revealed  a normal  fundu- 
scopic  examination,  but  decreased 
sensation  in  L4  distribution,  left 
quadriceps  weakness,  absent  left 
patellar  reflex,  and  an  inability  to 
walk  without  assistance. 

Electromyelograms  performed  seven 
days  after  initiation  of  symptoms  re- 
vealed no  evokable  quadriceps  muscle 
action  potential  and  early  signs  of 
degeneration  and  loss  of  motor  unit 
potentials  in  several  left  leg  muscles  — 
thought  to  represent  an  acute  lumbo- 
sacral plexopathy.  Follow-up  electro- 
myelograms 14  and  25  days  after  the 
onset  of  symptoms  revealed  more 
prominent  denervation  in  the  areas  of 
the  lumbosacral  plexus. 

He  remained  hospitalized  for  a 
period  of  21  days,  during  which  time 
physical  therapy  and  both  narcotic 
and  nonnarcotic  agents  were  used  for 
pain  control.  He  was  walking  normally 
by  discharge.  He  has  since  been  lost 
to  followup. 


Discussion 

Mononeuropathy  multiplex,  first 
described  in  1890, 1 is  a disorder  with 
a sudden  onset  producing  temporary 
disability,  with  often  a limited  course 
and  complete  recovery.  It  predomi- 
nates in  those  over  age  50,  with  mild 
or  yet  undiscovered  diabetes  and  no 
evidence  of  retinopathy  or  nephro- 
pathy. It  has  been  reported  in  those 
with  insulin-dependent  diabetes  mel- 
litus  as  young  as  21  years.2  It  is 
believed  that  our  patient  is  the 
youngest  person  with  documented 
mononeuropathy  multiplex  secondary 
to  diabetes  mellitus. 

The  syndrome  is  often  asymmetric 
with  disporportionate  pelvifemoral 
muscular  group  involvement.  The 
patient  complains  of  thigh  pain  and 
weakness,  possible  hypesthesia  of  the 
affected  muscle  group,  but  often 
minimal  sensory  involvement.  Rarely, 
the  disorder  may  progress  to  involve 
the  opposite  extremity,  but  the  patient 
usually  recovers  function  of  his 
muscles  over  a period  of  time.  Dif- 
ferential diagnosis  includes  vasculitis, 
sarcoidosis,  amyloidosis,  hemorrhage, 
trauma,  or  tumor.  Physical  examina- 


tion shows  hyporeflexia  on  the  affect- 
ed side.  Nonspecific  laboratory  testing 
shows  an  elevated  sedimentation  rate. 
Electromyelogram  shows  evidence  of 
denervation  of  affected  muscles  and 
often  concommitant  generalized  neuro- 
pathy.3 

Various  theories  of  etiology  include 
local  tissue  hypoxia,  patchy  demyeli- 
nation  of  peripheral  nerves,  bio- 
chemical changes  of  peripheral  nerves, 
or  primary  neuronal  degeneration  of 
anterior  horn  cells.4  One  case  report 
implicated  a vascular  basis.  Multiple 
small  infarcts,  without  evidence  of  an 
arteritis,  were  noted  in  peripheral 
nerves  as  was  diffuse  disease  of  small 
intraneural  vessels.5 
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In  My  Opinion 


C ''i 

A Second 

Opinion:  FMGs 


“The  FMG  is 
not  a foreign 
creature  anymore” 


v J 


Dr.  Herman  Fischer  of  Bridgeport  is 
to  be  commended  for  his  interest 
in  foreign  medical  graduates  joining 
organized  medicine  in  order  to  best 
serve  the  health  needs  of  the  x\merican 
people  [“In  My  Opinion:  FMGs, 

AMA  Should  Work  Together,”  The 
Journal,  March.  1986].  Doctor  Fischer 
presented  a historical  background  of 
the  influx  of  FMGs  into  the  United 
States.  However,  he  did  not  mention 
that  in  the  60s  and  70s  and  late  80s 
active  recruitment  of  FMGs  took  place 
in  developing  countries  in  order  to 
provide  the  physician  health  man- 
power needs  of  community  hospitals. 
Recruitment  teams  even  furnished 
plane  fares  and  pocket  money,  and 
promised  the  good  life  in  the  United 
States.  Many  of  these  institutions  did 
not  have  formal  training  programs 
(not  to  say,  full-time  teachers),  and 
FMGs  had  to  contend  with  doing  only 
H and  Ps.  To  many  of  the  FMGs,  the 
United  States  was  the  promised  land 
of  milk  and  honey  with  justice  and 
freedom  for  them  and  their  children. 

It  is  a known  fact  that  20-25  per 
cent  of  the  United  States’  health  man- 
power are  FMGs,  and  a more  realistic 
figure  is  22  per  cent,  or  one  FMG  in 
every  four  physicians.  FMGs  are 
everywhere.  They  are  part  of  the 
source  of  the  health  care  needs  of 
people  in  the  ghettos  of  urban  cities, 
the  rural  areas  of  Appalachia,  prison 
and  mental  institutions,  V.  A.  hos- 
pitals, the  Indian  and  Alaskan  Health 
services,  and  in  the  U.S.  armed  forces. 
FMGs  are  in  the  service  of  the  Ameri- 
can people. 

Taxation  without  representation: 
The  AMA  House  of  Delegates  is  99- 
per  cent  composed  of  U.S.  medical 
graduates.  Only  a few  FMGs,  by 
reason  of  residence  in  Guam  and 
Florida,  have  gained  seats  in  the 
House  of  Delegates.  To  my  own 
amazement,  I almost  made  it  into  the 
Ohio  State  Medical  Association  dele- 


gation with  a tie  vote  but  powerful 
pressures  from  “friends”  made  me 
withdraw.  There  are  many  USMGs 
and  FMGs  who  choose  not  to  belong 
to  the  AMA  because  of  frustration  in 
their  lack  of  understanding  the 
constantly  changing  and  contradictory 
goals  and  policies  of  the  AMA.  Those 
of  us  I FMGs ) who  have  become 
American  citizens  cherish  our  status 
because  of  freedom  and  justice  as  the 
American  way  of  life  regardless  of 
color,  creed,  national  origin,  age,  sex, 
culture  and  values. 

Is  there  freedom  in  the  practice 
of  medicine  in  the  United  States 
today?  Has  the  AMA  failed  the 
doctors  in  this  country  in  this  import- 
ant mission?  If  the  AMA  is  to  be 
the  choice  voice  of  organized  medi- 
cine, how  come  black  physicians  still 
belong  to  the  National  Medical  As- 
sociation? Shouldn’t  Doctor  Fischer 
start  with  black  USMGs  first? 

The  AMA  House  of  Delegates,  in 
June,  1982,  passed  resolution  56,  to 
wit: 

AMA  RESOLUTION  56: 

Resolved  that  the  AMA  recom- 
mend that  state  medical  licensing 
boards  require  graduation  from 
a program  of  medical  education 
leading  to  the  medical  degree  that 
is  accredited  by  the  liaison  com- 
mittee on  medical  education  as 
a prerequisite  for  unrestricted 
license  to  practice  medicine  in 
any  state  and  that  graduates  of 
educational  programs  not  ac- 
credited by  the  LCME  be  re- 
quired to  produce  documentation 
of  graduation  from  a school  meet- 
ing equivalent  standards  and  per- 
formance evaluation  require- 
ments [ italics  by  author ]. 

This  resolution  is  discriminatory 
and  very  divisive.  It  brought  fear  and 
havoc  to  a lot  of  practicing  FMGs, 
to  FMGs  in  research,  and  to  FMGs 
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who  are  professors  and  even  chair- 
persons of  departments  in  medical 
schools.  It  actually  restricted  their 
freedom  of  movement  from  one  state 
to  another.  This  resolution  was  mis- 
understood and  even  misapplied  by 
many  residency  program  directors. 
The  only  LCME-accredited  medical 
schools  are  those  in  the  United  States 
and  Canada. 

In  a sudden.  100-degree  turnabout 
in  policy  in  June.  1983.  the  AMA 
House  of  Delegates,  through  the  efforts 
of  the  Florida  delegation,  passed  a 
corrective  resolution  108,  to  wit: 

AMA  RESOLUTION  108: 

Resolved  that  the  AMA  recom- 
mend to  state  medical  licensing 
boards  that  those  physicians  who 
are  foreign  medical  graduates 
currently  duly  licensed  by  any 
licensing  jurisdiction  in  the 
United  States  should  not  be 
denied  endorsement  of  their 
licenses  or  denied  admission  to 
re-examination  when  this  is  re- 
quired by  law  solely  because  they 
are  unable  to  provide  documenta- 


tion from  a school  meeting 
equivalent  standards  and  per- 
formance evaluation  require- 
ments to  those  of  programs  ac- 
credited by  the  Liaison  Commit- 
tee on  Medical  Education  and  be 
it  further  resolved  that  it  is 
recommended  that  licensing 
hoards  in  reviewing  applications 
for  licensure  endorsement  take 
into  account  a physician's  ethical 
standards  and  his  or  her  having 
practiced  medicine  of  an  accept- 
able quality. 

Even  in  1986  there  are  a number 
of  bills  in  Congress  which,  to  my 
thinking,  are  not  in  the  best  interest 
of  the  Linked  States.  If  passed,  they 
are  impossible  to  implement  anyway. 
There  is  no  world  body  which  can 
determine  which  foreign  medical 
school  has  a curriculum  equivalent  to 
that  of  Harvard  or  Yale.  The  very 
best  foreign  aid  the  United  States 
can  give  the  world  is  medical  know- 
ledge to  all  peoples. 

Conclusion : The  FMG  is  not  a 
foreign  creature  anymore.  He  she  is 


an  active  member  of  the  community — 
and  often  has  joined  the  Girl  Scouts, 
Boy  Scouts,  the  Masons,  the  Knights 
of  Columbus,  and  the  various  service 
clubs.  The  children  of  FMGs  are 
Americans,  and  most  of  them  have 
excelled  in  almost  every  field  of 
human  endeavor. 

FMGs.  like  their  USMG  colleagues, 
are  up  to  date  in  the  latest  trends  in 
medicine.  Many  are  experts  in  medi- 
cal technology  and  are  highly  quali- 
fied, respected  clinicians  practicing 
both  the  science  and  the  art  at  their 
best  for  the  benefit  of  the  poor  and 
the  needy. 

Felino  V.  Barnes,  M.  D. 
Health  Management  System 
Wheeling  Health  Center 
HRC  Building 
51  - 11th  Street 
Wheeling,  WV  26003 


We  welcome  contributions  to  In  My 
Opinion.  Submissions  should  be  addressed 
to  Stephen  D.  Ward,  M.  D.,  Editor,  The 
West  Virginia  Medical  Journal.  Box  4106, 
Charleston,  West  Virginia  25364. 


AMA  Forms  Committee  On  Radiation  Emergencies 

In  the  aftermath  of  Chernobyl,  the  American  Medical  Association  has  formed  a new  com- 
mittee to  address  the  health  problems  associated  with  non-military  radiation  incidents, 
emergencies  and  accidents. 

Among  observations  developed  at  an  initial  meeting:  health  and  medical  effects  rather 
than  engineering  and  technical  problems  are  of  primary  concern  to  the  public;  management 
of  radiation  emergencies  involves  treatment  of  physical  and  emotional  damage  to  human 
beings;  and  an  almost  complete  absence  of  physician  involvement  in  planning  presently  exists. 

“Many  physicians  are  knowledgeable  about  how  to  respond  to  radiation  emergencies,  and 
others  have  adequate  training  to  help  assess  the  health  consequences  of  radiation  incidents," 
said  committee  Secretary  William  R.  Hendee,  Ph.D.,  of  the  AMA.  “The  desired  level  of 
physician  involvement  would  lead  to  a reasonable  professional  and  public  understanding  of 
non-military  radiation  incidents  and  emergencies,”  he  added. 
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A Continuing  Medical  Education  Event! 

119th  ANNUAL  MEETING 
of  the 

West  Virginia  State  Medical  Association 

Dk  G 

^ she  Kjreenbrier 

AUGUST  12-17, 1986 


CO-SPONSORS 

West  Virginia  State  Medical  Association 
West  Virginia  University  School  of  Medicine 
Marshall  University  School  of  Medicine 

COMPLETE  PROGRAM  WILL  APPEAR  IN  AUGUST  ISSUE  OF  THE  JOURNAL 

PROGRAM  COMMITTEE:  John  W.  Traubert,  M.  D.,  of  Morgantown,  Chairman;  and  Drs.  Marshall 
J.  Carper  and  Richard  E.  Kleinmann  of  Charleston,  Jose  I.  Ricard  of  Huntington,  John  A.  Rizzo  of 
Fairmont,  and  William  N.  Walker,  Jr.,  of  Clarksburg. 

REGISTRATION  FEE  is  $25  for  WVSMA  members  and  $100  for  non-members.  Please  make  checks 
payable  to  “WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION.” 

ACCREDITATION:  The  program  has  been  approved  for  17  CME  credit  hours  in  Category  1 of 
the  Physician’s  Recognition  Award  of  the  American  Medical  Association. 


PLAN  NOW  TO  ATTEND 


Return  to: 

WVSMA 
P.  O.  Box  4106 
Charleston,  WV  25364 

I am  a member  of  the  WVSMA.  Please  register  me  for  its  119th  Annual  Meeting  in 
White  Sulphur  Springs,  WV,  August  12-17,  1986.  My  $25  registration  fee,  made  pay- 
able to  the  WVSMA,  is  enclosed. 


Name  (please  print) 


Specialty 


Address 


City 
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President’s  Page 


Projections 


Based  on  the  past  as  a prologue  to 
what  lies  ahead,  please  permit  me, 
in  the  waning  weeks  of  the  presidency, 
some  thoughts  about  the  near  future. 

We  may  be  entering  a brief  period 
of  stability  of  professional  liability  in- 
surance affordability.  The  European 
reinsurers  will  keep  the  heat  on  Amer- 
ican companies,  resulting  in  increased 
impetus  for  civil  justice  reform  and  a 
rapid  shift  to  claims  made  policies. 
Insurers  will  continue  to  fail  to  renew 
physicians  identified  as  high  risks.  A 
state-managed  risk  pool  such  as  the 
proposal  by  Governor  Moore  will  re- 
ceive much  attention  in  the  coming 
year.  West  Virginia  could  be  a leader 
in  an  innovative  approach  to  the  whole 
area  of  liability /casualty  insurance. 

Additional  tort  reform  measures  will 
be  won  from  the  Legislature  with 
great  difficulty.  Small  businesses  in 
West  Virginia  could  greatly  benefit 
from  general  tort  reform  legislation. 
An  effective  coalition  with  small  bus- 


iness groups  would  certainly  seem  to 
be  desirable.  National  legislation  in 
this  area  of  tort  law  will  proceed  much 
more  slowly  than  many  suggest. 

Physicians  who  have  been  removed 
from  all  or  a substantial  portion  of 
their  practice  will  increase  in  number. 
These  are  physicians  who  have  been 
sanctioned  by  a federal  pay  program 
or  rejected  by  a PPO  and  HMO  for 
lack  of  quality  care,  or  denied  liability 
insurance  as  a high  risk  by  the  insurer. 
We  must  evolve  some  way  of  evaluat- 
ing the  potential  of  these  excluded 
doctors,  retraining  them  to  retake  a 
place  in  the  health  care  industry. 

Finally,  the  crystal  ball  says  that 
PPOs  and  HMOs  will  continue  to 
flourish,  providing,  as  they  do,  medi- 
cal care  at  a capped  amount  with 
rigid  controls  of  quality  of  care  and 
appropriate  use  of  acute  care  facili- 
ties. 

Only  one  thing  is  absolutely  certain 
— change  in  medicine  will  take  place 
so  rapidly  over  the  next  decade  that 


it  will  be  difficult  at  times  to  separate 
the  significant  from  the  inconsequen- 
tial, or  the  good  from  the  bad. 

One  thing  will  remain  constant:  we 
are  professionals  trained  to  take  care 
of  people  who  hurt.  We  must  con- 
tinue to  do  that  skillfully  and  com- 
passionately. 


David  Z.  Morgan,  M.  D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


Membership  Options 


lUfembership  in  WVSMA  is  a privi- 
^^lege  enjoyed  by  more  than  2,400 
physicians  in  West  Virginia.  The  fact 
that  this  substantial  number  of  medi- 
cal practitioners  continues  to  belong 
is  both  gratifying  and  humbling. 

Gratifying  because  it  means  that 
the  majority  of  physicians  see  value 
in  belonging  to  organized  medicine 
for  whatever  their  diverse  reasons  may 
be.  Humbling  because  it  carries  an 
awesome  weight  of  responsibility  for 
the  officers,  leaders  and  staff  to  con- 
tinue their  work  for  the  benefit  of  the 
members. 

According  to  the  latest  available 
demographic  information  on  physi- 
cians in  West  Virginia,  there  are  some 
3,100  doctors  within  the  confines  of 
the  state’s  borders.  Of  these,  some 
2,600  are  in  active  practice  accessible 
to  patients  needing  care.  The  other 
500  include  retirees,  administrative 
physicians  and  others  who  are  not 
active  in  daily  patient  care. 

Of  the  WVSMA  members,  some 
2,000  are  full  dues-paying  members 
and  the  remaining  400  include  retired, 
honorary,  and  a small  number  of  resi- 
dent and  student  members.  Thus,  it  is 
possible  for  WVSMA  to  claim  that 
77  per  cent  of  the  active  practicing 
physicians  in  West  Virginia  are  mem- 
bers of  the  organization.  It  would  be 
easy  to  rest  on  our  laurels. 

Our  concern,  however,  is  that  our 
WVSMA  Constitution  and  Bylaws 
clearly  state  that  to  be  a member  of 
WVSMA  a physician  must  belong  to 


the  county  medical  society.  It  is  clear 
that  unified  membership  on  the  coun- 
ty and  state  level  is  a requirement. 
Yet,  we  are  aware  that  a significant 
number  of  our  component  county  so- 
cieties permit  a physician  to  belong 
on  the  local  level  without  requiring 
payment  of  state  dues. 

There  may  be  numerous  reasons 
why  a physician  chooses  to  belong 
only  to  the  county  organization — per- 
sonal, financial,  perceived  benefits  or 
lack  thereof — but  the  fact  remains 
that  the  component  leadership  is  re- 
miss if  it  does  not  enforce  the  con- 
stitutional requirement. 

On  the  other  hand,  turnabout  is  fair 
play.  A simple  solution  would  be  a 
WVSMA  bylaws  change  which  would 
permit  a physician  desiring  to  join 
the  component  society.  That  way,  the 
physician  who  sees  little  value  in  be- 
longing to  the  county  society  could 
belong  on  the  state  and/or  national 
level.  (The  AMA  already  permits  di- 
rect membership,  and  we  have  200-300 
physicians  in  the  state  who  belong  to 
the  AMA  on  that  basis  while  bypass- 
ing membership  on  the  state  level. ) 

There  is  developing  nationally  a 
major  push  for  unified  membership  on 
all  levels,  local,  state  and  national. 
Some  seven  or  eight  state  medical  as- 
sociations have  already  gone  this  route 
and  at  least  a half  dozen  more  are 
actively  considering  going  unified. 

Obviously,  there  is  much  to  be 
said  for  the  benefits  of  unified  mem- 
bership in  providing  medicine  with 


a strong  voice  on  all  levels.  If 
physicians  fail  to  speak  for  themselves 
you  can  bet  that  no  one  else  is  going 
to  speak  up  for  them.  Organized 
medicine  on  each  level  is  the  best 
spokesman  for  the  profession,  and 
each  level  is  important  and  needed. 

It  would  seem  imperative,  however, 
that  WVSMA  give  serious  considera- 
tion to  a provision  which  would  allow 
for,  direct  state  membership  if  we  are 
going  to  continue  the  present  situation 
where  components  are  allowing  a 
physician  to  pay  only  local  county 
dues  while  ignoring  the  Constitutional 
requirement  for  combined  member- 
ship. WVSMA  gets  requests  from 
physicians  who  wish  to  join  but  do 
not  wish  to  belong  to  the  local  unit 
because  meeting  sites  are  inconvenient 
or  because  they  perceive  no  personal 
value,  etc.  In  each  and  every  instance 
the  doctor  has  been  told  that  before 
he  can  be  a member  of  WVSMA  he 
must  join  the  county  society.  Yet, 
the  counties,  in  many  instances,  fail 
to  reciprocate  when  the  doctor 
approaches  them  locally  about  join- 
ing. 

We  need  all  the  voices  we  can 
muster  if  we  are  to  face  the  future 
problems  confronting  medicine.  That 
means  involving  more  physicians  in 
all  phases  and  levels  of  organized 
medicine. 

Options  are  available.  One  is  to 
maintain  the  status  quo.  Another  is 
to  permit  direct  state  membership. 
A third  is  to  push  for  total  unification 
on  the  local,  state  and  national  levels. 

We  invite  your  thoughts,  ideas  and 
comments.  Our  WVSMA  House  of 
Delegates  will  need  to  address  these 
issues  in  the  near  future.  The  House 
can  only  respond  to  your  thoughts 
and  wishes. 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 
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Bargain  Basement  Medicine 


Who  is  it  that  can’t  remember  spot- 
ting a good  thing  in  the  bargain 
basement  of  some  department  store? 
In  some  ways  bargain  basements  are 
as  American  as  apple  pie.  They  are 
certainly  a part  of  the  American 
merchandising  system. 

Medical  services  are  being  merchan- 
dised today  very  much  in  the  same 
way  as  shoes  or  underwear  or  over- 
coats are  merchandised.  With  this  in 
mind  it  should  not  be  considered  in 
any  way  remarkable  that  the  medical 
merchants  have  their  bargain  base- 
ments too.  These,  of  course,  are  the 
HMOs. 

There  is  nothing  wrong  with  shop- 
ping at  Macy’s  or  Gimbels’  basement. 
Some  people  wouldn’t  enjoy  shopping, 
others  couldn’t  afford  to  shop,  if  there 
were  no  bargain  basements.  Some 
people  are  fascinated  with  the  goods 
on  display  in  Medicine’s  bargain 
basement  and  others  are  convinced 
they  can’t  afford  the  things  upstairs. 


Artful  merchandisers  manage  to 
appeal  to  the  varying  tastes,  desires 
and  pocket  books  of  a multitude  of 
shoppers.  Gimbels  does  not  just  hang 
up  the  Penthouse  sign  in  its  basement 
and  hope  for  the  best.  Some  mer- 
chants of  medical  service,  perhaps 
through  lack  of  experience,  are  not 
quite  as  artful  as  their  department 
store  cousins.  Some  just  hang  up  the 
Penthouse  sign  and  some  of  their 
customers  are  only  too  happy  to 
believe  it. 

That  is  fraudulent,  of  course,  and 
it  is  wrong.  There  is  nothing  wrong 
with  the  services  that  an  HMO  pro- 
vides just  as  there  is  nothing  wrong 
with  the  goods  in  the  bargain  base- 
ment. HMOs  provide  needed  and 
valuable  services  to  a portion  of  the 
patient  population  but  those  who 
merchandise  these  services  should  not 
commit  fraud  in  the  process. 

HMOs  provide  a system  of  allotting 
and  controlling  medical  services.  Be- 


cause certain  specialists,  certain  equip- 
ment, certain  resources  are  put  on 
display  via  the  brochures  does  not 
guarantee  their  appropriate  use  or 
even  their  availability.  Disappoint- 
ment is  a frequent  phenomenon  voiced 
by  new  HMO  enrollees. 

A recent  Rand  Corporation  study 
comparing  health  outcomes  between 
patients  treated  by  HMOs  and  others 
by  traditional  fee-for-service  plans 
reported  in  AM  NEWS  revealed  some 
startling  findings.  One  is  that  those 
in  a low  income  category  fared  better 
in  the  fee-for-service  plan  than  a com- 
parable group  in  an  HMO.  One  would 
have  predicted  the  opposite.  There 
was  also  the  suggestion  that  it  was  not 
necessarily  less  expensive  for  any 
government  program  to  require  man- 
datory HMO  coverage  for  its  medi- 
cally indigent  population. 

HMOs  have  a place  in  the  medical 
care  system  but  the  specific  niche  they 
should  finally  occupy  has  yet  to  be 
firmly  outlined. 


Our  Readers  Speak 

Encourage  Your  Spouse  To  Join  Auxiliary 


Your  Auxiliary  needs  your 
spouses’  participation!  More  than 
150  spouses  in  West  Virginia  either 
have  not  joined  or  participated  in 
our  organization  for  the  past  several 
years.  These  years  and  those  coming 
are  important  to  the  Medical  Associa- 
tion and  its  Auxiliary. 

The  posters,  billboards  and  signs 
say  “Wild,  Wonderful  West  Vir- 
ginia” and  “Almost  Heaven,  West 
Virginia.”  We  could  make  it  “Im- 
pressive West  Virginia”  with  our 
combined  powers  to  accomplish  our 
dreams  and,  at  times,  our  rights.  If 
we  are  to  be  heard  and  understood, 
we  must  have  a powerful  chorus  — 
not  a few  scattered  voices.  Every 


step  forward  is  better  than  none  at 
all,  for  by  doing  nothing  we  step 
backward.  We  are  a family,  support- 
ing each  other  in  one  goal  — “Better 
Health  Care  In  West  Virginia.” 

Funds  for  scholarships,  loans  and 
grants  come  from  Auxilians  who 
gave  of  their  time  and  finances. 
What  a tragedy  if  these  efforts  went 
by  the  wayside  like  so  many  other 
things  which  are  taken  for  granted 
and  then  lost.  My  children  grew  up 
knowing  what  the  Auxiliary  meant 
to  our  family  and  community.  They 
participated  in  preparing  crafts  and 
posters,  tagging  items  for  AMA-ERF, 
and  shopping  for  groceries  to  fill 
food  baskets  for  the  needy.  Do  your 


children  know  the  purpose  of  the 
AMA-ERF?  You  feel  joy  and  quiet 
satisfaction  when  you  help  others. 
Writing  a letter  to  your  congressmen 
and  senators  when  the  call  goes  out 
to  the  Auxiliary  gives  you  a feeling 
of  “I  have  done  something  to  help.” 

Please  encourage  your  spouse  to 
join  either  as  a member  or  member- 
at-large  for  those  who  live  in  com- 
munities without  a local  county 
auxiliary. 

Mrs.  Denny  ( Herman  ) Fischer 
Bridgeport,  Chairman 
Members  at  Large  Committee 
Auxiliary  to  West  Virginia 
State  Medical  Association 
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General  News 


Headaches, 
Arthritis 
On  Program 


/ \ 


119th 

Annual  Meeting 
The  Greenbrier 
August  12-17 


v J 


Headaches  and  arthritis  will  be  the 
subjects  of  scientific  papers  presented 
during  the  WVSMA’s  119th  Annual 
Meeting. 

“Headaches:  A Daily  Enigma”  will 
be  the  topic  for  Panayotis  Ignatiadis, 
M.  D.,  during  the  first  general  scienti- 
fic session  Thursday  morning,  August 
14.  He  is  Clinical  Assistant  Professor 
of  Neurological  Surgery,  Marshall 
University  School  of  Medicine. 

Paul  D.  Saville,  M.  D.,  will  present 
the  paper  on  “Clinical  Clues  in  Arth- 
ritis” during  the  third,  and  final,  Sat- 
urday morning  session.  Doctor  Saville 
is  Clinical  Professor  of  Medicine, 
West  Virginia  University  School  of 
Medicine,  Charleston  Division. 

The  second  general  session  will  be 
Friday  morning,  with  the  convention 
scheduled  August  12-17  in  White  Sul- 
phur Springs  at  the  Greenbrier. 

Educated  in  Egypt,  Greece 

Doctor  Ignatiadis  received  his  early 
education  in  Egypt,  and  his  M.  D. 
degree  in  1969  from  the  National 
University  of  Athens,  Greece. 

A Diplomate  of  the  American 
Board  of  Neurological  Surgery  and  a 
Fellow  of  the  Royal  College  of  Sur- 
geons, Edinburgh,  he  came  to  Hun- 
tington in  1980  as  a resident  in  gen- 
eral surgery  at  MU  School  of  Medi- 
cine. He  previously  had  completed 
various  surgical  postgraduate  pro- 
grams and  held  posts  in  West  Berlin; 
Neath,  South  Wales;  Charlottesville, 
Virginia  f University  of  Virginia); 
Plymouth,  England,  and  Hampton, 
Virginia. 

Doctor  Ignatiadis  has  been  an  As- 
sociate with  Surgical  Neurology,  Inc., 
in  Huntington  since  1981. 

London  Native 

Doctor  Saville,  Charleston  rheu- 
matologist, is  a native  of  London, 
England.  He  came  to  WVU  in  1974 
as  Professor  and  Chairman  of  the  Di- 
vision of  Rheumatology  in  the  De- 


Paul  D.  Saville,  M.  D. 


partment  of  Medicine  after  holding 
teaching  and  research  assignments  at 
Creighton  University  in  Nebraska  and 
the  University  of  Nebraska.  He  has 
held  his  clinical  appointment  at  WVU 
since  1975. 

Doctor  Saville,  whose  field  of  in- 
terest is  bone  metabolism  and  ortho- 
pedic medicine,  is  Associate  Editor 
for  Clinical  Orthopedics  and  Related 
Research,  and  referee  for  Annals  of 
Internal  Medicine,  Endocrinology  and 
Calcified  Tissue  Research.  He  has 
been  guest  instructor  ( metabolic  bone 
disease)  for  the  American  Academy 
or  Orthopedic  Surgeons. 

He  received  his  medical  degree  in 
1949  from  St.  George’s  Hospital  Med- 
ical School  in  London,  completing  his 
postgraduate  work  there,  at  other 
London  hospitals,  and  at  The  New 
York  Hospital.  Doctor  Saville  also 
held  teaching  and  hospital  assign- 
ments at  Cornell  University  and  the 
Hospital  for  Special  Surgery  in  New 
York  City. 

He  is  the  author  or  co-author  of  67 
scientific  articles. 

( Continued  on  next  page) 
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Convention  Schedule 

The  convention  schedule  will  begin 
with  a 2 P.  M.  meeting  of  the  Execu- 
tive Committee  on  Tuesday,  August 
12,  and  the  usual  preconvention 
meeting  of  the  Council  at  9:30  A.  M. 
Wednesday.  The  opening  scientific 
session  will  be  Thursday  immediately 
following  9 A.  M.  opening  ceremonies. 

It  was  announced  earlier  that  the 
AMA  President,  Dr.  John  Coury,  Jr., 
will  address  the  first  session  of  the 
House  of  Delegates  Wednesday  after- 
noon, August  13.  Doctor  Coury,  of 
Port  Huron,  Michigan,  is  a general 
and  scientific  surgeon. 

General  Scientific  sessions  will  offer 
hour-for-hour  Category  1 credit. 

Dr.  Charles  E.  Turner  of  Hunting- 
ton  will  be  inaugurated  as  President 
to  succeed  Dr.  David  Z.  Morgan  of 
Morgantown  during  the  second  and 
final  House  session  Saturday  after- 
noon. 

Topics  Previously  Announced 

Scientific  speakers  and  topics  an- 
nounced previously  are: 

Thursday  morning-.  “Approach  to 
the  Solitary  Thyroid  Nodule,”  Richard 
E.  Kleinmann,  M.  D.,  Associate  Pro- 
fessor of  Medicine,  WVU  Charleston 
Division;  and  “Geriatric  Hyperten- 
sion,” Frederick  C.  Whittier,  M.  D., 
Professor  of  Medicine  and  Chief.  Sec- 
tion of  Nephrology,  WVU,  Morgan- 
town; 

Friday  Morning-.  “Polypharmacy 
and  the  Elderly,'  Thomas  E.  Finu- 
cane,  M.  D.,  Assistant  Professor 
of  Medicine,  Division  of  Compre- 
hensive Medicine,  WVLfi  Morgan- 
town; “The  Judicious  Use  of  Blood 
and  Blood  Products,”  Mabel  M. 
Stevenson,  M.  D.,  Director,  Tri-State 
Red  Cross  Blood  Services,  and  Clinical 
Professor  of  Pathology,  Marshall 
University  School  of  Medicine;  and 
“Non-Diabetic  Endocrine  Emergen- 
cies,” Irma  H.  Ullrich,  M.  D.,  Profes- 
sor of  Medicine,  Section  of  Endocri- 
nology/Metabolism, WVU,  Morgan- 
town; 

Saturday  Morning:  “Facts  and 

Fads  in  Nutrition,”  C.  Lawrence  Kien, 
M.  D..  Ph.D.,  C.  E.  Compton  Profes- 
sor of  Nutrition;  Chief,  Section  of 


Clinical  Nutrition,  Departments  of 
Medicine,  Pediatrics  and  Biochemis- 
try; and  Co-Director,  Nutrition  Sup- 
port Services,  WVU,  Morgantown: 
and  “Strict  Diabetic  Control,  Who?, 
How?,  Why?,”  Michael  J.  Lewis, 
M.  D.,  Associate  Professor,  Depart- 
ment of  Family  Practice,  WVU,  Mor- 
gantown. 

An  Annual  Meeting  registration  fee 
of  $25  for  all  WVSMA  members  has 
been  established  by  Council  to  help 
offset  convention  expenses.  A fee  of 
$100  will  be  charged  non-members 
and  out-of-state  physicians. 

The  Annual  Meeting  of  the  Auxil- 
iary, with  Jeanny  I Mrs.  M.  V. ) 
Kalaycioglu  of  Shinnston  in  charge 
as  President,  again  will  run  concur- 
rently with  the  WVSMA  convention. 


Review  A Book 


The  following  books  have  been  re- 
ceived by  the  Headquarters  Office  of 
the  State  Medical  Association.  Med- 
ical readers  interested  in  reviewing 
any  of  these  volumes  should  address 
their  requests  to  Editor,  The  JVest 
Virginia  Medical  Journal , Post  Office 
Box  4106,  Charleston  25364.  We’ll 
be  happy  to  send  the  books  to  you, 
and  you  may  keep  them  for  your  per- 
sonal libraries  after  submitting  to  The 
Journal  a review  for  publication. 

The  Physician  and  the  Hopelessly 
III  Patient:  Legal , Medical  and  Ethi- 
cal Guidelines  ( Society  for  the  Right 
to  Die).  $5.  250  West  57th  Street, 
New  York.  NY  10107.  1985. 

Caring,  by  Annette  Swackhamer. 
R.N.,  and  Ralph  W.  Moss.  $15.95. 
Doubleday  and  Company,  Inc.,  245 
Park  Avenue,  New  York.  NY  10167. 
1986. 

Existence,  Culture,  and  Psycho- 
therapy, by  Clinton  R.  Meek,  Ph.D. 
$19.95.  Philosophical  Library,  Inc., 
200  West  57th  Street,  New7  York,  NY 
10019.  1986. 

Cardiac  Arrest:  A True  Account  of 
Stolen  Lives,  by  Sarah  Spinks.  $17.95. 
Doubleday  and  Company,  Inc.,  2145 
Park  Avenue,  New  York.  NY  10167. 
1986. 


Members  of  the  Program  Commit- 
tee are  Dr.  John  W.  Traubert,  Mor- 
gantown, Chairman;  Doctor  Klein- 
mann; and  Drs.  Marshall  J.  Carper, 
Charleston;  Jose  I.  Rizzo,  Fairmont, 
and  William  N.  Walker,  Jr.,  Clarks- 
burg. 


Charleston  Aero  Medical 
Services  Inaugurated 

NASA  Astronaut  Jon  McBride, 
horn  in  Charleston  and  raised  in  Beck- 
ley,  took  the  inaugural  flight  in  Health- 
Net  Aeromedical  Services’  Charleston- 
based  helicopter  last  month.  The  shut- 
tle pilot  was  guest  of  honor  at  10  A.M. 
ceremonies  at  Memorial  Division  in 
Kanawha  City  on  June  7. 

With  helicopters  now7  located  in 
both  Morgantown  and  Charleston  cov- 
ering a 150-mile  radius  of  their  re- 
spective home  bases,  HealthNet  Aero- 
medical Services  brings  needed  critical 
care  and  aviation  capabilities  together 
to  serve  communities  and  hospitals  in 
West  Virginia  and  the  surrounding 
area  on  a 24-hour-a-day  basis. 

A major  part  of  the  effort  involves 
transporting  patients  in  need  of  spe- 
cialized medical  treatment  between 
hospitals.  “We  will  also  transport  pa- 
tients from  the  scene  of  a serious  ac- 
cident or  disaster  to  hospitals  when 
requested  by  qualified  public  safety 
and  emergency  services  personnel.” 
HealthNet  officials  said. 

The  program  is  one  of  the  first  de- 
veloped under  the  auspices  of  Health- 
Net  in  collaboration  with  its  member 
hospitals,  Charleston  Area  Medical 
Center,  Inc.  I CAMC  ) and  West  Vir- 
ginia University  Hospitals,  Inc.,  in 
Morgantown. 

McBride,  whose  mother  resides  in 
Charleston,  is  a Navy  captain  and 
pilot.  He  has  been  awarded  honorary 
degrees  by  both  Salem  College  and 

WVU. 

He  piloted  the  eight-day  shuttle  mis- 
sion in  1984  which  deployed  the  Earth 
Radiation  Budget  Satellite  and  con- 
ducted several  scientific  observations 
before  landing  at  Kennedy  Space  Cen- 
ter in  Florida. 


236  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Special  Session 


Reaffirmation  of  tort  reforms  pre- 
viously set  as  WVSMA  legislative 
goals  resulted  from  the  special  session 
of  the  Association’s  House  of  Dele- 
gates May  19  in  Charleston. 

The  special  session  was  requested 
by  the  Parkersburg  Academy  of  Medi- 
cine, and  followed  the  opening  of  the 
extraordinary  session  of  the  State 
Legislature  May  15. 

The  morning  and  luncheon  WVSMA 
House  sessions  at  the  Marriott  in- 
cluded updates  by  President  David  Z. 
Morgan,  M.  D.,  and  others  on  the 
status  of  pending  tort  reform  pos- 
sibilities in  the  State  Legislature,  and 
discussion  by  WVSMA  delegates  of 
the  malpractice  insurance  crisis  and 
contingency  plans  for  health  care 
delivery  after  May  31.  Following 
lunch,  delegates  went  as  a group  to 
the  state  Capitol  Building  where  the 
Legislature  was  in  session  to  talk 
with  legislators.  WVSMA  doctors  in 
the  Senate  gallery  were  recognized 


MORNING  COFFEE  — Enjoying  coffee  before  the  Special  Session  of  the  WVSMA 
House  of  Delegates  May  19  in  Charleston  are,  from  left,  Drs.  Bill  M.  Atkinson 
(WVSMA  Council  member),  Francis  C.  Huber,  Jr.,  and  Frank  L.  Schwartz,  all  of 
Parkersburg,  and  Michael  A.  Grant,  Fairmont. 


from  the  floor  at  the  beginning  of  the 
Senate  session,  which  then  adjourned 
until  late  afternoon. 

The  WVSMA  House  adopted  five 
resolutions  presented  by  Parkersburg 
Academy  which  called  for  the  tort 
reforms  of  elimination  of  joint  and 
several  liability,  a cap  of  $250,000 


DELEGATES  SPEAK  — A number  of  delegates  had  their  say  during  the  special 
session  of  the  WVSMA  House  of  Delegates  held  in  May  in  Charleston  during  the 
malpractice  insurance  crisis.  Above  are,  from  left,  Drs.  Robert  J.  Clubb  of  Charleston 
(Kanawha  Medical  Society)  and  Joseph  B.  Reed,  Buckhannon  (Central  West  Virginia 
Medical  Society). 


on  non-economic  damages,  payment  in 
annual  installments  for  judgments  in 
excess  of  $500,000,  evidence  of 
compensation  from  a collateral  source, 
and  limits  on  contingency  fees  for 
attorneys.  ( See  May  25  issue  of 
WESGRAM  for  tort  reforms  resulting 
from  action  of  the  Legislature  May 
22. ) 

The  WVSMA  House  session  was 
attended  by  61  delegates  and  officers, 
and  nine  others  including  WVSMA 
staff  and  legal  counsel. 

Delegates  also  discussed  a possible 
associate  membership  category  for 
out-of-state  doctors  and  non-M.  D. 
health  providers  as  a means  of  joining 
Preferred  Medical  Care  Network  of 
West  Virginia,  the  WVSMA-establish- 
ed  PPO.  The  final  decision  will  have 
to  be  made  by  the  House  during  the 
Annual  Meeting  in  August. 


New  WVSMA  Members 
Listed  In  Journal 

A new  feature  has  been  added  to 
The  Journal. 

The  names  of  new,  first-time 
WVSMA  members  will  be  printed 
in  The  Journal  each  month  begin- 
ning with  this  issue  ( Page  248 ) . 

We  hope  this  regular  column  will 
he  informative  and  helpful  for  our 
readers  in  welcoming  new  members 
across  the  state. 
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Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1986,  as  compiled 
by  Ernest  W.  Chick.  M.  D..  MU 
Director  of  Continuing  Medical  Ed- 
ucation: Robert  E.  Kristofco,  WVU 
Assistant  to  the  Dean/Continuing 
Medical  Education;  J.  Zeb  Wright, 
Ph.D.,  Director  of  Continuing  Educa- 
tion Outreach  and  Community  Affairs. 
WVU  Charleston  Division;  and 
Sharon  Hall,  Director  of  Continuing 
Education,  Charleston  Area  Medical 
Center  (also  in  charge  of  WVU 
Charleston  Division  on-campus  CME ) . 
The  schedule  is  presented  as  a con- 
venience for  physicians  in  planning 
their  continuing  education  program. 
(Other  national,  state  and  district 
medical  meetings  are  listed  in  the 
Medical  Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  by  calling  Doctor  Chick  at 
(304)  526-0515;  Kristofco,  (304) 
293-3937;  Wright.  (304)  347-1243; 
and  Hall,  (304)  348-9580. 

W est  Virginia  University 

July  17,  Charleston,  Antimicrobial 
Therapy  in  the  Oncology  Patient 

July  18,  Morgantown,  Health  & 
Safety  Aspects  in  Motorcycling 

July  26-27,  Morgantown.  Practice 
Management  Seminar:  Assessing 

the  Impact  of  Changing  Times 

Aug.  1-2,  Charleston,  Advanced 
Trauma  Life  Support 

*Sept.  6,  Morgantown,  Common  Spine 
Problems 

Sept.  10,  Charleston.  Home  Health 
Seminar 


Sept.  13.  Charleston,  Searching  Med- 
line: A Guide  for  the  Health  Pro- 
fessional 

"Sept.  19-20.  Morgantown.  Ob-Gyn 
Teaching  Days 

Sept.  24,  Charleston,  Teleconference: 
“Who  Lives,  Who  Dies,  WTo 
Decides?” 

Oct.  1.  Charleston,  Faculty  Research 
Day 

'"'Oct.  10-11,  Morgantown,  Internal 
Medicine  Eipdate  ’86 

Oct.  14,  Charleston.  The  Role  of 
Autologous  Bone  Marrow  Trans- 
plantation for  Solid  Tumors 

Oct.  18,  Morgantown,  7th  Annual 
Ophthalmology  Conference 

Oct.  18-19.  Charleston.  Advanced 
Cardiac  Life  Support  Provider 
Course 

*Oct.  23-24,  Morgantown.  12th  Hal 
W anger  Family  Practice  Conference 

Oct.  24.  Charleston.  Emergency  Care 
Seminar 

*Oct.  25.  Morgantown.  Pediatric 
Octoberfest 

"Nov.  1,  Morgantown,  Cardiology 
Update 

Nov.  5,  Charleston.  Childhood  Obesity 

"Nov.  22,  Morgantown,  Magnetic 
Resonance  Imaging 

Dec.  11,  Charleston,  Newer  Treat- 
ments for  Lung  Cancer 

° in  conjunction  with  WVU  football 
games 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Bluefield,  Bluefield  Community  Hos- 
pital. First-Floor  Conference  Room. 
3rd  Thursday,  Noon-2  P.  M.  — 
J uly-Aug.  I vacation ) 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday. 
8-10  A.M.  — July  9,  “Non-Invasive 
Techniques  for  Investigating  Vascu- 
lar Occlusive  Diseases,”  Ali  F. 
AbuRahma,  M.  D. 

Gassaivay,  Braxton  Co.  Memorial 
Hospital.  1st  W ednesday,  7-9  P.  M. 
— July  2,  “Initial  Treatment  of 


Stroke  I CVA)  and  Subsequent 
Rehabilitation.”  A.  L.  Poffenbarger, 
M.  D. 

Aug.  6,  “Dealing  With  Anxiety  of 
COPD  Patients,”  Beena  Bhanot. 
M.  D. 

Madison,  Boone  Memorial  Hospital, 
2nd  Tuesday,  7-9  P.  M.  — July- 
Aug.  (vacation) 

Oak  Hill,  Plateau  Vocational  Center 
( Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — July-Aug.  (vacation) 

Summersville,  Summersville  Memorial 
Hospital,  1st  Tuesday,  6:30-8:30 
P.  M.  — July-Aug.  (vacation) 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
July  16,  “The  Magic  Stone-Busting 
Machine:  ESWL,”  Thomas  McCoy, 
M.  D. 

Aug.  (vacation) 

Sept.  17,  “Reading  Chest  X-Rays,” 
Bippin  Avashia.  M.  D. 

W hitesville,  Raleigh-Boone  Medical 
Center.  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — July-Aug.  (vacation) 

W illiamson,  Williamson  Memorial 
Hospital.  1st  Thursday,  6:30-8:30 
P.  M.  — July  3,  “Low  Back  Pain.” 
William  Sale,  M.  D. 

Aug.  (vacation) 


Motorcycling  Doctors 
To  Meet  In  Morgantown 

The  Annual  Meeting  of  the  Motor- 
cycling Doctors  Association  and  the 
Motorcycling  Allied  Health  Profes- 
sionals Association  will  be  held  at 
Sheraton  Lakeview  in  Morgantown  on 
Friday,  July  18,  1986. 

A scientific  program  has  been  plan- 
ned for  the  weekend  including  3.5 
hours  of  Category  1 CME  credit.  The 
program,  open  to  physicians  and 
others  interested  in  the  health  and 
safety  aspects  of  motorcycling,  will 
focus  on  current  research  in  motor- 
cycle safety,  surgical  problems  as- 
sociated with  care  of  injured  patients, 
and  special  problems  of  motorcyclists, 
both  medical  and  surgical. 

For  more  information  and  registra- 
tion details,  call  the  WVLi  Office  of 
Continuing  Medical  Education  at 
(3041  293-3937. 
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45  Marshall  Graduates’ 
Residencies  Announced 

Forty-eight  per  cent  of  Marshall 
University  School  of  Medicine  seniors 
have  accepted  residencies  in  West  Vir- 
ginia, according  to  Dr.  Jack  Baur, 
Associate  Dean  for  Clinical  Affairs. 

“Our  students  did  very  well  in 
obtaining  residencies  this  year,” 
Doctor  Baur  said.  “Of  the  45  who 
participated  in  the  National  Residency 
Matching  Program,  29  got  their  first 
choice  and  five  got  their  second 
choice.  We’re  also  very  pleased  that 
three  of  our  students  got  residencies 
in  the  very  competitive  fields  of 
orthopedics  and  anesthesiology.” 

The  School  of  Medicine  had  29 
students  ( 63  per  cent ) in  the  primary- 
care  specialties  of  family  practice, 
internal  medicine,  obstetrics/gyne- 
cology  and  pediatrics. 

The  seniors,  by  home  town,  and 
their  residency  program  are: 

Barboursville  — Timothy  A.  Dam- 
ron, MU  affiliated  hospitals,  internal 
medicine;  Beckley  — Donna  J. 
Slayton,  MU  affiliated  hospitals, 
transitional;  Teddy  W.  Solari,  MU 
affiliated  hospitals,  pediatrics; 

Charleston  — David  W.  Albright, 
Medical  College  of  Virginia,  Rich- 
mond, psychiatry;  William  M.  Com- 
isky,  MU  affiliated  hospitals,  pedi- 
atrics; Kenneth  F.  McNeil,  Charles- 
ton Area  Medical  Center  (CAMC), 
internal  medicine;  Elizabeth  L. 
Spangler,  CAMC,  internal  medicine, 
and  Sue  E.  Wegmann,  MU  affiliated 
hospitals,  transitional;  Fairmont  — 
Patrick  J.  Esposito,  Spartanburg 
(S.C.)  General  Hospital,  family 
practice;  Fort  Gay  — Marc  A.  Work- 
man, United  Hospital  Center,  Clarks- 
burg, family  practice;  Grafton  — 
Nancy  L.  Craig,  West  Virginia  Uni- 
versity, family  medicine; 

Huntington  — Craige  M.  Brestel, 
MU  affiliated  hospitals,  internal  medi- 
cine; William  R.  Brooks,  Midland 
(Mich.)  Hospital,  family  practice; 
Elaine  L.  Flanders,  Medical  College 
of  Virginia,  Richmond,  pathology; 
William  H.  Haney,  Chandler  Medical 
Center,  University  of  Kentucky, 
Lexington,  internal  medicine /pedi- 
atrics; John  A.  Hoffman,  Lynchburg 


(Va. ) Family  Practice  Center,  family 
practice;  Edwin  J.  Humphrey  IV. 
University  of  South  Florida  affiliated 
hospital,  Tampa,  pathology;  Eric  W. 
Janssen,  Mount  Carmel  Medical 
Center,  Columbus,  orthopedics;  Kelly 
S.  Kearfott,  Chandler  Medical  Center. 
University  of  Kentucky,  Lexington, 
psychiatry; 

Kitrina  L.  Kearfott,  Cincinnati 
General  Hospital,  family  practice; 
Kathleen  M.  O’Hanlon,  MU  affiliated 
hospitals,  family  practice;  Stuart  M. 
Roth,  MU  affiliated  hospitals,  transi- 
tional; Patricia  Sebas  Schindzielorz. 
MU  affiliated  hospitals,  pediatrics: 
Mark  A.  Studeny,  Texas  Tech  Uni- 
versity  affiliated  hospitals,  Lubbock, 
internal  medicine;  Larry  W.  Watson. 
Riverside  Methodist  Hospital.  Colum- 
bus, orthopedics,  and  Mark  E.  Wippel. 
MU  affiliated  hospitals,  pediatrics; 

Logan  — Kevin  S.  Smith,  Uni- 
versity of  Louisville  affiliated  hos- 
pitals, anesthesiology;  Madison  — - 
Scott  E.  Miller,  CAMC,  internal  medi- 


Loss Control  Seminar 
On  Convention  Schedule 

A two-part  WVSMA  Loss  Control 
Seminar  will  be  held  Thursday  and 
Friday,  August  14-15,  during  the 
Association’s  119th  Annual  Meet- 
ing at  the  Greenbrier.  Hours  for 
the  seminar  on  both  days  will  be 
from  2 to  5 P.  M. 

Physicians  insured  with  CNA 
will  receive  a five-per  cent  discount 
on  their  malpractice  premiums  over 
a three-year  period  by  attending 
the  seminar.  Those  who  already 
have  attended  a WVSMA  Loss  Con- 
trol Seminar  may  come  to  the 
August  14-15  seminar,  but  the  five- 
per  cent  discount  does  not  apply 
more  than  once. 

There  is  no  fee  for  CNA  insureds. 
Physicians  not  insured  with  CNA 
may  attend  for  information  and  a 
$75  registration  fee. 

The  program  is  approved  for  six 
hours  of  Category  1 credit.  At- 
tendees must  be  present  for  both 
days  to  receive  credit. 

Enrollment  is  limited  to  50 
physicians.  To  register,  call  Candy 
Sayre  at  (304)  925-0342. 


cine;  Morgantown  — Mary  Nan 
Spiker,  Tripper  General  Hospital, 
Hawaii,  psychiatry;  Moundsville  — 
David  S.  Parks,  United  Hospital 
Center,  Clarksburg,  family  practice; 
Shepherdstown  — David  M.  Josephs, 
Duluth  (Minn.)  Family  Practice 
Residency; 

Sister sville  — Jackson  L.  Joseph 
Flanigan.  MU  affiliated  hospitals, 
surgery;  South  Charleston  — Kim- 
berly F.  Ewing,  Ohio  State  University 
Hospitals,  pediatrics,  and  Marian  Jean 
Gorham,  CAMC,  internal  medicine; 
Vienna  — Stevan  J.  Milhoan,  CAMC, 
family  practice;  Wardensville  — Jerry 
M.  Hahn,  MU  affiliated  hospitals, 
transitional;  Wayne  — Elaine  M. 
Young,  Good  Samaritan  Hospital  in 
Cincinnati  for  one  year  of  internal 
medicine,  followed  by  a dermatology 
residency  at  Cincinnati  General  Hos- 
pital; 

Weirton  — Joseph  C.  Capito, 
Western  Pennsylvania  Hospital,  Pitts- 
burgh, surgery;  Wellsburg  — Monica 
Leonor  Richey  Acuna,  Jacksonville 
(Fla.)  Educational  Program,  internal 
medicine;  West  Hamlin  — Terrence 
W.  Triplett,  Moses  H.  Cone  Memorial 
Hospital.  Greensboro,  N.C.,  family 
practice;  W^heeling  — Joanne  M. 
Lebow,  North  Carolina  Baptist  Hos- 
pital. Chapel  Hill,  internal  medicine; 
Williamsburg  — - Donald  H.  Trainor, 
Jr.,  Methodist  Hospital,  Indianapolis, 
internal  medicine/pediatrics; 

Yaivkey  — - Susann  L.  Lovejoy, 
CAMC,  psychiatry;  Ironton,  Ohio  — 
David  S.  Ratliff,  MU  affiliated  hos- 
pitals, surgery;  Proctorville,  Ohio  — 
James  E.  Tomblin,  Ohio  State  Uni- 
versity Hospital,  obstetrics /gyne- 
cology; Louisa,  Kentucky  — C.  Anne 
Gallant  Steele,  Cleveland  Clinic  Hos- 
pital, psychiatry. 


Non-Smoking  Policy 

A non-smoking  policy  for  American 
College  of  Cardiology  ( ACC ) meet- 
ings and  Heart  House,  the  national 
headquarters  facility  of  the  College 
located  in  Bethesda,  MD,  has  been 
established  by  the  Board  of  Trustees. 

The  action  was  recommended  by 
the  College’s  Preventive  Cardiovascu- 
lar Disease  Committee. 


JULY,  1986,  VOL.  82  239 


Medical  Corporation  Head  Named 


Robert  D.  Colligan 


Robert  D.  Colligan  has  been 
appointed  President  and  Chief  Execu- 
tive Officer  of  the  West  Virginia 
University  Medical  Corporation,  the 
state’s  largest  medical  practice  group. 

Colligan,  who  will  head  the  WVU 
Dental  Corporation  as  well,  comes  to 
WVU  from  Houston,  Texas,  where  he 
served  as  Administrator  for  the  De- 
partment of  Medicine  at  Baylor  Col- 
lege of  Medicine. 

At  Baylor  he  had  administrative 
responsibility  for  professional  billing. 


purchasing,  personnel,  financial  man- 
agement, acounting  and  public  rela- 
tions for  a department  of  700  em- 
ployees, including  more  than  250 
faculty  members,  and  he  managed  two 
clinical  laboratories  and  seven  cost 
centers  at  The  Methodist  Hospital,  a 
Baylor  clinical  facility. 

Colligan  received  his  education  at 
Montgomery  Community  College  and 
the  University  of  Maryland  and 
worked  for  13  years  in  administration 
and  grants  and  contract  management 
at  the  National  Institute  of  Health 
before  going  to  Texas  in  1972.  For 
the  past  10  years  he  has  been  a site 
visitor  and  consultant  to  NIH. 

“We  found  Mr.  Colligan’s  ex- 
perience in,  and  dedication  to,  the 
health  care  field  most  impressive,” 
Stanley  Shane,  M.  D.,  said.  “We  are 
pleased  he  has  joined  us  in  our  con- 
tinuing efforts  to  assure  quality  health 
services  to  the  citizens  of  West  Vir- 
ginia.” Doctor  Shane  is  Chairman  of 
the  Board  of  the  WVU  Medical 
Corporation. 

Colligan  is  married  to  Mary  E. 
Riser,  Ph.D.,  a well-known  biochemist 
at  Baylor,  and  they  have  two  children. 
As  a somatic  cell  geneticist.  Doctor 
Riser  is  involved  in  cancer  research. 
She  is  a native  of  Parkersburg,  a 
daughter  of  Manning  and  Virginia 
Riser. 


Practice  Management  Seminar  In  Morgantown 


A Practice  Management  Seminar 
will  be  held  at  Sheraton  Lakeview 
Resort  and  Conference  Center  in 
Morgantown  July  26-27.  Sponsors  are 
the  West  Virginia  University  School 
of  Medicine  Office  of  Continuing 
Medical  Education  in  cooperation  with 
the  College  of  Business  and  Economics 
at  WVU. 

The  seminar  will  discuss  a variety 
of  topics  including  the  Impact  of  the 
New  Tax  Law,  and  Competition  in 
Health  Care.  A review  of  the  Pro- 
fessional Liability  Issue  in  West  Vir- 
ginia and  a discussion  of  the  Physi- 
cian’s Financial  Future  also  are 
scheduled. 

Attendees  will  have  the  opportunity 
to  enjoy  the  Sheraton  Lakeview  Sum- 
mer Theatre  production  of  “A  Chorus 


Line”  on  Saturday  evening  after  a 
faculty  reception  and  dinner. 

Faculty  for  the  program  include 
Charles  Hooper,  Ph.D.,  Associate  Pro- 
fessor in  the  WVU  College  of  Business 
and  Economics  and  a nationally 
recognized  management  consultant; 
Mark  A.  Cox  and  Anthony  Smith, 
Financial  Planners  from  the  invest- 
ment firm  of  Kidder,  Peabody;  Fred 
Wright  II,  Insurance  Commissioner 
for  the  State  of  West  Virginia;  and 
David  Z.  Morgan,  M.D.,  Associate 
Dean  of  the  WVU  School  of  Medicine 
and  WVSMA  President. 

The  cost  of  the  program  is  $300 
including  tuition,  two  nights’  lodging, 
Saturday  dinner,  and  theatre  tickets. 

For  more  information,  call  the  WVU 
Office  of  CME  at  ( 304)  293-3937. 


Medical  Meetings 


July  3-7— Am.  College  of  International  Phy- 
sicians, Dallas. 

July  6-11— International  Symposium  on 

Psoriasis,  Stanford,  CA. 

July  30-Aug.  3— Assoc,  of  Philippine  Prac- 
ticing Physicians  in  Am.,  Norfolk,  VA. 

Aug.  7-10— International  Doctors  in  Alco- 
holics Anonymous,  San  Diego. 

Aug.  12-17 — 119th  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 

Aug.  14-15— WVSMA  Loss  Control  Seminar, 
White  Sulphur  Springs. 

Sept.  12-18— Am.  College  of  Radiology, 
Baltimore. 

Sept.  15-17— Am.  College  of  Nutrition, 
Washington,  DC. 

Sept.  15-18— Am.  College  of  Emergency 
Physicians,  Adanta. 

Sept.  20— WVSMA  Loss  Control  Seminar, 
Parkersburg. 

Sept.  22-26— Am.  College  of  Chest  Physi- 
cians, San  Francisco. 

Sept.  25-28— Am.  Society  of  Internal  Medi- 
cine, Seattle. 

Sept.  27-Oct.  2— Am.  Academy  of  Family 
Physicians,  Washington,  DC. 

Oct.  5-8— Am.  Neurological  Assoc.,  Boston. 

Oct.  14-18— Medical  Group  Management 
Association,  Loss  Angeles. 

Oct.  15-17— Am.  College  of  Gastroentero- 
logy, Atlanta. 

Oct.  18— WVSMA  Loss  Control  Seminar, 
Beckley. 

Oct.  19-24— Am.  College  of  Surgeons,  New 
Orleans. 

Oct.  19-24— Am.  Academy  of  Physical  Medi- 
cine & Rehabilitation,  Baltimore. 

Nov.  2-7— Am.  Society  of  Therapeutic 
Radiology  & Oncology,  Los  Angeles. 

Nov.  8— WVSMA  Loss  Control  Seminar, 
Huntington. 

Nov.  9-13— Am.  Academy  of  Ophthalmo- 
logy, New  Orleans. 

Nov.  12-16— Am.  Medical  Women’s  Assoc., 
St.  Louis. 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


WVU  Medical 
Center  News 


West  Virginia 
University 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


Nugent  Leaves  Chairman 
Post,  Stays  On  Staff 

Although  he  has  reached  manda- 
tory retirement  age  as  Chairman  of 
Neurosurgery,  the  good  news  — 
especially  for  referring  doctors  and  for 
his  patients  — is  that  G.  Robert 
Nugent,  M.  D.,  will  continue  there  as 
Professor  and  “remain  clinically  and 
surgically  active.” 

It’s  also  good  news  for  physicians 
who  train  at  WVU  to  become  neuro- 
surgeons — attracted  by  the  oppor- 
tunity to  prepare  in  a strong  depart- 
ment under  the  guidance  of  nationally 
recognized  experts  such  as  Doctor 
Nugent. 

“I  don’t  plan  to  change  anything; 
I feel  young,  active  and  able  to  carry 
my  share  of  departmental  duties,”  he 
said  as  he  reviewed  neurosurgery’s 
development  at  WVU  and  in  the  state. 

“But  I’ve  been  Chairman  for  more 
than  15  years  and,  frankly,  that’s 
long  enough.  Actually,  I think  maybe 
a chairman  should  not  be  in  that 
position  more  than  10  years.” 

Not  that  he  hasn’t  liked  the  ex- 
perience, but  Doctor  Nugent  feels  he 
has  paid  his  dues  in  administrative 
responsibilities,  paper  work  and  com- 
mittee commitments  and  that  “it’s 
time  for  someone  else  — a younger 
person  with  new  ideas  — to  come  in 
and  move  the  department  along.” 

The  chosen  one  is  Howard  H.  Kauf- 
man, M.  D.,  a Professor  in  the  Depart- 
ment since  1983,  who  on  July  1 be- 
came Chairman  of  Neurosurgery  at 

WVU. 

Neurosurgery  was  a division  in  the 
Department  of  Surgery  when  Doctor 
Nugent  joined  the  faculty  as  Assistant 
Professor  in  1961,  the  year  after  Uni- 


versity Hospital  opened.  It  became  a 
full-fledged  department  in  1970  when 
he  was  named  Chairman. 

Doctor  Nugent  said  that  since  he 
came  to  WVU  there  have  been 
important  changes  in  neurosurgery. 
“Probably  the  single  most  important 
has  been  the  development  of  micro- 
neurosurgery . . .” 


When  Does  Education 
Become  Sales  Promotion? 

When  does  advertising  by  a drug 
manufacturer  move  from  patient  edu- 
cation to  sales  promotion?  Is  there 
anything  wrong  about  advertising 
prescription  drugs  in  the  mass  media? 

These  and  related  questions  have 
concerned  pharmaceutical  manufac- 
turers and  professional  organizations, 
and  even  the  Food  and  Drug  Admini- 
stration, in  the  past  few  years.  But 
the  Dean  of  WVU’s  School  of 
Pharmacy  sees  a growing  consensus 
against  direct  consumer  advertising. 
He  thinks  the  problems  it  presents 
clearly  outweigh  any  advantage  to 
advertisers. 

“It’s  a complex  situation,”  says 
Dean  Sidney  A.  Rosenbluth.  “On  the 
one  hand  you  have  this  great  need 
to  educate  patients  about  their  ail- 
ments, therapy  and  drugs.  But  on  the 
other  hand,  if  you  do  something  that 
primarily  promotes  the  sale  of  a pre- 
scription drug,  that  often  will  not  be 
in  the  patient’s  best  interest.” 

For  decades,  pharmaceutical  firms 
aimed  their  prescription  drug  adver- 
tising through  professional  publica- 
tions mainly  at  physicians  and  dentists 
and,  to  a more  limited  extent, 
pharmacists. 

“The  question  of  more  direct  adver- 
tising aimed  at  the  layman  came  up 
only  a few  years  ago,”  Doctor 
Rosenbluth  said.  “It’s  linked  to  the 


issue  of  the  consumers  really  needing 
to  know  more  about  their  health 
problems  and  treatment.  It’s  also 
obviously  linked  to  competition  within 
the  pharmaceutical  industry. 

What  part  does  pharmaceutical 
advertising  play  in  this  process? 

Over-the-counter  products  for  many 
years  have  been  among  the  most 
highly-advertised  of  all  consumer 
products:  antacids,  pain  relievers, 

laxatives  and  others.  Dean  Rosenbluth 
considers  this  “quite  appropriate” 
because  hazards  as  well  as  benefits 
are  adequately  described  in  the 
labeling  process. 

But  why  advertise  prescription 
drugs  to  consumers,  since  only  a 
physician  or  dentist  is  adequately 
trained  to  decide  whether  a particular 
drug  is  appropriate  for  a particular 
patient? 


Poison  Center  Staff 
Serves  ‘Round  The  Clock’ 

The  West  Virginia  Poison  Center, 
in  its  sixth  year  of  operation,  receives 
about  1,000  calls  each  month  from 
state  residents  who  are  poison  victims 
or  who  need  information  about 
poisons. 

The  staff  of  six  specially-trained 
registered  nurses  is  on  call  24  hours 
a day,  seven  days  a week  and  operates 
out  of  the  WVU  School  of  Pharmacy 
in  the  WVU  Medical  Center’s  Charles- 
ton Division. 

According  to  Terri  S.  DeFazio, 
R.  N.,  Assistant  Director  for  Opera- 
tions and  Community  Education,  75 
per  cent  of  the  calls  received  at  the 
Center  involve  children  under  the  age 
of  five. 

About  40  per  cent  of  the  calls  in- 
volve accidental  ingestion  of  pharma- 
ceuticals, both  over-the-counter  and 
prescription  drugs. 
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TABLETS 


Upjohn 


. 5S£'': 


©1986  The  Upjohn  Company 


A Century 
of  Caring 

1886-1986 


J-61 38  January  1 986 


AMERICAN 

MEDICAL 

INTERNATIONALS 

PHYSICIAN 

PLACEMENT 

SERVICE 


m- 


w/Imerican  .VV/edical  International  has 
stituted  a corporate  service  to  assist  Physi- 
cians interested  in  servicing  AMI  hospitals 
in  fee-for-service  private,  solo,  group,  or 
other  multi-specialty  practices.  Current  op- 
portunities are  available  for  physicians  who 
are  Board  Certified  or  Eligible.  There  is  no 
charge  to  physicians  for  this  service. 

Specific  areas  of  interest  are: 


• Family  Practice 

• Neurology 

• Ophthalmology 

• Orthopedics 


VAS  Surgery 
Neurosurgery 
Orthopedic  Surgery 
Occupational  Medicine 


Gastroenterology  • Cardiology 


ENT 


Rheumatology 


• Oncology *  *OB/GYN 

• General  Surgery  • Internal  Medicine 

Physicians  interested  in  pursuing  these  oppor- 
tunities should  contact  this  service  by  calling 
or  submitting  a curriculum  vitae  to: 


Norman  Penick 
Vice  President 
Human  Resources 
AMI 

9465  Wilshire  Blvd.,  Ste.  915 
Beverly  Hills,  CA  90212 
Call  Collect:  (213)  858-6927 
Call  Toll  Free:  (800)  533-7013 
(800)  325-4881 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D, 

R.  N.  Lewis,  M.  D (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R D.  Morris,  D.  0.  (New  Martinsville) 
Peripheral  Vascular  Disease 
J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 

Gastroenterology 
T.  E.  Chvasta,  M.  D. 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology/ Hypertension 

D.  L.  Latos,  M.  D. 

M.  H.  Drews,  M.  D. 

T.  G.  Kenamond,  M.  D. 

Pulmonary 

C.  J.  Begley,  M.  D. 

T.  V.  Burke,  M.  D. 

Rheumatology 
M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 
C.  D.  Hershey,  M.  D 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C,  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

H.  S.  Berlin,  M.  D. 
OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 
W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 

DERMATOLOGY 

M.  Baron,  M.  D. 

NEURO-SURGERY 

F.  J.  Payne,  M.  D. 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S.  Govindan,  M.  D. 
PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

J.  G.  Tellers,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 

Optical 

W.  E.  Schul,  Optician 

Speech  Therapy/Audiology 

J.  P.  Frum,  M.  S.,  S.P.A. 

Biofeedback  Laboratory 

M.  G.  Simon,  P.  A. 

Electrology/Cosmetic  Therapy 

J.  E.  Beserock,  R.  E. 

TECHNOLOGISTS 

Electrocardiography 

B.  Maguire,  R.  N. 

B.  Muklewicz,  R.  N. 

Electroencephalography 

J.  Stone,  R.  N.,  CMET 
J.  Green,  R.  N. 

Roentgenology 

E.  Forester,  R.  T. 

Pulmonary  Diagnostics  Lab 

R.  Kordack,  R.  T. 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 
Ronceverte/Fairlea/Lewisburg,  West  Virginia 
1-800-642-5161  or  304-647-5115 


INTERNAL  MEDICINE 

Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 

General  & Vascular 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

B.  L.  Plybon,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D. 


OBSTETRICS/GYNECOLOGY 

James  L.  Pfeiff,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M.  D. 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M.  D. 

PEDIATRICS 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

RADIOLOGY 

Charles  Weinstein,  M.  D. 


PSYCHOLOGY 

Connie  Bradley-Mann,  Ph.  D. 

ANCILLARY  SERVICES 
Physical  Therapy 

Tom  Moore,  R.P.T. 

Wood  McCue,  R.P.T. 

Respiratory  Therapy 

James  D.  Creasman,  R.R.T. 

Audiology 

Gary  M.  Vandevander,  M.S. 

ADMINISTRATION 

Sandra  W.  Ayers,  Business  Manager 
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Obituaries 


H.  GEORGE  BATEMAN,  M.  D. 

Dr.  H.  George  Bateman  of  Williams- 
town  died  May  16  at  his  home.  He 
was  72. 

A family  physician,  he  practiced 
in  Williamstown  for  45  years  before 
retiring  in  1979. 

Doctor  Bateman  was  on  the  staff 
at  Camden-Clark  Memorial  Hospital 
in  Parkersburg  and  at  Marietta 
I Ohio ) Memorial  Hospital  where  he 
was  Chief  of  Staff. 

Born  in  Covington,  Kentucky,  he 
received  both  his  undergraduate  and 
M.  D.  I 1937  ) degrees  from  the  Uni- 
versity of  Cincinnati.  He  interned  at 
Cincinnati  General  Hospital  and  com- 
pleted his  residency  at  Camden-Clark 
Memorial  Hospital. 

Doctor  Bateman,  an  Army  veteran 
of  World  War  II.  was  an  honorary 
member  of  the  Parkersburg  Academy 
of  Medicine.  West  Virginia  State 
Medical  Association  and  the  American 
Medical  Association. 

Survivors  include  the  wife,  Mrs. 
Sue  Anderson  Bateman;  three  sons, 
George  R.  Bateman  of  Chicago,  James 
Bateman  of  Williamstown  and  David 
Bateman  of  Lower  Salem,  Ohio;  and 
two  daughters,  Barbara  Crocket  of 
Westport,  Connecticut,  and  Rebecca 
Morgenstern  of  Marietta. 


CHAPMAN 

PRINTING 

COMPANY 

★ 

1652  4TH  AVENUE 
CHARLESTON,  WV  25357 

PHONE:  346-0676 


PRACTICES 

AVAILABLE 

Allergy — 

Suburban  Philadelphia — Excellent 
Opportunity— Very  low  price. 

Allergy — 

Philadelphia  area  — Very  large 
practice. 

Dermatology — 

Connecticut — Strong  Finances. 

Family  Practice — 

Philadelphia  and  suburbs — several 
practices. 

Internal  Medicine — 

Arizona — Well  equipped. 

Internal  Medicine — 

D.C.  suburb  — desirable  commu- 
nity. 

Pediatrics — 

Northeastern  Pa.  — Young  grow- 
ing practice. 

Pediatrics — 

Colorado — Convenience  of  a group 
— Strong  finances. 

Pediatrics — 

Central  New  York  — Very  large 
practice. 

Radiology — 

Philadelphia  — Large,  well  estab- 
lished. 

Surgery  General — 

New  Jersey  — Attractive  practice 
near  New  York  City. 

☆ 

WE  SPECIALIZE  IN  THE 
VALUATION  AND  SELLING 
OF  MEDICAL  PRACTICES. 

IF  INTERESTED  IN  BUYING 
OR  SELLING  A MEDICAL 
PRACTICE,  CONTACT  OUR 
BROKERAGE  DIVISION  AT: 

Health  Care 
Personnel  Consulting, 

403  GSB  Building, 

Bala  Cynwyd,  Pa.  19004 
(215)  667-8630 


PSYCHIATRIST 

You’re  a psychiatrist  who 
values  a balance  in  life. 
A dynamic,  financially  re- 
warding practice,  as  well 
as  time  for  fishing,  hunt- 
ing, white  water  rafting 
and  skiing,  are  important 
to  you. 

☆ 

We  are  seeking  a board 
eligible/certified  psychi- 
atrist for  a large  urban 
general  hospital  in  West 
Virginia  which  offers  a 
sophisticated  psychiatric 
unit  and  hospital  facilities. 
We  offer  competitive  fi- 
nancial packages  as  well 
as  proven  marketing  pro- 
grams. 

☆ 

Horizon  Health  Manage- 
ment Company,  a sub- 
sidiary of  Republic  Health 
Corporation,  is  dedicated 
to  setting  the  standard  of 
excellence  in  mental 
health  care.  If  you  are 
interested  in  expanding 
your  personal  and  pro- 
fessional goals,  forward 
your  curriculum  vitae  or 
call: 

LuAnn  J.  Victory 
Manager  of 
Professional  Relations 
Horizon  Health 
Management  Company 
2775  Villa  Creek  Drive 
Suite  190 

Dallas,  Texas  75234 
800-527-7568  or 
214-380-5668 
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I would  like  some  advice  on 
how  to  get  the  pieces  to  fit  . . . 

□ Please  call  to  schedule  an  appointment 

□ Please  send  me  information  on  the  following  . . . 


NAME  

ADDRESS  

CITY  STATE  ZIP  PHONE 


BUSINESS  REPLY  CARD 

FIRST  CLASS  PERMIT  NO.  406  CHARLESTON,  WV 


McDonough 

Caperton 

Association 

Group 


NO  POSTAGE 
NECESSARY 
IF  MAILED 
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P.O.  Box  3168,  Charleston,  W.  Va.  25332 
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LET  OUR 

PROFESSIONAL  STAFF 
HELP  YOU  PUT  THE 
PIECES  TOGETHER 


West  Virginia  State  Medical  Association 
Group  Insurance  Administration 


% 


'C44 


McDonough  Caperton  Association  Group 


P.O.  Box  3186 
Charleston,  WV  25332 


CALL  1-800-344-5139  EXT.  708 


County  Societies 


EASTERN  PANHANDLE 

Dr.  David  Z.  Morgan,  State  Medi- 
cal Association  President,  was  the 
featured  speaker  for  the  meeting  of 
the  Eastern  Panhandle  Medical  Soci- 
ety in  Martinsburg  April  2. 

Doctor  Morgan  presented  an  over- 
view of  current  tort  reform  legislation, 
and  also  answered  questions  about 
the  statewide  PPO. 

The  Society  met  again  May  4.  Dr. 
David  Myerson  of  the  University  of 
Maryland  spoke  on  post  MI  evalu- 
ation and  stratification  of  cardiac  risk. 
— James  D.  Helsley,  M.  D.,  Secretary. 


McDowell 

The  McDowell  County  Medical 
Society  met  April  9 at  the  Bonanza 
Steakhouse  in  Welch. 

Dr.  Robert  C.  Touchon,  Professor 
of  Medicine  and  Chief  of  Cardiology 
at  Marshall  University  School  of  Medi- 
cine, talked  on  Labetalo  in  the  treat- 
ment of  hypertension  including  hyper- 
tensive crisis. 

The  Society  approved  a donation  of 
S50  to  the  AMA-ERF  fund. 

During  the  business  session  there 
was  discussion  on  the  malpractice  in- 
surance crisis,  the  State  Medical  As- 
sociation's statewide  PPO.  WESPAC 
contributions,  the  May  13  primary 
election,  and  other  matters. — Barbara 
A.  Fenton,  M.  D.,  Secretary. 


MINGO 

The  Mingo  County  Medical  Society 
met  May  7 at  Williamson  Memorial 
Hospital. 

K.  0.  Damron,  D-Mingo,  who 
is  a member  of  the  House  of 
Delegates  and  Vice  Chairman  of  the 
House  Judiciary  Committee,  was  the 
guest  speaker.  He  presented  prepared 
remarks  and  then  answered  questions 
about  the  liability  crisis. 

Dr.  Diane  Shafer,  President,  dis- 
played the  full-page  ad  appearing  in 
the  Williamson  Daily  News  May  1 


announcing  that  the  loss  of  mal- 
practice insurance  would  result  in  no 
medical  practice.  We  gave  our  patients 
a 30-day  notice.  — Manolo  Tampoya. 
M.  D.,  Secretary  Treasurer. 


MONONGALIA 

Dr.  Harry  S.  Weeks.  Jr.,  of 
Wheeling.  President  and  Medical 
Director  of  the  West  Virginia  Medical 
Institute.  Inc.,  was  the  principal 
speaker  for  the  meeting  of  the 
M onongalia  County  Medical  Society 
May  6. 

Dr.  David  Z.  Morgan.  WVSMA 
President,  delivered  a brief  report  on 
tort  reform  in  the  state  Legislature. 

Robert  L.  Murphy.  Executive 
Secretary. 

TYGART’S  VALLEY 

The  Tygart's  \ alley  Medical  Society 
met  April  17  in  Philippi  at  Broaddus 
Hospital. 

Dr.  Winfield  S.  Morgan,  surgical 
pathologist  from  West  Virginia  Uni- 
versity in  Morgantown,  spoke  on 
■‘Fibrocystic  Diseases  of  the  Breast. ” 
The  Society  very  much  enjoyed 
Doctor  Morgan's  presentation. 

Dr.  Michael  M.  Stump.  Elkins, 
Secretary,  was  approved  by  the 
Society  as  WVSMA  Counselor  for 
District  Five. 

The  Society  discussed  plans  for 
the  WVSMA  Annual  Meeting  in 
August. 

The  request  from  Senator  Robert 
A.  k.  Holliday  that  Doctor  Stump 
continue  to  serve  as  member-at-large 
on  his  advisory  board  for  1987  was 
noted.  — Michael  M.  Stump.  M.  D.. 
Secretary.  

WESTERN 

The  Western  Medical  Society  met 
May  13  at  Roane  General  Hospital 
in  Spencer. 

The  scientific  session  was  presented 
by  Dr.  Stephen  Weitzman  of  New 
York  City,  who  gave  a comprehensive 
description  of  infectious  diseases  and 
the  use  of  antibiotics. — Ali  H.  Morad, 
M.  D.,  Secretary. 


PEOPLE-TO-PEOPLE 
TRAVEL  PROGRAM 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

Will  be  visiting  Finland,  Soviet  Union, 
Peoples  Republic  of  China 

Departing  New  York 
Monday,  September  1,  1986 

Returning  New  York 
Saturday,  September  20,  1986 

If  you  wish  information,  contact: 
David  Z.  Morgan,  M.  D. 

112  Forest  Drive 
Morgantown,  WV  26505 

Ad  Paid  by  David  Z.  Morgan,  M.  D. 
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Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

In  Dentistry  To  Associate  With 

Radiology: 

Halberto  G.  Cruz,  M.  D 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 

Boyd  R.  Wickizer,  M.  D 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 
Gregg  J.  Fromell,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.  D. 


Family  Practice: 

Charles  L.  Arnett,  M.  D. 

R.  Gregory  Juckett,  M.  D. 
James  A.  Arnett,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D 
Telephone:  (304)  457-2800 
WV  (800)  346-2800 


Charlestons^-— George  E.  Toma,  M.D.,  EACS 
Eye  Care JrrS' f Sjl  Stephen  P.  Cassis,  M.D. 

Associates  Inc \JMM 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 


CORNEAL  TRANSPLANTS 


PERMANENT  COSMETIC 
EYELINER 


4430  Kanawha  Turnpike 
24  HOUR  South  Charleston,  WV  25309 


344-3937  ANSWERING  SERVICE  768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 5:00  P.M.  (800)  344-3993 


SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 

Medical  Staff  Members 

R.  A.  Edwards,  M.  D.  697-7036  J.  Corcella,  M.  D. 

K.  M.  Fink,  M.  D.  525-8191  J.  V.  Ottaviano,  M.  D 

R.  W.  Hibbard,  M.  D.  525-9355  L.  C.  Smith,  M.  D. 

F.  Hoback,  M.  D 697-7036  M.  M.  Bateman,  M.  D 

D.  H.  Webb,  M.  D.  525-9355  R.  A.  Kayser,  M.  D. 


525-7851 

525- 7851 
697-7036 

526- 0580 
526-0580 
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New  Members 


The  following  physicians  were 
welcomed  in  May  as  new  members  of 
the  West  Virginia  State  Medical  As- 
sociation: 

Cabell : 

Dennis  M.  Burton,  M.  D.,  AMA 
Radiology  Inc.,  P.  0.  Box  910, 
Huntington  25701,  radiology 

Gabriel  Hosey,  M.  D.,  Suite  301. 
2828  1st  Avenue,  Huntington  25702, 
anesthesiology 

Linda  Savory,  M.  D.,  1801  6th 
Avenue,  Huntington  25701,  family 
practice 

Logan: 

Livia  Cabauaton,  M.  D.,  Box  249. 
Logan  25601,  family  practice 

Mercer: 

Craig  Brown,  M.  D.,  132  Jo  Ho 
Estates,  Princeton  24740,  family  prac- 
tice 

Stanley  S.  Hamaker,  M.  D.,  112 
Wagner  Avenue,  Princeton  24740, 
family  practice 

Monongalia: 

Authur  Kim  Ritchey,  M.  D.,  De- 
partment of  Pediatrics,  WVU  School 
of  Medicine,  Morgantown  26506. 
pediatrics 

Raleigh: 

Syed  Rasheed,  M.  D.,  20  Mallard 
Court,  Beckley  25801,  internal  medi- 
cine and  endocrinology 

Zarina  Rasheed,  M.  D.,  68  Timber- 
ridge  Drive,  Beckley  25801,  patho- 
logy / clinical  pathology 

South  Branch: 

Bruce  W.  Leslie,  M.  D.,  Grant 
Memorial  Hospital,  Petersburg  26847, 
internal  medicine 

Colin  Ramirly,  M.  D.,  Grant  Me- 
morial Hospital,  Petersburg  26847, 
pediatrics 

Danine  A.  Rydland,  M.  D.,  P.  0. 
Box  758,  Petersburg  26847,  obstetrics- 
gynecology 

Henry  G.  Taylor,  M.  D.,  P.  0.  Box 
322,  Franklin  26807,  internal  medi- 
cine 

Residents 

Kyran  Dowling,  M.  D.,  437  B 
Inglewood  Boulevard,  Morgantown 


Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8V2 
by  11  in.)  white  paper.  Wide 
margins  at  least  1(4  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  (or  names)  of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
billed  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and,  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor, 
West  Virginia  Medical  Journal, 
Box  4106,  Charleston,  W.  Va. 
25364. 


Bridalveil  Fall,  Yosemite  hJational  Park,  California  c.  1927 
Photography  by  Ansel  Adams.  Courtesy  of  the  Ansel  Adams 
Publishing  Rights  Trust.  All  rights  reserved. 


SOME  OF  THE  GREATEST 
THINGS  IN  AMERICA 
NEVER  CHANGE.  SOME  DO. 


Paying  Better  Than  Ever. 

Through  photography, 
Ansel  Adams  immortalized  the 
unspoiled  beauty  of  Bridalveil 
Fall  for  all  America  to  see. 

Some  things  never  change. 

But  one  great  American 
tradition  has  changed— U.S. 
Savings  Bonds.  Now  Savings 
Bonds  pay  higher  variable  in- 
terest rates  like  money  market 
accounts.  That’s  the  kind  of 
change  anyone  can  appreciate. 

Just  hold  Savings  Bonds 
for  five  years  and  you  get  the 
new  variable  interest  rates.  Plus, 
you  get  a guaranteed  return. 

That  means  you  can  earn  a lot 
more,  but  never  less  than  7 V2 % . 

You  can  purchase  Bonds 
at  almost  any  financial  institu- 
tion. Or  easier  yet,  through  the 
Payroll  Savings  Plan  where  you 
work. 

Buy  Savings  Bonds.  Like 
the  wilderness,  they’re  another 
part  of  our  proud  heritage. 

For  the  current  interest 
rate  and  more  information,  call 
toll-free  1-800-US-Bonds. 

US  SAVINGS  BONDS*^ 

Paying  Better  Than  Ever ' 

Variable  rates  apply  to  Bonds  purchased  on  and 
after  1 1 1 '82  and  held  at  least  5 years.  Bonds 
urchased  before  1 1 1/82  earn  variable  rates  when 
eld  beyond  10/31/87.  Bonds  held  less  than  5 years 
earn  lower  interest. 

A public  service  of  this  publication. 
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Classified 


"CONTROVERSIES  & CRITICAL  ISSUES 
IN  VASCULAR  SURGERY”  — THE  SIX- 
TEENTH ANNUAL  PERIPHERAL  VASCU- 
LAR DISEASE  SYMPOSIUM.  Hyatt  on 
Capitol  Square,  Columbus,  OH;  September 
24-27,  1986.  Sponsored  by  Saint  Anthony 
Medical  Center,  this  Symposium  encour- 
ages the  “team  aspect”  of  caring  for  peri- 
pheral vascular  patients  and  offers  concur- 
rent programs  for  physicians,  nurses  and 
vascular  technologists.  Category  1 & 

2D  credits;  20  hours.  Contact:  Shelly 
Hershberger,  St.  Anthony  Med.  Ctr.,  1492 
E.  Broad  St.,  Suite  1100,  Columbus,  OH 
43205;  614-251-3680. 


SALE:  10  room  A.  C.  medical  office 
bldg.,  some  furnishings,  supplies.  Easily 
divided  into  two  offices,  Urgent  Care  pos- 
sibility. 22  space  parking.  Near  hospitals. 
304-325-3714  or  P.  O.  Box  1379,  Bluefield, 
WV  25701. 


LAB  EQUIPMENT  — Unitest  Unimeter 
and  Selectrifuge,  used  14  months  in  small 
office.  Like  new.  $1,200.  344-0929. 


CLASSIFIED  RATES:  $10  for  10  lines; 
for  every  line  over  10  lines  there  will  be 
an  additional  charge  of  $2  per  line.  Cost 
to  be  figured  after  ad  has  been  set  by 
the  printer.  $15  for  confidential  ad  (10 
lines). 

DEADLINE:  Copy  must  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the  Au- 
gust issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV  25364. 
Telephone:  (304)  925-0342. 


$1,250  WEEKLY  HOME-MAILING  PRO- 
GRAM! Guaranteed  earnings.  Start  im- 
mediately. FREE  DETAILS,  Rush  stamped, 
self-addressed  envelope  to:  SLH,  Drawer 
575,  Thorsby,  Alabama  35171-0575. 


FOR  SALE:  COMPLETE  OFFICE  X-RAY 
DEPARTMENT  EQUIPMENT.  Consists  of 
(1)  Litton  Industries  Profexray  Radio- 
graphic  Unit  with  fluroscopy,  Precise 
Optics  & TV  monitor,  Overhead  Unit, 
90°-120°  moveable  table,  300  ma  Gener- 
ator, Console,  Chest  Board.  (2)  Kodak 
RP  90  second  automatic  processor.  (3)  GE 
Dark  Room  Film  Bin.  (4)  Darkroom  Film 
Marker.  (5)  GE  2 panel  View  Box.  (6)  GE 
4 panel  View  Box  with  portable  table. 
(7)  Film  Pass  Box.  (8)  35  Cassettes  with 
Screens.  (9)  Metal  Foot  Stool.  (10)  Radio- 
graphers Chair.  (11)  Electrolytic  Silver 
Reclaimer.  (12)  Leaded  Aprons  and  Glove. 
(13)  Darkroom  Safe  Lights.  (14)  Three 
Half-film  Leaded  Rubber  Blockers.  (15) 
Portable  X-Ray  Unit.  (16)  4 Metal  Film 
Storage  Bins.  (17)  Miscellaneous  Equip- 
ment and  Supplies.  $33,000.00  Telephone: 
(304)  325-3714  or  327-6611. 


GENERAL/FAMILY  PRACTITIONER 

needed  to  join  FP  and  IM  physicians  in 
a rural  primary  care  center.  Small  com- 
munity 17  miles  west  of  Morgantown,  WV. 
Salaried  position  available  August  1 or 
sooner.  Please  contact  Joe  Tuttle,  Ad- 
ministrator, or  Janice  Reid,  Clinical  Direc- 
tor, Clay-Battelle  Community  Health 
Center,  P.  O.  Box  72,  Blacksville,  WV 
26521,  (304)  432-8210,  or  8211. 


SEEKING  FULL-TIME  physician  at  an 
Urgent  Care  Center  in  southern  West  Vir- 
ginia on  a fee  for  service  basis  and  equal 
opportunity.  Call  (304)  487-3476  or  write 
to  P.  O.  Box  5530,  Princeton,  WV  24740. 

MARS 

Medical  Access/ Referral  System 

Your  toll  free  access  to 
immediate  medical  informa- 
tion and  referral  services  at 
West  Virginia  University 
Medical  Center. 

1-800-982-6277 
CALL  FOR: 

1 -800-WVA-M  ARS 

• Consultation  • Referral 

• Med-Line  • Patient  Update 

• Clinic  Appts.  • MRI  Appts. 

Professional  Use  Only! 

West  Virginia  University 
School  of  Medicine 


^ V'«C/ * 


JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 
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July  Advertisers 


American  Medical  International’s 

Physician  Placement  Service 242B 

Army  Reserve 218 

Chapman  Printing  Company 244 

Charleston  Eye  Care  Associates,  Inc 247 

CNA  Insurance  Companies 220 

Curtis  1000  Information  Systems 241 

Ear,  Nose  & Throat  Associates 

of  Charleston,  Inc 249 

ElComp  Systems,  Inc 217 

Eye  & Ear  Clinic  of  Charleston,  Inc.,  The 219 

Eye  Ear  Nose  & Throat  Physicians 

& Surgeons  of  Charleston,  Inc 219 

Eye  Physicians  and  Surgeons 210 

Greenbrier  Physicians,  Inc 243 

Health  Care  Personnel  Consulting 244 

Highland  Hospital  250 


Horizon  Health 244 

Kanawha  Valley  Bank,  NA 216,  246 

Knoll  Pharmaceutical 214B,  C,  D 

Lilly,  Eli,  and  Company  214A 

McDonough  Caperton  and 

Charleston  Data  Systems 212 

McDonough  Caperton  Shepherd 

Association  Group 215,  245 

Medical  Access /Referral  System 249 

Myers  Clinic,  The 247 

Parker  Hunter  214 

People-to-People  Travel  Program  246 

Roche  Laboratories Inside  Back  Cover,  Back  Cover 

Saint  Albans  Psychiatric  Hospital 211 

Saint  Mary’s  Hospital  247 

The  Upjohn  Company 242A 

Wheeling  Clinic,  The  243 


HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  P.  O.  Box  4359 
Charleston,  West  Virginia  25364 


Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C Weise,  M D 925-2159 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S Smith,  Jr.,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-0349 

Edmund  C.  Settle,  Jr.,  M.  D.  925-0624 


ADULT  PSYCHIATRY 

Gina  Puzzuoli,  M.  D.  925-6914 

John  P.  MacCallum,  M.  D 925-6966 

Sid  Lerfald,  M.  D 925-0004 

Elma  Bernardo,  M.  D 768-1212 

Steve  Kissinger,  M.  D.  925-6966 


CHILD  PSYCHIATRY 

Pablo  M.  Pauig,  M.  D.  343-8843 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


' . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  ) 


Psychiatrist 

California 


•i 


l . . appears  to  have 
the  best  safely  record  of  any 
benzodiazepines  ft 


of  the 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

brand  of 

flurazepam  HCI/Roche  <s 

sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  72  691  - 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
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Ther  19.576-583,  May  1976.  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  321 81  -788,  Dec  1982.  5.  Frost  JD  Jr,  DeLucchi  MR; 
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Kales  JD:  J Clin  Psychopharmacol  3.140-150,  Apr  1983 
8.  Tennant  FS,  etal . Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21 .355-361, 
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brand  of 

flurazepam  HCI/Roche  (g 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam.  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation.  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase;  and  paradoxical  reactions,  eg, 
excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  1 5 years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. 18  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.7  9 As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  preceding  page  for  summary  of  product  information. 
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West  Virginia  Medical 


Physicians  Always  Are 
Referring  To  Our  Reputation. 


Physicians  refer  to  Saint 
Albans  because  of  our  excel- 
lent reputation  as  Virginia’s 
only  full-service,  private,  not- 
for-profit  psychiatric  hospital. 

Since  1916,  that  reputation 
has  been  built  on  compre- 
hensive care.  We  have  fully 
accredited  treatment  programs 
for  adults,  adolescents  and 
substance  abusers.  Specialized 
programs  for  senior  adults, 
the  treatment  of  eating  dis- 
orders, phobias  and  pain 
management  also  are  offered. 

Today,  the  cost  of  such  care 
is  on  the  conscience  of 
patients  and  physicians.  We 
keep  that  in  mind,  too,  and  are  proud  that  Saint  Albans  has  the  lowest  current  average 
patient  daily  charge  of  any  private  psychiatric  hospital  in  Virginia. 

When  you  refer  patients  to  Saint  Albans,  you  can  rely  on  our  reputation  for  the 
best  possible  care  at  the  lowest  possible  cost.  That’s  why  physicians  have  been  refer- 
ring to  us  with  confidence  for  70  years.  Call  today,  toll-free  1 -800-368-3468,  for  a 
free  brochure  on  Saint  Albans  Psychiatric  Hospital  or  wTite  to  "Reputation,”  P.O. 

Box  3608,  Radford,  VA  24143. 


Saint  Albans 
Psychiatric  Hospital 


Private,  Not-For-Profit,  Full-Service 
Psychiatric  Care 


Radford,  Virginia 
1-800-368-3468 


Active  Medical  Staff: 


D.  Wilfred  Abse,  M.D. 
James  K.  Barnes,  M.D. 
Hal  G.  Gillespie,  M.D. 
G.  Paul  Hlusko,  M.D. 
Ronald  L.  Myers,  M.D. 


Basil  E.  Roebuck,  M.D. 
0.  LeRoyce  Royal,  M.D. 
Morgan  E.  Scon,  M.D. 
Don  L.  Weston,  M.D. 


ONCE  AGAIN, 
VOUfO  DON’T  LEAVE 
WELL  ENOUGH 

ALONE. 


Most  people  would  be  happy 
to  build  a car  with  an  average  life 
expectancy  of  15.6  years* 

But  Volvo  engineers  are 
harder  to  satisfy  than  most  peo- 
ple. That’s  why,  for  1986,  they’ve 
made  improvements  in  the  Volvo 
240.  Improvements  that  include 
heated  front  seats,  more  com- 
prehensive rustproofing  and  a 


re-styled  body  aimed  at  bringing 
the  aerodynamics  of  the  240  to 
a new  low. 

Which  is  another  reason  why 
it’s  high-time  you  stopped  by  our 
Volvo  showroom  for  a test  drive. 

* Based  on  an  actuarial  analysis  of  the  1983-1984  U.S. 
Registration  Data  conducted  by  Ken  Warwick  & 
Associates.  Due  to  many  factors  including  mainte- 
nance. driving  conditions  and  habits,  your  Volvo  may 
not  last  as  long.  Then  again,  it  may  last  longer.  Sum- 
mary available  at  your  Volvo  dealer. 


THE  VOLVO  240 


See  VOLVO  at  TAG  GALYEAN 

1010  Washington  St.  East  — Heart  ’O  Town  Holiday  Inn 
Telephone  344-1776 


'86  Volvos  come  with  a 3-year  limited  warranty  that  puts  no  limit  on  mileage.  See  your  Volvo  dealer  for  terms  and  conditions,  ©ises  volvo  north  America  corporation 


We’ve  Grown! 
T ogether . . . 

McDonough 
Caperton 
Systems 


CHARLESTON  DATA  SYSTEMS 

Together  we  offer  the  largest,  most  complete  selection  of  medical  office  management 
systems  and  services  available  to  physicians  in  West  Virginia.  Our  combined  efforts  mean 
you  have  a choice  .... 

of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

7^  of  hardware  including  IBM,  AT  & T,  and  IMS 
^ of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

£ of  total  hardware  and  software  support  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

* of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We're  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 


Authorized 
Value  Added 
Dealer 


Personal 

Computers 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  ON/OFF  capability. 
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One  Financial  Place’ 


When  the  financial 
runaround  hinders 
your  success, 


you  need  the  one-stop 
financial  resource. 


ONE  FINANCIAL  PLACE  Financial  and  Trust  services  are  available  through  these  Q One  Valley  Banks 


Kanawha  Valley  Bank,  njl.  Charleston.  WV 
Security  Bank,  Huntington,  WV 

One  Valley  Bank  of  Hurricane,  Hurricane,  WV 
Citizens  National  Bank,  Martinsburg,  WV 


New  River  Banking  &.  Trust,  Oak  Hill,  WV 
Mercer  County  Bank,  Princeton,  WV 
Seneca  National  Bank,  Ronceverte,  WV 
The  Bank  of  St  Albans,  St.  Albans,  WV 


MEMBERS  FDIC 


McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  70  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


Eye  Physicians 

and 

Surgeons 


Keeping  Your  Family  In  Sight 


SOUTH  CHARLESTON  OFFICE 


• DRY  EYE  SPECIALISTS 
• PEDIATRIC  VISION  CARE 
• CONTACT  LENSES 


• CATARACT  SURGERY 

• EYE  EXAMINATIONS 
• LASER  SURGERY 


CHARLESTON  OFFICE 


Richard  C.  Rashid,  M.I).  Muhib  S.  Tarakji,  M.I).  Herbert  A.  Tipler,  M.D. 

Medicare  Assignment  accepted  on  ad  medicare  patients. 

Charging  only  what  medicare  approves  for  covered 
services. 


FOR  APPOINTMENTS  CALL 

South  Charleston 

Across  the  street  from  ^1  CtQ  Q 1 

Thomas  Memorial  Hospital  1 Ov  1 I I UO”  I O I -L 
424  Division  Street 


Charleston 

CAMC/General  Division 
General  Medical  Pavilion, 
Suite  100 
415  Morris  Street 
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CONTROL 

ACID  RAIN 

with  once-a-night 
h.s.  therapy  for  active 
duodena!  uicers 
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Now,  one  tablet  at  bedtime 

Controls  nocturnal  acid 

to  relieve  pain  and  heal 
duodenal  ulcers 

Heals  active  duodenal  ulcers  after  4 weeks 
in  most  patients*1 

ZANTAC  300  mg  h.  s.  270/320 

ZANTAC  150  mg  b.  i.  d.  292/345 


84% 
I 85% 


In  well-controlled,  double-blind,  multicenter  trials.  ZANTAC  300  mg  h.s.  healed 
active  duodenal  ulcers  in  84%  of  patients  after  4 weeks.  After  8 weeks, 
healing  rates  may  be  higher  with  ZANTAC  150  mg  b.  i.  d.  (92%)  than  with  ZANTAC 
300  mg  h.s.  (87%>). 

Relieves  pain  and  other  symptoms  as  effectively 
as  ZANTAC  150  mgb.i.d.1 


4 


4 4 4 

4 4 


ranitidine  HCI/Glaxo  300 mg  tablets 


Once-daity  dosing  may  enhance  compliance  in  patients  for 
whom  dosing  convenience  is  important 

Side-effects  profile  compambie  to  ZANTAC  150  mgb.i.d.13 

Headache-sometimes  severe-has  been  reported.  Rare  effects  on  the  CNS.  cardiovas- 
cular, Gi.  hepatic,  and  integumentai  systems  have  been  observed,  as  well  as  rare  cases 
of  hypersensitivity  reactions.  See  ADVERSE  REACTIONS  section  of  Brief  Summary  of 
Product  Information  before  prescribing. 


No  significant  interference  with 
the  hepatic  cytochrome  P-450 
enzyme  system  at  recommended 
doses 

ZANTAC  300  mg  h.  s.  had  no  significant  drug 
interactions  with  theophylline  or  warfarin.  The 
bioavailability  of  certain  medications  whose 
absorption  is  dependent  on  a low  gastric  pH 
may  be  altered  when  ZANTAC  or  other  medica 
tions  which  decrease  gastric  acidity  are 
administered. 


Glaxo /<S> 

See  next  page  for  references  and 
Brief  Summary  of  Product  Information 


flt  is  not  known  exactly  how  much  acid  inhibition 
is  needed  to  heal  ulcers 
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4 

IN  ACTIVE  DUODENAL  ULCERS 

Once-a-night  h.s.  therapy 
controls  acid  rain 


ranitidine  HCI/Glaxo 


References:  I.  Data  available  on  request,  Glaxo  Inc.  2.  Ireland  A, 
Colin-Jones  DG,  Gear  R eta!  Ranitidine  150  mg  twice  daily  vs  300 
mg  nightly  in  treatment  of  duodenal  ulcers.  Lancet  1984:2:274- 
275.  3.  Colin-JonesDG,  Ireland  A,  Gear  R etal:  Reducing  overnight 
secretion  of  acid  to  heal  duodenal  ulcers  Am  J Med  1984,  77 
(suppl  5B)  116-122 


ZANTAC’  150  Tablets 
(ranitidine  hydrochloride) 

ZANTAC' 300  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 


Now. . . two  effective 
regimens  to  treat  active 
duodena!  ulcers 


INDICATIONS  AND  USAGE:  ZANTAC*  is  indicated  in 

1.  Short-term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks.  Studies  available  to  date  have  not  assessed 
the  safety  of  ranitidine  in  uncomplicated  duodenal  ulcer  for  periods 
of  more  than  eight  weeks. 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers.  No  placebo-controlled  com- 
parative studies  have  been  carried  out  for  periods  of  longer  than  one 
year. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg. 
Zollinger-Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated.  Studies  available  to  date  have  not 
assessed  the  safety  of  ranitidine  in  uncomplicated,  benign  gastric 
ulcer  for  periods  of  more  than  six  weeks. 

5.  Treatment  of  gastroesophageal  reflux  disease.  Symptomatic 
relief  commonly  occurs  within  one  or  two  weeks  after  starting  ther- 
apy. Therapy  for  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyperse- 
cretory states;  and  GERD,  concomitant  antacids  should  be  given  as 
needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC*  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  General:  1.  Symptomatic  response  to  ZANTAC*  ther- 
apy does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  ad|usted  in  patients  with  impaired  renal  function  (see  DOSAGE 
AND  ADMINISTRATION).  Caution  should  be  observed  in  patients  with 
hepatic  dysfunction  since  ZANTAC  is  metabolized  in  the  liver. 
Laboratory  Tests:  False-positive  tests  for  urine  protein  with 
Multistix’  may  occur  during  ZANTAC  therapy,  and  therefore  testing 
with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P-450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-linked  oxy- 
genase enzymes  in  the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet 
unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a change 
in  volume  of  distribution). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  studies 
in  mice  and  rats  at  doses  up  to  2.000  mg'kg/day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests  ( Salmo- 
nella,. Ecoli ) for  mutagenicity  at  concentrations  up  to  the  maximum 
recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduction 
studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to  160 
times  the  human  dose  and  have  revealed  no  evidence  of  impaired 
fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are,  however,  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Because 
animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk.  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 


Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age  groups 
The  incidence  rates  for  adverse  events  and  laboratory  abnormalities 
were  also  not  different  from  those  seen  in  other  age  groups. 
ADVERSE  REACTIONS:  The  following  have  been  reported  as  events  in 
clinical  trials  or  in  the  routine  management  of  patients  treated  with 
oral  ZANTAC"  The  relationship  to  ZANTAC  therapy  has  been 
unclear  in  many  cases.  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo.  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre- 
dominantly in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre- 
mature ventricular  beats. 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomiting,  and 
abdominal  discomfort  pain 

Hepatic:  In  normal  volunteers,  SGPT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  in  6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days  With  oral  administration  there  have  been 
occasional  reports  of  reversible  hepatitis,  hepatocellular  or  hepato- 
canalicular  or  mixed,  with  or  without  jaundice. 

Musculoskeletal:  Rare  reports  of  arthralgias 
Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocyto- 
penia. thrombocytopenia,  and  pancytopenia. 

Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  no  antiandro- 
gemc  activity,  and  cimetidine-induced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted.  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  of  libido  have  been  reported  in  male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population. 

Integumental:  Rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia. 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg.  bronchospasm, 
fever,  rash,  eosmophilia)  and  small  increases  in  serum  creatinine. 
OVERDOSAGE:  There  is  no  experience  to  date  with  deliberate  over- 
dosage The  usual  measures  to  remove  unabsorbed  material  from 
the  gastrointestinal  tract,  clinical  monitoring,  and  supportive  ther- 
apy should  be  employed 

Studies  in  dogs  receiving  doses  of  ZANTAC*  in  excess  of 
225  mg'kgday  have  shown  muscular  tremors,  vomiting,  and  rapid 
respiration.  Single  oral  doses  of  1,000  mg/kg  in  mice  and  rats  were 
not  lethal.  Intravenous  LD5Q  values  in  rat  and  mouse  were  83  and 
77  mgkg,  respectively. 

DOSAGE  AND  ADMINISTRATION:  Dosage  Adjustment  for  Patients  with 
Impaired  Renal  Function:  On  the  basis  of  experience  with  a group 
of  subjects  with  severely  impaired  renal  function  treated  with 
ZANTAC",  the  recommended  dosage  in  patients  with  a creatinine 
clearance  less  than  50  ml/min  is  150  mg  every  24  hours.  Should 
the  patient's  condition  require,  the  frequency  of  dosing  may  be 
increased  to  every  12  hours  or  even  further  with  caution.  Hemodi- 
alysis reduces  the  level  of  circulating  ranitidine  Ideally,  the  dosage 
schedule  should  be  adjusted  so  that  the  timing  of  a scheduled  dose 
coincides  with  the  end  of  hemodialysis. 

HOW  SUPPLIED:  ZANTAC"  150  Tablets  (ranitidine  hydrochloride 
equivalent  to  150  mg  of  ranitidine)  are  white  tablets  embossed  with 
“ZANTAC  150“  on  one  side  and  "Glaxo”  on  the  other  They  are 
available  in  bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit 
dose  packs  of  100  tablets  (NDC  0173-0344-47). 

ZANTAC*  300  Tablets  (ranitidine  hydrochloride  equivalent  to 
300  mg  of  ranitidine)  are  yellow,  capsule-shaped  tablets  embossed 
with  "ZANTAC  300"  on  one  side  and  “Glaxo"  on  the  other.  They  are 
available  in  bottles  of  30  (NDC  0173-0393-40)  and  unit  dose 
packs  of  100  tablets  (NDC  0173-0393-47). 

Store  between  15  and  30  C (59  and  86  F)  in  a dry  place.  Protect  from 
light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved  June  1986 

Glaxo 

Glaxo  Inc. 

Research  Triangle  Park,  NC  27709 


©1986.  Glaxo  Inc 


ZAN309 


Printed  in  U S A 


June  1986 


( 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits . . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


I r Data  General 


Personal 

Computers 


E1SET1F  systems,  ins. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(800)  441-8386 


Parker/ Hunter  wants  to  know: 


Now  that  you're 
making  money  how  do 
you  plan  tokeep  it? 


There  are  lots  of  ways  to  make  money.  But  there's 
really  only  one  way  to  keep  it.  And  make  it  grow. 

You  have  to  have  a plan.  An  investment  plan. 

The  only  problem  is,  planning  takes  a lot  of  time. 

And  let's  face  it,  after  working,  throwing  a meal  together, 
reading  the  paper,  playing  with  the  kids,  walking  the  dog, 
and  mowing  the  lawn . . . who  has  time  left  over  to  spend 
thinking  about  investments? 

We  do.  Because  that's  our  job. 

At  Parker/Hunter,  whether  you  have  a little 
money  or  a lot,  the  first  thing  we  do  is  help  you  develop 
an  investment  plan.  A plan  to  help  you  keep  the  money  you 
make. . .and  make  more  from  the  money  you  keep. 

A plan  that  establishes  goals  and  objectives  that 
make  sense  for  you.  And  only  you. 

Then,  it's  on  to  the  fun  part. 

Because  once  we  know  where  you  want  to  go, 
we  can  help  you  make  the  right  investment  decisions  to 
put  you  where  you  ought  to  be. 

Get  started  today  with  a phone  call  or  visit  to  your 
local  Parker/Hunter  office. 

Have  we  got  plans  for  you. 

PARKER/HUNTER 

We  just  might  he  the  most  important  part 
of  your  investment  portfolio. 

Clarksburg:  304/624-7444,WV  Toll  Free  800/352-8070 

Morgantown:  304/296-9133,  WV  Toll  Free  800/352-2519 

Parkersburg:  304/422-8405,  WV  Toll  Free  800/642-1984 

Parkcr/Huntcr  Incorporated 
Member  New  York  Stock  Exchange.  Inc  Member  SII’C 


PHYSICIANS. 
SCHEDULE  SOME  TIME 
FOR  YOUR  COUNTRY 

Many  physicians  would  like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve  unit.  We  know  that  making  a weekend 
commitment  can  be  difficult  for  most  physicians.  So  it  is  practical  for 
the  Army  Reserve  units  to  be  flexible  about  time.  It’s  worth  discussing. 

Incidentally,  in  addition  to  satisfying  your  own  desire  to  serve 
your  country,  there  are  exceptional  opportunities  to  do  something 
totally  different  from  a day-to-day  routine.  Opportunities  to  study  new 
areas  of  medicine,  meet  new  people  in  your  specialty,  and  be  a part 
of  one  of  the  world's  most  advanced  medical  teams. 

Discuss  the  opportunities  with  our  Army  Medical  Personnel 
Counselor.  Call: 


412-644-4432,  Maj.  Schuder 

ARMY  RESERVE. 
BE  ALLYOU  CAN  BE. 


We  are 

physician's  professional 
managers  and  recruiters  of 
physicians 


West  Virginia  based 
for  west  Virginia  physicians 


Visit  us  at  "The  Greenbrier"  / booth  #29 
during  the  west  Virginia  State  Medical  Association  meeting 


CURTIS  & 
ASSOCIATES,  LTD. 


405  Capitol  Street 
Suite  308 
Charleston, 
west  Virginia  25335 
(304)  345-2390 


the  Eye  and  Ear  Clinic 

of  Charleston,  Inc. 

The  Laser  Surgery  Center 


SPECIALISTS  IN 

EYE  EAR  NOSE  and  THROAT  SURGERY 


LLIvLc 


• 35-betl  JCAH  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 

• Laser  Surgery  Specialists 

• Facial  Plastic  Surgery 

• Cataract  Surgery/ 

Lens  Implant 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 


EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 

OPHTHALMOLOGISTS  OTOLARYNGOLOGISTS 


Milton  J.  Lilly,  Jr.,  MD 
Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 


Romeo  Y.  Lim,  MD 
Nabil  A.  Ragheb,  MD 
R.  Austin  Wallace,  MD 

EENT 


John  A.  B.  Holt,  MD 


FREE  PARKING 

MEDICARE  ASSIGNMENT  ACCEPTED 


1306  KANAWHA  BOULEVARD,  EAST 
P O,  BOX  2271 

CHARLESTON,  WEST  VIRGINIA  25328 
TELEPHONE:  (304)  343-4371 
TOLL  FREE:  (800)  642-3049  (WV) 


CM  has  been 
helping  physicians  control 
risks  for  years. 


Controlling  risks  is  one  effective  way  to  help 
you  and  the  CNA  Insurance  Companies 
contain  the  increasing  cost  of  medical  mal- 
practice insurance.  Together  we  are  making 
a difference  through  the  WVSMA  Loss 
Control  Seminars. 

The  seminars  are  designed  to  help  you 
avoid  claims  by  improving  your  practice. 

We’ll  demonstrate  the  proper  steps  in  handling 
a claim.  You’ll  also  receive  up-to-date  informa- 
tion from  local  physicians,  defense  attorneys 


specializing  in  medical  malpractice  and  CNA 
claims  specialists.  And  you’ll  earn  a 5%  pre- 
mium credit  for  completing  the  seminar. 

Learn  more  about  controlling  risks. 
Contact  the  CNA  program  administrator  today 
McDonough,  Caperton,  Shepherd 
Association  Group 
P.O.  Box  3186 
One  Hillcrest  Dr.  E. 

Charleston,  WV  25332 
(304)  346-0611 


#/ 


The  WVSMA/CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 


CNA 
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Scientific  Newsfront 


Part  2:  Treatment  of  Metastatic  Breast  Cancer 

Chemotherapy  For  Breast  Cancer* 


GEORGE  J.  HILL,  M.  D." 

Professor  of  Surgery  and  Chief, 
Division  of  Surgical  Oncology, 
University  of  Medicine  and  Dentistry 
of  New  Jersey  - New  Jersey  Medical 
School,  Newark 


Editor  s Note:  Part  2 concludes 
this  article,  which  is  based  on 
lectures  presented  by  the  author 
at  the  Sixth  Annual  Marshall 
University  Surgical  Symposium, 
Huntington,  West  Virginia,  Sep- 
tember 22,  1985.  Part  1 appeared 
in  the  July  issue  of  The  Journal. 

Metastases  can  occur  in  lymph 
nodes  (80  per  cent),  lungs  (61 
per  cent),  liver  (49  per  cent),  bones 
(47  per  cent)  and  pleura  (42  per 
cent).  Treatment  should  be  offered 
to  virtually  every  woman  with 
metastatic  breast  cancer.  Priorities 
must  be  assessed  continuously. 

The  costs,  risks  and  potential  bene- 
fits of  treatment  must  always  he  con- 
sidered, and  the  physician  should  plan 
ahead  so  the  patient  can  always  look 
forward  with  hope  to  the  next  visit, 
even  when  the  disease  progresses. 

Combinations  of  chemotherapy  and 
hormones  have  produced  response 
rates  reported  to  be  as  high  as  90 
per  cent. 

The  goal  of  treatment  for  metas- 
tatic cancer  is  palliation,  by  which  we 
mean  prolongation  of  useful,  pain-free 
life. 

“Supported  in  part  by  National  Cancer 
Institute  grants  5R25CA19536  and  1R21CA- 
38212,  a Research  Award  from  the  Veterans 
Administration,  and  support  from  the 
Huntington  Clinical  Foundation. 

"Formerly  from  Marshall  University 
School  of  Medicine,  Huntington,  West  Vir- 
ginia. 


A recurrent,  fatal  outcome  eventu- 
ally develops  in  about  one  third  of 
the  115.000  women  in  the  United 
States  who  develop  breast  cancer 
each  year,  resulting  in  approximately 
37.300  deaths  from  this  disease  an- 
nually. Metastatic  breast  cancer  is  suf- 
ficiently visible  and  indolent  enough 
that  most  patients  with  metastatic 
breast  cancer  should  be  considered  for 
treatment  — - unlike  pancreatic  cancer, 
in  which  the  disease  frequently  pro- 
gresses to  a terminal  state  before  it  is 
even  diagnosed.  Furthermore,  breast 
cancer  is  now  well-known  to  be  re- 
sponsive to  a wide  variety  of  systemic 
treatments,  thus  arousing  the  expecta- 


There  has  been  increasing 
acceptance  recently  of  the  rea- 
sonableness of  sequential , sub- 
toxic chemotherapy  rather  than 
toxic  combinations  of  drugs, 
since  lifetime  palliation  is  the 
realistic  goal,  not  “cure”  in 
patients  with  proven  distant 
metastases. 

tion  of  patients  and  their  families. 
Breast  cancer  tends  to  occur  in  women 
in  their  productive,  active  years,  in 
contrast  to  the  typical  patient  with 
head  and  neck  cancer,  or  many  of  the 
patients  with  pancreatic,  lung  and 
large  bowel  cancer. 

Metastases  can  occur  in  nearly  every 
organ,  but  predominantly  in  lymph 
nodes  ( 80  per  cent ) , lungs,  1 61  per 
cent),  liver  (49  per  cent),  bones  (47 
per  cent)  and  pleura  (42  per  cent).21 
Tumors  of  the  contralateral  breast 
present  a problem  in  diagnosis — some 
are  new  primaries  while  some  are 
metastases.  Even  experienced  patho- 


logists sometimes  cannot  agree  on 
whether  a second  breast  cancer  is  a 
metastasis  or  a new  primary  tumor. 

Treatment  should  be  offered  to 
virtually  every  woman  with  metastatic 
breast  cancer.  The  spectrum  ranges 
from  the  patient  with  a small  asympto- 
matic lesion  to  the  patient  with  ex- 
tremely advanced  disease  who  clearly 
is  near  death.  The  type  of  treatment, 
the  intensity  of  therapy,  and  the  goals 
of  treatment  require  judgment  and 
discussion  with  the  patient  and  her 
family  since  the  outcome  varies 
significantly  with  performance  status 
and  the  site  of  metastases.9 

Priorities  Assessed 

Priorities  must  be  assessed  con- 
tinuously in  the  treatment  of  patients 
with  metastatic  disease.  Patients  with 
multiple,  large,  rapidly  growing 
lesions  may  present  a critical  problem 
while  indolent  asymptomatic  lesions 
may  be  treated  more  or  less  at  leisure. 
The  location  of  lesions  is  particularly 
important  in  selecting  modalities; 
spinal  and  intracranial  lesions  need 
radiation  therapy  whereas  lymph- 
angitic  pulmonary  metastases  need 
multiple-drug  chemotherapy.  Since 
most  patients  with  advanced  disease 
have  received  prior  adjuvant  chemo- 
therapy, selection  of  agents  is  often 
difficult.  The  hormone  receptor  status 
of  the  primary  or  metastatic  tumor  is 
given  consideration,  if  known.  But 
hormones  are  ultimately  used  for  most 
patients  anyway,  and  the  discussion  of 
ER/PR  status  thus  is  often  sophistic, 
an  intellectual  exercise. 

The  patient’s  age,  strength,  atti- 
tudes, personal  goals  and  socio- 
economic status  must  he  taken  into 
consideration  in  planning  therapy, 
and  at  each  new  decision  point.  There 
has  been  increasing  acceptance 
recently  of  the  reasonableness  of 
sequential,  subtoxic  chemotherapy, 
rather  than  toxic  combinations  of 
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drugs,  since  lifetime  palliation  is  the 
realistic  goal,  not  “cure,”  in  patients 
with  proven  distant  metastases.  Ex- 
ceptionally long-term,  complete  re- 
sponses occasionally  do  occur,  ad- 
mittedly in  less  than  one  per  cent 
of  patients,  and  provide  a rationale 
for  hope.  This  occurred  in  3/500 
patients  in  one  series,15  9/647  in 
another,14  and  1 438  in  a third,13 
although  in  0 162  in  a fourth  large 
series.9  The  oncologist  therefore  must 
be  knowledgeable  and  generous  in  the 
use  of  non-specific  therapy  including 
steroids,  antinausea  drugs,  mood 
stabilizers,  and  pain-relievers. 

Treatment  Methods 

Treatment  methods  for  metastatic 
breast  cancer  include  surgery,  radia- 
tion and  systemic  therapy.  Non- 
specific therapy,  including  psychologi- 
cal support,  is  also  essential  in  every 
case.  Surgery  may  be  used  to  diagnose 
recurrence,  or  even  to  eliminate  it, 
for  the  time  being.  Hormone  receptor 
status  should  be  assessed  whenever 
possible  in  biopsy  or  excision  of  recur- 
rent or  distant  metastases.  Palliation 
is  sometimes  given  by  chest  tube, 
resection  or  by-pass  of  blocked  hollow 
viscera,  and  by  endocrine  organ 
ablation,  particularly  oophorectomy  in 
pre-menopausal  women. 

Radiation  therapy  should  be  con- 
sidered when  local  recurrence  de- 
velops, though  a trial  of  systemic 
chemotherapy  may  be  given  using  the 
local  recurrence  as  a “marker”  tumor. 
Systemic  treatment  methods  are  an 
embarrassment  of  riches  — embarras- 
sing because  in  spite  of  their  power, 
they  are  rarely  if  ever  curative. 
Chemotherapeutic  agents  include  adri- 
amycine  (the  most  potent) — plus 
5FU,  methotrexate,  cyclophosphamide, 
vincristine,  alkeran,  Thio-TEPA,  and 
various  new  or  experimental  agents.6 
Hormone  therapy  usually  begins  with 
the  anti-estrogen,  tamoxifen,  but 
megestrol.  Halotestin,  DES  and  several 
hormones  can  be  used  after  tamoxifen, 
often  in  sequence.  Androgens  stimu- 
late recovery  from  anemia,  and 
corticosteriods  often  produce  good 
mood  elevation,  in  addition  to  their 
specific  effects  on  metastases.  “Medi- 
cal adrenalectomy”  with  aminoglu- 
tethimide  has  by  and  large  supplanted 
surgical  adrenalectomy,  and  trans- 


sphenoidal hypophysectomy  is  proba- 
bly the  simplest  (and,  therefore,  the 
preferred)  surgical  procedure  when 
sustained  adrenal  supression  is  de- 
sired. 

The  costs,  risks  and  potential  bene- 
fits of  treatment  must  always  be  con- 
sidered, and  the  physician  should  plan 
ahead  so  the  patient  can  always  look 
forward  with  hope  to  the  next  visit, 
even  when  the  disease  progresses.  A 
flow  sheet  and  measurement  form 
should  be  used  to  record  drug  doses, 
lab  test  results  and  tumor  measure- 
ments. 

The  asymptomatic  patient  with 
metastases  in  non-critical  sites  should 
he  treated  gently,  e.g.  with  tamoxifen 
or  5FU  initially,  in  subtoxic  doses. 


The  cost , risks  ami  potential 
benefits  of  treatment  must  al- 
ways be  considered , and  the 
physician  should  plan  ahead  so 
the  patient  can  always  look  for- 
ward with  hope  to  the  next 
visit , even  ivhen  the  disease 
progresses. 


if  possible.  The  symptomatic  patient, 
particularly  if  lesions  are  present  in 
critical  sites,  needs  combination  drug 
therapy,  such  as  CMFYP  or  CAF. 
plus  tamoxifen  if  there  are  no 
lymphangitic  metastases.  and  the 
tumor  is  not  thought  to  be  hormone 
receptor  negative.  Prior  adjuvant 
therapy,  prior  use  of  adriamycin,  heart 
disease  or  pancytopenia  are  all  various 
factors  that  must  be  considered  in 
selecting  the  agent.  The  premeno- 
pausal woman  with  ER-positive  dis- 
ease probably  should  have  an 
oophorectomy,  and  the  very  elderly 
patient  should  have  a cautious  trial  of 
DES.  Some  of  the  responses  in  these 
two  groups  of  patients  are  of  very  long 
duration,  even  without  other  treat- 
ment. 

Response  Rates 

Response  rates  are  often  quoted  as 
if  they  are  known  or  knowable.  Since 
combination  chemotherapy  and  ad- 
juvant therapy  for  non-evaluable  dis- 
ease became  common  in  the  past 
decade,  we  must  look  back  10-15 
years  for  results  to  single  agents. 4,6,8 
Response  rates  vary  with  intensity  of 


therapy  and  with  numerous  biological 
and  patient-related  factors,  thus  lead- 
ing to  wide  variations  in  published 
results. 

Responses  to  most  of  the  agents 
cited  are  in  the  range  of  21-50  per 
cent  I partial  plus  complete  responses, 
temporary).  Adriamyicin’s  response 
rate  is  closer  to  40-50  per  cent, 
particularly  when  patient  and  physi- 
cian are  highly  motivated,  and  the 
patient  is  in  good  general  health. 
Selection  of  the  agent  or  agents  used 
should  include  consideration  of  side 
effects  and  cost  as  well  as  the  expected 
response  rate.  Combinations  of  chemo- 
therapy and  hormones  have  produced 
response  rates  reported  to  be  as  high 
as  90  per  cent.5  but  50-60  per  cent 
is  more  realistic  for  most  patients. 
High  doses  and  multiple  drugs  may 
improve  the  response  rate  and  dura- 
tion of  response  without  affecting  the 
survival  time  when  compared  with  the 
same  drugs  given  individually  and  in 
less  toxic  doses. 

The  ECOG  experience9  with  CAF 
may  be  cited  as  a reasonable  expecta- 
tion: 23  per  cent  complete  remissions, 
plus  39  per  cent  partial  remissions; 
responses  occurred  in  65  per  cent  of 
ER-negative  patients  and  in  70  per 
cent  of  ER-positive  patients.  Median 
duration  of  response  was  11.4  months. 
Median  survival  time  was  20.2  months 
after  starting  CAF.  A significantly 
longer  time  to  treatment  failure  and 
longer  survival  time  were  seen  in 
patients  with  better  performance 
status,  ER-positive  tumors,  only  one 
or  tw  o organs  involved,  and  dominant 
site  other  than  soft  tissue.  There  were 
no  persistent  complete  responses. 

Treatment  Goal 

The  goal  of  treatment  for  metastatic 
cancer  is  palliation,  by  which  we 
mean  prolongation  of  useful,  pain-free 
life.  When  this  is  no  longer  possible, 
the  physician  must  be  compassionate 
and  considerate,  try  to  arrange  home 
care  or  hospice  management,  and  at- 
tempt if  at  all  possible  to  pay  last 
respects  to  the  patient  after  the  disease 
has  run  its  final  course.  We  must  con- 
tinue to  search  for  improved  methods 
to  treat  patients  with  breast  cancer, 
“shaking  off  the  dogma”  of  current 
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methodology22  so  the  future  can  be 
better  than  either  the  present  or  the 
past. 
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Stroke  is  one  of  the  leading  causes 
of  incapacitation  and  death  in  the 
United  States.  Most  strokes  appear  to 
be  the  direct  or  indirect  result  of  cervi- 
cal carotid  artery  disease,  and  50  per 
cent  of  these  strokes  present  without 
warning  symptoms.  There  is  evidence 
that  asymptomatic  patients  with  75- 
to  80 -per  cent  carotid  artery  stenosis 
are  at  significant  risk  for  developing 
a stroke.  These  patients  may  benefit 
from  a carotid  endarterectomy  with 
loiv  complication  rates.  Patients  with 
general  risk  factors  for  stroke  and 
cervical  carotid  bruits  might  be  tested. 
The  combination  of  a direct  and  an 
indirect  noninvasive  test  can  be  util- 
ized to  detect  significant  stenosis  in 
the  cervical  carotid  arteries. 

Introduction 

Tn  1982,  stroke  was  the  third  leading 
cause  of  death  in  America.1  There 
are  500,000  people  per  year  who  suf- 
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fer  from  a new  stroke,  and  more  than 
20  per  cent  of  these  individuals  die 
within  one  month.2  Many  of  these 
patients  never  fully  return  to  their 
prior  activities.  The  economic  impact 
from  the  cost  of  health  care  and  lost 
wages  is  estimated  at  $9.5  billion 
annually.2 

Atherothrombotic  cerebral  infarc- 
tion is  the  most  common  type  of 
stroke,  and  about  two  thirds  of  such 
strokes  appear  to  be  the  direct  or  in- 
direct result  of  cervical  carotid  artery 
disease  I as  opposed  to  intracranial 
vessel  disease ) .3  Unfortunately,  50 
per  cent  of  thromboembolic  strokes 
will  occur  without  warning  symptoms.3 
An  important  strategy  to  prevent  a 
large  number  of  such  strokes  is  to 
identify  those  neurologically  intact 
individuals  with  significant  carotid 
artery  lesions  and  treat  these  before 
they  become  symptomatic. 

There  has  been  considerable  interest 
in  determining  which  patients  may  be 
at  risk  for  developing  a stroke.  Con- 
ditions which  may  predispose  an  indi- 
vidual to  have  a stroke  include  hyper- 
tension, diabetes  mellitus  and  cardiac 
disease.  Elevated  serum  cholesterol 


and  triglycerides,  cigarette  smoking 
and  obesity  also  appear  to  increase 
the  risk  of  stroke.4,5 

Stroke  risk  is  positively  correlated 
with  the  degree  of  carotid  artery 
stenosis.  If  the  stenosis  is  greater  than 
75  per  cent,  the  risk  of  a stroke  or 
transient  ischemic  attack  (TIA)  may 
be  as  great  as  15  per  cent  per  year, 
as  demonstrated  in  the  Toronto 
Asymptomatic  Bruit  Study.6  In 
another  report  by  Roederer  et  al.,  162 
patients  with  mid-cervical  bruits  were 
followed  for  three  years.7  Patients 
with  an  80-per  cent  (or  greater) 
stenosis  were  found  to  have  an  inci- 
dence of  ipsilateral  TIA  or  stroke  of 
33  per  cent.  This  was  significantly 
higher  than  the  0.4-per  cent  incidence 
of  such  events  in  patients  with  a less 
than  80-per  cent  stenosis.  All  patients 
who  suffered  a stroke  had  carotid 


Patients  with  an  80-per  cent 
( or  greater ) stenosis  ivere 
found  to  have  an  incidence  of 
ipsilateral  TIA  or  stroke  of  33 
per  cent. 

stenosis  of  80  per  cent  or  greater. 
Although  the  numbers  in  these  reports 
are  relatively  small,  the  data  sug- 
gest that  asymptomatic  patients  with 
carotid  stenosis  of  75-80  per  cent  are 
at  particularly  high  risk  of  suffering 
a stroke.  If  this  population  could  be 
easily,  cost  effectively,  and  safely 
identified,  its  members  could  benefit 
from  carotid  endarterectomy. 

To  be  an  effective  treatment,  the 
risk  of  that  treatment  must  be  less 
than  the  risk  of  the  disease.  Dyken 
and  Pokras  reviewed  data  from  the 
National  Hospital  Discharge  Survey, 
the  Veterans  Administration  hos- 
pitals, and  the  Armed  f orces  hos- 
pitals in  an  attempt  to  study  all 
endarterectomies  performed  in  the 
United  States  between  1971-1982. 8 
They  estimated  the  mortality  of  this 
surgery,  which  was  fairly  consistent 
for  each  of  the  years  examined,  to 
be  2.8  per  cent.  The  overall  peri- 
operative stroke  rate  was  predicted  to 
be  3-10  per  cent.  While  the  combined 
morbidity  and  mortality  for  carotid 
endarterectomies  performed  in  major 
referral  centers  may  be  as  low  as  four 
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per  cent,  there  are  series  with  major 
complication  rates  ranging  from  10-20 
per  cent.6,9  A peri-operative  stroke 
and/or  death  rate  of  less  than  10  per 
cent  (and  preferably  no  more  than 
five  per  cent)  is  required  before  it 
can  be  maintained  that  an  asympto- 
matic patient  cohort  will  benefit  from 
carotid  endarterectomy.6  It  is  import- 
ant, therefore,  to  be  aware  of  a 
surgeon’s  complication  rate  before 
referring  asymptomatic  (or  even 
symptomatic)  patients  for  surgical 
intervention. 

Screening 

Invasive  studies  such  as  conven- 
tional angiography  and  digital  sub- 
traction angiography  provide  the  most 
complete  and  accurate  information 
regarding  the  extracranial  ( and  in- 
tracranial) circulation.  These  invasive 
tests,  however,  carry  risk,  are  un- 
pleasant and  are  costly.  Therefore 
they  are  inappropriate  when  used  as 
screening  studies. 

The  simplest  screening  method  may 
be  auscultation  of  the  cervical  carotid 
arteries.  A bruit  occurs  in  0.9  per 
cent  of  asymptomatic  individuals  aged 
45-54  years  with  increasing  incidence 
in  older  populations.  A bruit  is  pres- 
ent in  five  per  cent  of  patients  age 
75  years  or  older.10  The  association 
of  a bruit  with  significant  carotid 
artery  disease  has  been  studied  ex- 
tensively. The  specificity  is  not  great 
since  between  40  per  cent  and  75  per 
cent  of  asymptomatic  patients  with  a 
bruit  have  less  than  50-per  cent 
stenosis  of  the  carotid  artery.11  It  also 
has  been  estimated  that  as  many  as  one 
quarter  of  asymptomatic  patients 
with  significant  carotid  stenosis  do  not 
have  bruits.11 

Over  the  past  decade,  several  non- 
invasive  tests  have  been  developed  to 
assist  in  the  evaluation  of  asympto- 
matic patients  in  an  effort  to  determine 
which  patients  are  at  the  greatest  risk 
of  developing  a stroke.  Noninvasive 
tests  also  are  useful  in  following 
patients  who  are  found  to  have  non- 
significant carotid  artery  disease  after 
undergoing  carotid  angiography  for 
other  reasons.  Although  the  natural 
history  of  such  lesions  is  not  fully 
known,  it  appears  they  worsen  with 
time.  Cigarette  smoking  and  diabetes 
mellitus  have  been  linked  to  acceler- 


ated rates  of  carotid  artery  disease 
progression.  If  noninvasive  tests 
demonstrate  stenosis  of  more  than  80 
per  cent,  invasive  testing  and  en- 
darterectomy may  be  indicated. 

Noninvasive  tests  can  be  categorized 
into  two  groups:  direct  tests,  in  which 
there  is  evaluation  of  the  artery  itself, 
and  indirect  tests,  in  which  carotid 
artery  disease  is  assessed  by  examining 
its  effects  on  the  distal  circulation 
(Table). 

Direct  Tests 

The  best  tests  include  direct  carotid 
phonoangiography,  spectral  quantita- 
tive phonoangiography,  Doppler  imag- 
ing and  B-scan  ultrasonography.  Di- 
rect phonoangiography  is  performed 
by  recording  bruit  intensity  during  the 


Noninvasive  tests  can  be 
categorized  into  tivo  groups: 
direct  tests , in  which  there  is 
evaluation  of  the  artery  itself , 
and  indirect  tests,  in  which 
carotid  artery  disease  is  assessed 
by  examining  its  effect  on  the 
distal  circulation. 


cardiac  cycle.  If  the  bruit  is  of  high 
frequency  as  well  as  long  duration 
(with  a diastolic  component),  the  test 
especially  is  indicative  of  moderate 
to  severe  stenosis.  A major  draw- 
back to  phonoangiography  is  that  a 
bruit  may  not  be  detectable  when  a 
very  tight  stenosis  (85-90  per  cent) 
creates  a severe  decrease  in  flow 
through  the  artery.  Because  of  the 
low  specificity  of  phonoangiography, 
it  is  no  longer  widely  used. 

A related  test  which  examines  the 
intensity /frequency  characteristics  of 
the  bruit,  spectral  phonoangiography, 
plots  the  intensity  for  each  frequency 
during  a part  of  systole.  It  has  been 
found  that  intensity  increases  up  to 
a critical  frequency,  the  “break  fre- 

TABLE 

Direct  Studies  Indirect  Studies 

Direct  carotid 

phonoangiography  Ophthalmodynamometry 
Spectral 

phonoangiography  Oculoplethysmography 
Doppler  imaging  Periorbital  Doppler 
B-mode  ultrasonography 


quency,”  after  which  the  intensity 
begins  to  drop  off.  The  break  fre- 
quency is  a function  of  vessel  diameter 
and  indicates  the  size  of  the  lumen. 
This  method  can  determine  lumen 
diameter  to  within  0.5  mm  of  the 
measured  size  for  pathologic  speci- 
mens in  those  patients  with  bruits 
which  can  be  analyzed.21  As  men- 
tioned previously,  a bruit  may  not  be 
present  with  a tight  stenosis. 

Carotid  blood  flow  can  be  directly 
examined  using  the  Doppler  tech- 
nique.4 3 In  this  method,  a very  high 
frequency  sound  is  directed  toward 
the  carotid  arteries.  The  signal  is 
reflected  back  to  the  surface  by  the 
stream  of  red  blood  cells  which  are 
moving  through  the  vessel.  The  re- 
flected signal  is  shifted  in  frequency 
to  a degree  proportional  to  blood 
velocity  (Doppler  effect).  The  fre- 
quency difference  between  transmitted 
and  received  signals  can  be  used  to 
determine  the  direction  and  velocity 
of  blood  flow.  Blood  velocity  changes 
with  stenosis,  and  these  changes  can 
be  related  to  the  degree  of  narrowing. 
The  transmission  of  sound  from  the 
Doppler  instrument  may  be  continuous 
I continuous  wave)  or  pulsed  (range- 
gated). Continuous  wave  Doppler 
provides  information  related  to  aver- 
age flow  velocity  in  the  arteries 
beneath  the  probe.  Range-gated  Dop- 
pler is  capable  of  sampling  discrete 
volumes  of  blood  within  different 
vessels  or  even  in  different  parts  of 
a single  lumen.  These  methods  require 
considerable  skill  on  the  part  of  the 
examiner,  and  the  validity  of  results 
are  dependent  on  this  factor. 

B-mode  ultrasonic  scanning  can  be 
used  to  visualize  directly  arterial 
anatomy.13  Multiple  transducers  are 
sequentially  driven  to  produce  a 5-10 
mHz  signal  which  can  image  the 
common,  internal  and  external  carotid 
arteries  as  accurately  as  0.8-0. 5 mm.14 
However,  B-mode  ultrasonography  cor- 
relates with  angiography  in  only  80 
per  cent  of  cases.13  This  method  is 
most  limited  by  acoustic  shadows  cast 
by  calcified  plaques.  It  cannot  identify 
lesions  above  the  mandible  or  sonolu- 
cent  plaques  ( plaques  with  no  detect- 
able echo).  Ulcerations  are  not 
reliably  identified.  B-mode  ultrasono- 
graphy cannot  distinguish  between 
occlusion  and  tight  stenosis.  Con- 
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siderable  skill  is  required  to  perform 
this  test  accurately. 

Recently  B-mode  ultrasonography 
has  been  performed  with  simul- 
taneously superimposed  continuous 
wave  or  range-gated  Doppler.  This 
method,  called  Duplex  scanning,  is 
capable  of  providing  an  image  of  the 
neck  vasculature  as  well  as  information 
regarding  Doppler  data  about  flow 
through  the  vessels.15  Although  Du- 
plex scanning  appears  to  be  accurate 
and  is  becoming  increasingly  suc- 
cessful. it  is  only  semiquantitative  and 
requires  expensive  equipment. 

Indirect  Tests 

Indirect  tests  for  carotid  artery 
disease  include  ophthalmodynamo- 
metry, oculoplethysmography  and 
periorbital  Doppler  ultrasonography. 
These  tests  rely  on  the  fact  that 
hemodynamically  significant  carotid 
artery  disease  affects  blood  flow  in 
the  deep  and  superficial  orbital 
regions.  Normally,  blood  flows  through 
the  internal  carotid  artery  to  the 
ophthalmic  artery  which  supplies  the 

All  noninvasive  tests  (especi- 
ally indirect  tests ) are  limited 
in  their  ability  to  determine  the 
presence  of  an  nicerated  plaque 
ivithont  concomitant  stenosis. 


eye  as  well  as  the  supraorbital  and 
supratrochlear  arteries. 

The  deep  orbital  flow  is  assessed 
via  the  ophthalmic  artery.  Ophthal- 
modynamometry estimates  ophthalmic 
artery  pressure.  This  is  best  per- 
formed by  two  examiners.  The  central 
retinal  artery  pulsations  are  visualized 
ophthalmoscopically  by  one  while  the 
second  applies  a measured  pressure 
to  the  anesthetized  globe  at  a point 
adjacent  to  the  limbus.  As  the 
intraocular  pressure  increases,  pulsa- 
tions appear  in  the  central  retinal 
artery.  This  is  the  diastolic  pressure 
of  that  vessel.  The  pressure  is  slowly 
increased  until  the  pulsations  dis- 
appear, indicating  the  central  retinal 
artery  systolic  pressure.  The  systolic 
and  diastolic  central  artery  pressures 
of  one  side  are  compared  to  the  other. 
A difference  of  15  per  cent  or  more 


between  the  diastolic  pressures  of  the 
two  sides  is  suggestive  of  an  abnor- 
mality.13 

Oculoplethysmography  ( OPG ) is 
another  means  of  indirectly  evaluat- 
ing the  internal  carotid  artery  via  the 
ophthalmic  artery.  Two  different 
methods  of  oculoplethysmography 
have  been  developed.  The  OPG-Gee 
method,  similar  to  oculodynamometry, 
involves  altering  intraocular  pres- 
sure.16 The  intraocular  pressure  is 
first  elevated  using  a scleral  suction 
cup  and  then  allowed  to  fall  slowly. 
The  point  at  which  one  begins  to  de- 
tect pulsations  in  the  central  retinal 
artery  is  the  ophthalmic  artery  systolic 
pressure.  The  pressures  of  each  side 
are  then  compared  to  the  other. 
The  OPG-Kartchner  method  involves 
monitoring  the  arrival  times  of  the 
ocular  pulse  wave  of  each  eye.'1  A 
cup  is  gently  attached  to  the  eye  with 
a small  amount  of  suction.  Using  this 
cup,  the  ocular  pulse  wave  ( trans- 
mitted through  the  globe)  is  elec- 
tronically recorded.  The  arrival  times 
of  each  wave  as  well  as  the  wave- 
forms are  graphically  illustrated  and 
examined.  Each  side  is  compared  to 
the  other.  The  OPG-Kartchner  method 
will  identify  89  per  cent  of  patients 
with  a stenosis  of  40  per  cent  or 
greater.1  The  false  negative  rate  of 
about  10  per  cent  is  usually  due  to 
bilateral  disease.  Overall,  OPG- 
Kartchner  testing  is  simple  and 
economic.  It  is  not  accurate  in  cases 
of  bilateral  disease. 

In  severe  internal  carotid  stenosis, 
the  flow  through  these  small  super- 
ficial vessels  may  be  decreased  or 
reversed.  Flow  abnormalities  in  the 
supraorbital  and  supratrochlear  arter- 
ies can  be  accurately  evaluated  with 
directional  periorbital  Doppler  ultra- 
sonography .13  Supraorbital  Doppler 
can  detect  88  per  cent  of  patients 
with  hemodynamically  significant  in- 
ternal carotid  artery  lesions,  but  it 
has  a 13-per  cent  false  positive  rate. 
Supratrochlear  Doppler  studies  have 
only  a one-per  cent  false  positive  rate, 
yet  are  only  able  to  detect  48  per  cent 
of  severe  stenotic  internal  carotid 
lesions.18  One  drawback  is  that  only 
qualitative  information  is  provided. 
Also,  the  results  may  be  influenced 
by  external  carotid  artery  disease. 


Discussion 

None  of  the  tests  mentioned  is  ideal. 
All  noninvasive  tests  ( especially  in- 
direct tests)  are  limited  in  their 
ability  to  determine  the  presence  of  an 
ulcerated  plaque  without  concomitant 
stenosis.  Direct  tests  are  sensitive  and 
specific  for  carotid  disease,  and  they 
usually  will  become  positive  before 
indirect  tests.  But  indirect  tests  are 
required  to  assess  severe  bifurcation 
disease  and  high  cervical  carotid 
lesions  as  well  as  to  monitor  the 
hemodynamic  significance  of  a 
stenotic  lesion.  Therefore  the  best 
strategy  for  noninvasive  monitoring 
is  to  include  a combination  of  direct 
and  indirect  tests.19,20  This  provides 
the  hemodynamic  information  ob- 
tained by  indirect  testing  as  well  as 
direct  evaluation  of  the  carotid  artery 
bifurcation. 

Ackerman  has  reviewed  the  role  of 
noninvasive  carotid  evaluation  as  it 

Therefore  the  best  strategy 
for  noninvasive  monitoring  is 
to  include  a combination  of 
direct  and  indirect  tests. 


is  used  at  the  Massachusetts  General 
Hospital.21  Asymptomatic  bruits  are 
evaluated  noninvasively  with  direct 
and  indirect  tests  on  an  outpatient 
basis.  If  the  stenosis  is  less  than  80 
per  cent,  these  individuals  are  re- 
examined in  four  to  six  months. 
Patients  are  referred  for  angiography 
when  there  is  significant  progression 
of  hemodynamic  lesions.  Over  a six- 
year  period,  no  patient  followed  in 
this  manner  suffered  a stroke  prior 
to  intervention;  therefore,  noninvasive 
carotid  testing  was  felt  to  improve  the 
clinical  management  of  patients  suf- 
fering from  cerebrovascular  disease  at 
the  Massachusetts  General  Hospital. 

Conclusion 

The  above  studies  suggest  there  is 
a role  for  noninvasive  testing  to 
evaluate  patients  who  are  at  risk  for 
carotid  artery  disease.  If  stenosis  of 
75  per  cent  to  85  per  cent  or  greater 
is  identified  with  non-invasive  studies, 
confirmation  should  be  obtained  with 
invasive  studies.  Patients  with  angio- 
graphic evidence  of  severe  carotid 
artery  disease  may  benefit  from 
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carotid  endarterectomy  performed  by 
surgeons  with  acceptable  complication 
rates. 
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A Case  Report 


john  h.  McWhorter,  m.  d. 

McWhorter,  West  Virginia 

DUANE  C.  ROE,  M.  D. 

Akron  (Ohio)  City  Hospital 

EDWARD  S.  SCHNEIR,  M.  D. 
Akron  City  Hospital 


Utilizing  a method  of  cobalt  blue 
visible  light  for  the  excitation  of 
intravenous  sodium  fluorescein,  a 
case  of  occult  gastrointestinal  hemor- 
rhage was  evaluated. 

T ntravenous  sodium  fluorescein  has 
been  widely  used  in  medicine  and 
surgery.  Its  use  in  upper  gastrointesti- 
nal hemorrhage  with  an  ultraviolet 
light  source  has  been  described,1,2  as 
has  an  experimental  model  using  a 
cobalt  blue  exciting  filter,3  which  pro- 
vided the  method  used  in  the  present 
case  report. 

A 57-year-old  white  female  with 
end-stage  renal  failure  due  to  mem- 
branous glomerulonephritis  since  1977 
was  admitted  to  the  dialysis  unit 
of  Akron  (Ohio)  City  Hospital  on 
May  9,  1980.  Her  history  was  one 
of  progressive  anemia  due  to  gastro- 
intestinal blood  loss  since  July,  1979, 
with  transfusion  of  approximately  40 
units  of  blood,  and  requiring  at  ad- 
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mission  about  three  units  of  blood  per 
week.  She  had  undergone  three  prior 
gastroscopies  which  revealed  only 
telangiectasias  of  the  duodenum,  a 
prior  negative  colonoscopy,  and  a 
negative  arteriogram. 

Admission  examination  revealed  a 
pale  woman  with  puffy  subcutaneous 
tissues  and  no  angiomatous  lesions. 
Rectal  examination  showed  stool  posi- 
tive for  occult  blood.  DTRs  were 
hyporeflexic  with  an  increased  relaxa- 
tion phase.  The  remainder  of  the 
examination  was  not  contributory. 

Admission  lab  studies  revealed  a 
hemoglobin  and  hematocrit  of  3.4  and 
10.7,  respectively.  BUN  was  lOOrng/ 
dl  and  serum  creatinine  13.3mg/dl; 
T4  was  0.9  mcg/dl. 

The  morning  following  admission 
she  underwent  a standard  gastroscopy 
with  an  Olympus  GIF-Q  panendo- 
scope. Multiple  small,  non-bleeding 
telangiectasias  were  noted,  as  was 
fresh  blood  in  the  stomach.  A 2-cc 
bolus  of  25-per  cent  sodium  fluores- 
cein followed  by  a 5-cc  normal  saline 
flush  was  rapidly  injected  into  a 
peripheral  20-gauge  jelco  IV  site. 
After  about  one  minute,  fluorescence 
appeared  in  streaks  throughout  the 


Fluorescein  Angioscopy  In  Occult 
Gastrointestinal  Hemorrhage 
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duodenum  as  far  as  the  endoscope 
could  visualize.  The  telangiectasias 
were  not  outlined  and  no  fluorescence 
marked  them  as  bleeding  sites.  The 
fluorescence  persisted  for  approxi- 
mately 15  - 20  minutes  and  then 
faded. 

The  patient  continued  to  receive 
transfusions  during  dialysis;  with 
synthroid  and  cytomel  treatment  of 
the  hypothyroidism,  her  bleeding 
ceased  for  three  weeks,  only  to  resume 
to  pretreatment  levels. 

Discussion 

With  filtered  light,  sodium  fluores- 
cein has  been  shown  to  be  a surface 
fluorescent  phenomenon4  that  marks 
bleeding  sites  in  gastrointestinal  hem- 


orrhage.1,2,3  The  current  role  of  such 
a method  may  be  in  a research  setting 
for  the  study  of  the  pathophysiology 
of  gastrointestinal  bleeding.  The 
potential  advantages  of  a cobalt  blue 
visible  light  filter  system  may  be  in 
closer  adherence  to  the  peak  absorp- 
tion of  fluorescein  at  490nm  (peak 
emission  at  520nm ) , better  visual 
adaptation  by  the  endoscopist,  and  its 
adaptability  to  most  current  light 
sources  and  endoscopic  equipment. 

The  case  report  presented  confirms 
the  earlier  findings  that  ultraviolet 
fluorescein  endoscopy  has  the  ability 
to  ascertain  more  accurately  the 
pathophysiology  of  occult  gastro- 
intestinal hemorrhage.  Further  clini- 


cal studies  are  necessary  to  assess  the 
role  of  this  technique  in  occult  upper 
and  lower  gastrointestinal  bleeding. 
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New  Risk-Measuring  Method  Proposed 

Reference  ranges  for  cholesterol  levels  without  an  accompanying  designation  of  risks 
associated  with  various  ranges  may  be  misleading  and  falsely  comforting  to  patients  and 
physicians,  according  to  a report  in  the  June  Archives  of  Pathology  and  Laboratory  Medicine. 
Bruce  M.  McManus,  M.  D.,  Ph.D.,  of  the  University  of  Nebraska  Medical  Center,  submitted 
blood  samples  to  108  laboratories  across  the  U.  S.  “Fewer  than  on  half  of  the  laboratories 
made  any  attempt  to  specify  levels  of  risk  associated  with  elevated  cholesterol  levels,”  he 
said.  To  provide  better  assessment  of  risk,  Doctor  McManus  proposes  an  algorithm  for 
obtaining  a total  risk  score,  based  on  cholesterol  and  eight  other  factors. 

He  adds,  “We  must  continue  to  refine  our  basic  knowledge  about  the  mechanisms  of 
major  risk  factors  and  the  other  potentially  important  but  less  well  understood  risk  factors.” 
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President’s  Page 


‘Getting  Maudlin’ 


'C’orgive  me,  but  I've  always  re- 
garded  the  endless  thank-you’s  and 
tearful  statements  of  gratitude  hy 
people  leaving  office  as  a little  boring. 
My  cynic’s  mind  said  “Sure  they 
helped  you,  you  clod.  They  are  sup- 
posed to  keep  you  out  of  trouble.” 
Now  that  I’m  in  that  position,  I 
can’t  muster  any  cynicism.  It’s  been 
a difficult  year  in  many  ways,  but 
I’ve  never  had  so  much  fun.  West 
Virginia  physicians  and  their  spouses 
are  outstanding  people.  Jeanny  Kalay- 
cioglu  and  the  Auxiliary  have 
achieved  a lot  in  support  of  health- 
related  issues  and  the  causes  of 
organized  medicine.  Mert  Scholten 
and  the  WVSMA  staff  work  tirelessly 
and  effectively  in  our  behalf. 

The  folks  where  I hang  my  hat 
helped  keep  me  on  schedule  and  filled 
in  when  needed.  My  wife,  June,  al- 
though unable  to  travel  with  me  much 
of  the  year,  was  always  supportive. 
I didn't  get  to  spend  as  much  time 
with  my  grandchildren,  Lauren  and 
Evan  Zackquill,  as  I would  have  liked, 
but  I’ll  make  it  up  to  them  this  year. 
Did  I learn  anything  this  year? 

1.  I learned  that  we  may  not  always 
agree,  but  we  are  an  effective  political 


voice.  In  that  regard,  we  urgently 
need  WESPAC  contributions  now  to 
support  candidates  in  the  fall  elections. 

2.  I learned  that  there  are  laymen 
including  many  members  of  our  citi- 
zen legislature  who  do  understand  the 
problems  we  have  and  are  willing  to 
try  to  help  us  address  them  if  we  give 
them  a chance. 

3.  I learned  that  West  Virginia 
physicians  act  maturely  and  respon- 
sibly in  the  face  of  great  adversity 
such  as  the  threat  of  loss  of  liability 
coverage  this  past  year. 

Skip  and  Linda  Turner  will  bring 
strong  leadership  this  coming  year. 
Let’s  make  it  a great  year  for  the 
West  Virginia  State  Medical  Associa- 
tion. 

My  sincere  thanks  to  you  all  for 
your  help  and  support. 


David  Z.  Morgan,  M.  D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


Talent  And  Character 


Editor  s Note : What  better  way 
to  commemorate  Dr.  David  Z. 
Morgan’s  year  as  WVSMA  Presi- 
dent than  to  print  the  following 
comments  of  admiration  and  ap- 
preciation by  county  society  presi- 
dents, only  a few,  we  are  sure,  of 
the  state  doctors  who  have  similar 
words  of  praise.  These  remarks 
also  speak  for  The  Journal,  and  we 
say  '‘Bravo!,  President  Morgan.” 

T ike  many  other  physicians  in  this 
state,  my  association  with  Dr. 
David  Morgan  began  during  medical 
school  training  at  West  Virginia  Uni- 
versity. He  provided  a sense  of  under- 
standing and  care  for  the  medical 
student  as  well  as  his  patients.  You 
can  easily  see  this  characteristic  in  the 
way  he  has  approached  the  presidency 
of  the  West  Virginia  State  Medical  As- 
sociation. A determination  to  address 
the  issues  fairly,  combined  with  a firm 
commitment  to  our  goals,  helped  the 
Association  through  a difficult  year. 

There  is  no  doubt  in  my  mind  that 
by  spending  many  hours  in  Charles- 
ton with  various  legislators,  Doctor 
Morgan  has  improved  the  public’s 
understanding  of  what  we  as  physi- 
cians represent  and  helped  ease  the 
friction  over  the  liability  crisis. 

I join  with  other  physicians  across 
the  state  in  thanking  Doctor  Morgan 
for  a job  well  done.  He  has  added 
an  important  chapter  to  the  history 
of  the  West  Virginia  State  Medical 
Association. 

James  A.  Genin,  M.  D.,  President 
Harrison  County  Medical  Society 


David  Z.  Morgan,  M.  D. 


A s President  of  the  Kanawha 
Medical  Society,  I have  had 
many  contacts  with  Doctor  Morgan 
over  the  last  seven  months.  During 
the  multiple  conversations  and  phone 
calls  I have  always  been  impressed  by 
his  patience,  being  well  aware  the 
questions  I asked  were  undoubtedly 
asked  by  many  others  since  all  the 
county  societies  share  the  same  types 
of  problems. 

As  has  been  obvious  to  anyone  who 
was  involved  in  the  recent  malpractice 
hassle,  he  has  spent  a very  great 
amount  of  time  working  on  emotion- 
ally charged  issues.  Throughout  my 
contacts  with  him  he  has  always  been 
effective  and,  at  the  same  time,  calm 
and  considerate. 


One  feels  fortunate  to  he  able  to 
have  associations  with  individuals 
with  his  talent  and  character. 

Charles  C.  Weise,  M.  D.,  President 
Kanawha  Medical  Society 


Vt/Te,  the  members  of  the  Mercer 
County  Medical  Society,  wish  to 
extend  a special  letter  of  thanks  and 
appreciation  to  Dr.  David  Z.  Morgan. 
His  selfless  and  tireless  efforts  for  the 
promotion  and  understanding  of  our 
local  and  state  memberships  have 
borne  fruits.  His  gentle  nature  and 
his  ability  to  cope  with  the  most  dif- 
ficult of  situations  have  well-served 
the  causes  of  our  present  multiple 
crises. 

Doctor  Morgan  will  be  long  re- 
membered by  all  of  us  for  his  desire 
to  improve  the  medical  services  both 
in  our  immediate  area  and  in  the 
state.  In  addition,  he  has  worked 
continuously  to  better  our  standing 
with  our  patients  and  the  community 
as  well  as  with  local  and  state  officials. 

On  behalf  of  the  Mercer  County 
Medical  Society,  I congratulate  our 
distinguished  colleague  for  his  out- 
standing success  and  wish  him  well  in 
all  his  future  endeavors. 

Surrinder  K.  Chopra,  M.  D.,  President 
Mercer  County  Medical  Society 


A s President  of  the  Monongalia 
County  Medical  Society  I am  writ- 
ing this  letter  in  appreciation  of  Dr. 
David  Morgan’s  year  as  President  of 
the  West  Virginia  State  Medical 
Association 

Those  of  us  who  know  Doctor 
Morgan  well  from  long  years  of  as- 
sociation expected  excellent  leadership 
and  forward  movement  during  his 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 
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year  as  President,  and  once  again 
Doctor  Morgan  did  not  disappoint  us. 
During  this  very  difficult  year  with 
its  question  of  availability  of  liability 
insurance  and  the  threat  of  coloniza- 
tion of  West  Virginia  by  national 
medical  chains,  Doctor  Morgan  has 
provided  excellent  leadership  and 


Go,  You  ‘eers 

Come  academicians  overlook  no 
^ opportunity  to  promote  their  own 
bias.  The  tragic  deaths  of  sports 
figures  by  cocaine  overdoses  have 
been  the  most  recent  occasion  for  a 
snobbish  grousing  over  the  indignity 
of  witnessing  those  of  putatively  in- 
ferior mental  endowments  enjoying 
worldly  rewards  beyond  the  capacity 
of  most  professional  academicians 
even  to  dream. 

“Isn't  it  terrible  that  these  un- 
fortunate creatures  are  victimized  by 
colleges  so  intent  on  making  money 
that  they  deny  these  poor  brutes  the 
benefits  of  required  class  attendance 
and  passing  grades.”  So  go  the  com- 
mentaries with  a symphony  of  sighs 
and  clucking  tongues  as  accompani- 
ment. 

Hogwash!  Baloney!  Blaaaat!!  What 
flimsy  and  transparent  cant!  The 
intellectual  life  is  not  the  only  life. 
Some  like  Bach  and  some  the  Beetles. 
Some  like  Tolstoy  and  some  the  comic 


Cleaning  House 

/''''ailing  on  the  Medical  Profession  to 
recommit  itself  to  an  ethic  of  view- 
ing the  patient  as  a person,  John  J. 
Coury,  Jr.,  M.  D.,  was  sworn  in  as 
the  141st  President  of  the  AMA  in 
June. 

In  an  inaugural  address  decrying 
society’s  increasing  tendency  to  view 
individual  human  beings  as  “con- 
sumers,” “beneficiaries,”  or  “recipi- 
ents,” Doctor  Coury,  a Port  Huron, 
Michigan,  general  and  pediatric 
surgeon,  noted  that  “if  people  can  be 


moral  support  for  the  state’s  physi- 
cians. He  has  been  an  effective 
mediator  between  the  political  profes- 
sion and  the  medical  profession  as 
well  as  among  the  members  of  the 
medical  profession  in  this  state. 

Those  of  us  who  work  with  Doctor 
Morgan  are  aware  of  the  great  many 


page.  Some  use  their  brains  to  direct 
soaring  muscles  and  others  soaring 
thoughts. 

What  athlete  will  say  that  even  one 
brief  moment  in  the  rarefied  atmos- 
phere of  athletic  stardom  was  not 
worth  the  effort,  the  sacrifice,  the 
discipline  of  athletic  endeavor?  These 
are  moments  as  incomprehensible  to 
intellectual  protagonists  as  color  to  the 
congenitally  blind.  Who  will  offer  the 
argument  that  any  professional  athlete 
might  better  have  spent  his  time  in 
the  library  than  in  the  gym? 

The  word-combat  of  intellectual 
adversaries  is  an  anemic  and  risible 
substitute  for  the  real  thing  to  warrior 
athletes.  And  these  strange  non- 
museular  contests  are  looked  upon 
with  far  more  tolerant  understanding 
by  athletes  than  professional  sports 
are  by  intellectuals. 

Who  cares  if  a college  makes  money 
promoting  athletic  events?  Any 


reduced  to  these  impersonal  terms,  it 
becomes  easier  to  reduce  funding  of 
social  and  health  programs.” 

He  said  that  the  message  he  will 
carry  across  the  nation  in  his  year  as 
president  will  be  that  the  profession 
must  maintain  “its  rightful  position 
as  a leader  in  making  this  nation’s 
health  policy,”  and  that  the  profession 
must  also  “become  more  committed 
to  taking  forceful  action  against 
physicians  who  are  ‘sore  spots’  in  our 
profession.” 


hours  he  spent  at  being  President  of 
the  State  Medical  Association,  and  I 
think  it  is  safe  to  say  that  his  labors 
have  yielded  great  rewards.  We  would 
like  to  say  “Well  done!” 

Anthony  DiBartolomeo,  M.  D., 
President 

Monongalia  County  Medical  Society 


money  made  is  gladly  received  by  col- 
lege administrations  and  some  signifi- 
cant part  of  that  money  is  probably 
used  to  build  libraries  and  endow 
academic  chairs  for  some  of  those 
providing  the  source  of  intellectual 
snobbery. 

Pity  the  poor  athlete?  Let’s  knock 
it  off.  He  doesn’t  need  it.  He  is  doing 
what  he  wants  to  do.  He  is  sharpening 
his  motor  skills  for  his  important  life 
work  while  he  puts  up  with  misguided 
efforts  to  distract  him  into  intellectual 
pursuits  of  little  interest  or  value  to 
him.  In  that  regard  those  who  would 
chain  him  to  the  classroom  have  near 
as  great  potential  for  damage  to  him 
as  a common  drug  peddler. 

Athletes  and  their  performances  are 
to  be  enjoyed  rather  than  pontificated 
upon.  Let’s  get  on  with  the  game. 
Wonder  how  “them  ’eers”  are  going 
to  do  this  year? 


“Your  Board  of  Trustees  recom- 
mends that  the  AMA  . . . call  on 
physicians  to  renew  their  commitment 
to  report  professional  misconduct  . . . 
to  expand  and  improve  its  data  bank 
so  that  credentials  and  practice 
histories  can  be  verified  more  quickly 
and  effectively. 

“This  is  medicine  taking  charge, 
cleaning  its  house,  becoming  effective. 
In  the  coming  year  I will  ask  all 
physicians  to  help  me  carry  this  flag,” 
Doctor  Coury  said. 
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General  News 


Charles  E.  Turner,  M.  D. 


Robert  L.  Voile,  Ph.D.,  a pharma- 
cologist soon  to  become  President  of 
the  National  Board  of  Medical  Ex- 
aminers, will  be  the  keynote  speaker 
for  the  WVSMA  Annual  Meeting 
Thursday  morning,  August  14. 

Doctor  Voile,  currently  Associate 
Dean  for  Research  and  Basic  Sciences 
at  the  University  of  Kentucky,  Lexing- 
ton, will  deliver  The  Thomas  L.  Harris 
Address:  “The  National  Board,  Medi- 
cal Education  and  Licensure”  during 
the  opening  ceremonies  preceding  the 
first  scientific  session. 

He  is  a chemistry  graduate  of  West 
Virginia  Wesleyan  College,  and  held 
several  posts  at  West  Virginia  Uni- 
versity from  1983  to  1985  — Associ- 
ate Vice  President  for  Research  and 
Graduate  Studies,  and  Interim  Vice 
President  for  Academic  Affairs  and 
Research. 


Robert  L.  Voile,  Ph.D. 


The  Association’s  119th  Annual 
Meeting  will  be  held  August  12-17  at 
the  Greenbrier  in  White  Sulphur 
Springs.  Some  475  physicians,  Auxi- 
lians  and  others  are  expected  to  attend 
the  convention. 

Ph.D.  From  University  of  Kansas 

Doctor  Voile,  who  went  to  the  Uni- 
versity of  Kentucky  after  leaving  the 
WVLT  post,  received  his  Ph.D.  in 
pharmacology  in  1959  from  the  Uni- 
versity of  Kansas. 

He  has  served  on  committees  and 
the  Executive  Board  of  the  National 
Board  of  Medical  Examiners  for  more 
than  15  years.  In  announcing  his  new 
appointment,  C.  William  Daeschner, 
Jr.,  M.  D.,  Chairman  of  the  Board, 
remarked,  “In  addition  to  his  recog- 
nized expertise  as  an  educator  and 
scientist  in  his  own  discipline,  Doctor 


Voile  has  a unique  capability  to  relate 
and  communicate  effectively  with  the 
many  important  national  organiza- 
tions served  by  the  NBME.” 

Before  going  to  WVU,  Doctor  Voile 
held  positions  at  Tulane  University 
( 1965-67  ) and  the  University  of  Con- 
necticut (1967-1983).  He  will  assume 
duties  with  the  NBME  in  Philadelphia 
September  2. 

He  is  the  author  or  co-author  of 
some  94  scientific  articles,  10  reviews, 
and  six  textbook  contributions. 

Doctor  and  Mrs.  Voile  are  the 
parents  of  five  grown  children. 

AMA  President  to  Speak 

The  convention  schedule  will  begin 
with  a 10:30  A.  M.  meeting  of  the 
Executive  Committee  on  Tuesday, 
August  12,  an  Insurance  Committee 
meeting  at  3 P.  M.  Tuesday,  and  the 
usual  preconvention  meeting  of  the 
Council  at  9:30  A.  M.  Wednesday. 
It  was  announced  earlier  that  the  AMA 
President,  Dr.  John  Coury,  Jr.,  will 
address  the  first  session  of  the  He  use 
of  Delegates  Wednesday  afternoon. 
Doctor  Coury,  of  Port  Huron,  Michi- 
gan, is  a general  and  pediatric 
surgeon. 

Dr.  Charles  E.  Turner,  Huntington 
internist-gastroenterologist,  will  be  in- 
stalled as  WVSMA  President  to  suc- 
ceed Dr.  David  Z.  Morgan  of  Morgan- 
town during  the  second  House  session 
Saturday,  August  16. 

Doctor  Morgan  will  deliver  his 
Presidential  Address  at  the  second 
House  session. 

In  addition  to  the  opening  general 
scientific  session  Thursday  morning 
noted  above,  there  also  will  be 
scientific  sessions  Friday  morning  and 
Saturday  morning  featuring  nine 
speakers. 

Accreditation 

The  scientific  program  has  been 
approved  for  17  credit  hours  in 
Category  1 of  the  AMA  Physician’s 


AMA  President  To  Address  House 

Convention  Keynoter  NBME  Chief, 
Doctor  Turner  To  Be  Installed 
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Recognition  Award,  and  will  carry 
15V2  Prescribed  credit  hours  as  ap- 
proved by  the  American  Academy  of 
Family  Physicians. 

Conventioneers  are  urged  to  visit 
some  35  commercial  exhibits  and  17 
scientific  exhibits  in  the  Exhibit 
Center  (see  box  story  in  this  issue  of 
The  Journal  for  visiting  hours). 

About  15  affiliated  societies,  sec- 
tions and  committees  of  the  Associa- 
tion, and  other  medical  groups,  also 
will  have  business  and  scientific  ses- 
sions on  Friday  and  Saturday,  many 
in  the  form  of  breakfast  and  luncheon 
meetings. 

A two-part  WVSMA  Loss  Control 
Seminar  will  be  held  Thursday  and 
Friday  from  2 to  5 P.  M.  With  en- 
rollment limited  to  50  physicians,  the 
program  is  approved  for  six  hours  of 
Category  1 credit.  For  additional  in- 
formation, see  the  July  issue  of  The 
Journal  (Page  239)  or  call  Candy 
Sayre  at  headquarters,  (304)  925- 
0342. 

Social  Activities 

Social  activities  will  include  the 
President’s  Reception  Wednesday 
evening  at  6:30  in  the  Taft  Room, 
cocktail  parties  for  WVU  alumni. 
Medical  College  of  Virginia  alumni, 
and  exhibitors  in  the  Exhibit  Center 
Thursday  evening  at  6:30,  a dance 
with  Bo  Thorpe  and  his  Orchestra 
Friday  evening  at  9 o’clock  in  Chesa- 
peake Hall  (co-hosted  by  WVSMA 
and  the  Auxiliary),  and  reception 
honoring  new  officers  of  the  Associa- 
tion and  Auxiliary  Saturday  evening 
at  7 o’clock  on  Chesapeake  Terrace. 

After-dinner  drinks  will  be  available 
during  the  Friday  evening  dance 
courtesy  of  Chapman  Printing  Com- 
pany of  Charleston. 

The  Bo  Thorpe  Orchestra  (“with 
the  Big  Band  sound”)  of  Rocky 
Mount,  North  Carolina,  was  well  re- 
ceived at  its  first  appearance  during 
the  1985  convention  in  Charleston. 
The  18-member  orchestra  has  been 
praised  for  its  danceable  style,  high 
musical  quality  and  ability  to  please 
audiences  of  all  ages  at  the  same  time. 

Dance  guests  will  be  asked  to  pre- 
sent complimentary  invitations,  which 


may  be  obtained  at  either  the  WVSMA 
or  Auxiliary  registration  desk. 

Please  see  the  official  program  and 
related  articles  in  this  issue  of  The 
Journal  for  specific  convention  activi- 
ties and  speakers. 

The  annual  meeting  of  the  Aux- 
iliary, with  Jeanny  Kalaycioglu  (Mrs. 
M.  V.)  of  Shinnston  the  current 
President,  as  usual  will  hold  its  meet- 
ing in  conjunction  with  that  of  the 
Association.  The  official  Auxiliary 
program  also  appears  in  this  issue  of 
The  Journal. 


Awards  To  CAMC/WVU 
Residents,  Staff  In  June 

Thirty-five  participants  in  the 
Charleston  Area  Medical  Center /West 
Virginia  University  Medical  Center, 
Charleston  Division  residency  pro- 
gram completed  their  residencies  and 
were  recognized  at  Awards  Night 
ceremonies  June  20. 

Drs.  Renee  R.  Lamm  and  Elbert 
G.  Warren  shared  the  Research  Day 
first  prize  award  for  original  research. 
Dr.  John  R.  Meek  received  the  third 
prize  award.  Dr.  Mark  C.  Bates 
received  the  first  prize  in  the  student 
category  for  original  research.  Dr. 
Timothy  W.  Nelson  received  the 
second  prize. 

First  prize  for  Research  Day  subject 
review  was  awarded  to  Dr.  William 
R.  Sims.  Dr.  Dale  E.  Green  received 
the  second  prize. 

Dr.  Victoria  C.  Serbia  received  first 
prize  for  Research  Day  case  presenta- 
tion. Doctor  Lamm  received  the 
second  prize  and  Dr.  Stephen  H.  Bush 
received  third. 

Dean’s  prizes  were  presented  to  a 
resident  in  each  department  who 
exhibits  excellent  professional  per- 
formance. Recipients  were:  Drs. 

Richard  H.  Workman,  Jr.,  behavioral 
medicine  and  psychiatry;  Gina  R. 
Busch,  obstetrics-gynecology;  John  L. 
Chapman,  surgery;  William  R.  Sims, 
internal  medicine;  Lester  Labus, 
family  practice;  and  Charles  Andrew 
Kennedy,  D.D.S.,  dentistry. 

Research  Day  and  Dean’s  Prize 
winners  received  a cash  award  pre- 
sented by  Edward  H.  Maier,  President 
of  The  Sarah  and  Pauline  Maier 


Scholarship  Foundation,  Inc.,  and  Dr. 
William  O.  McMillan  Jr.,  Associate 
Vice  President  for  Health  Sciences, 
WVU  Charleston  Division. 

The  House  Staff  Award  was  pre- 
sented to  Dr.  William  R.  Sims,  Past 
President  of  the  CAMC  house  staff 
council. 

Faculty  Awards 

The  following  awards  were  pre- 
sented to  CAMC  and  WVU  clinical 
faculty  by  the  residents: 

The  Medical  Education  Award  for 
significant  contributions  to  medical 
education  was  presented  to  Dr. 
Brittain  Mcjunkin  of  the  Department 
of  Internal  Medicine,  Section  of 
Gastroenterology. 

The  Clinician  of  the  Year  Award 
was  given  to  Dr.  Richard  E.  Klein- 
mann.  Department  of  Internal  Medi- 
cine, Section  of  Endocrinology. 

The  Vincent  Von  Kern  Award, 
awarded  by  surgery  residents  to  the 
clinician  who  has  contributed  signifi- 
cantly to  their  education,  was  pre- 
sented to  Dr.  Ali  AbuRahma. 

Dr.  John  A.  Hostler  received  the 
Pediatrics  Attending  Physician  of  the 
Year  Award  for  contributions  to  the 
Department  of  Pediatrics  house  staff. 

The  Dr.  Daniel  D.  Upthegrove 
Award,  initiated  this  year,  was 
awarded  to  Dr.  J.  J.  Smith  by  the 
Department  of  Behavioral  Medicine 
and  Psychiatry. 


CATEGORY  1,  AAFP  CREDIT 

The  1986  Annual  Meeting  of  the 
WVSMA  will  be  held  at  the  Green- 
brier in  White  Sulphur  Springs, 

wv. 

The  West  Virginia  University 
School  of  Medicine  is  accredited 
by  the  Accreditation  Council 
for  Continuing  Medical  Education 
( ACCME ) to  sponsor  continuing 
medical  education  for  physicians 
and  certifies  that  this  continuing 
medical  education  offering  meets 
criteria  for  17  credit  hours  in 
Category  I of  the  Physician’s 
Recognition  Award  of  the  American 
Medical  Association. 

The  Annual  Meeting  program 
will  carry  15]/2  Prescribed  Credit 
Hours  as  approved  by  the  American 
Academy  of  Family  Physicians. 
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Jeanny  Kalaycioglu  Pat  Durham 


Annual  Meeting  Program  Completed 

AMA,  SMA  Heads  Auxiliary  Guests 


Pat  Durham  (Mrs.  Mylie  E.,  Jr.) 
of  Houston,  Texas,  and  Margaret  Ann 
Morgan  (Mrs.  Frank  E.)  of  North 
Little  Rock,  Arkansas,  will  be  among 
honored  guests  when  the  Auxiliary  to 
the  West  Virginia  State  Medical  As- 
sociation holds  its  62nd  Annual  Meet- 
ing August  13-16. 

The  meeting  again  will  be  held 
concurrently  with  the  WVSMA  An- 
nual Meeting  at  the  Greenbrier  in 
White  Sulphur  Springs. 

Mrs.  Durham  was  installed  in  June 
as  the  new  President  of  the  American 
Medical  Association  Auxiliary.  She 
will  deliver  the  keynote  address  dur- 
ing the  opening  Auxiliary  session 
beginning  at  9:30  A.  M.  Thursday, 
August  14. 

Also  speaking  to  the  Auxiliary, 
during  the  Friday  morning  session, 
will  be  Mrs.  Morgan,  who  is  President 
of  the  Southern  Medical  Association 
Auxiliary. 

Mrs.  Durham  has  served  as  Presi- 
dent of  both  her  state  and  county 
auxiliaries  and  in  numerous  elected 
and  appointed  positions  at  the  national 
level. 

In  Houston,  the  AMA  Auxiliary 
President  works  for  the  scholarship 


programs  of  the  Houston  Livestock 
Show,  has  been  involved  with  the 
city’s  Museum  of  Medical  Science,  and 
participates  in  programs  for  the 
Houston  Zoological  Society  and  Citi- 
zens for  Animal  Protection. 

To  assume  the  position  of  Auxiliary 
President,  Mrs.  Durham  has  taken 
leave  from  Bernice  Wesley,  Inc.,  in 
Houston  where  she  is  employed  as 
fashion  buyer  and  Assistant  General 
Manager.  She  studied  fashion  and 


Margaret  Ann  Morgan 


styling  in  her  hometown  of  Houston 
and  in  New  York. 

She  also  works  in  the  Blue  Bird 
Circle,  the  organization  that  founded 
and  supports  the  Blue  Bird  Clinic  for 
children  with  neurological  disorders. 

(Continued  on  Next  Page) 


Committee  on  Nominations 
To  Meet  August  15 

The  WVSMA’s  Committee  on 
Nominations  shall  consist  of  district 
Councilors,  and  the  Junior  Coun- 
cilor-at-Large,  who  shall  serve  as 
Chairman.  The  Councilors  from 
the  odd-numbered  districts  shall 
serve  as  the  nominating  committee 
in  odd-numbered  years,  and  the 
Councilors  from  even-numbered  dis- 
tricts shall  serve  in  even-numbered 
years.  Each  Councilor  District 
which  has  more  than  one  Councilor 
shall  be  represented  by  its  senior 
Councilor  in  point  of  service  on  the 
Committee.  The  Committee  shall 
consider  and  recommend  to  the 
House  of  Delegates,  prior  to  the 
election  of  officers,  in  its  final  ses- 
sion, its  nominees  for  the  office  of 
President  Elect,  Vice  President, 
Treasurer  and  the  AMA  Delegate 
and  Alternate;  and  the  Committee 
shall  submit  at  least  two  nominees 
for  all  officers  except  President 
Elect.  Nominations  also  may  be 
made  from  the  floor  of  the  House 
for  the  above  respective  offices. 

Following  is  a list  of  the  names 
of  physicians  who  will  serve  on  the 
1986  Committee  on  Nominations: 
Drs.  John  B.  Markey  of  Charleston, 
Junior  Councilor-at-Large,  Chair- 
man; District  II — George  A.  Curry 
of  Morgantown;  District  IV — Larry 
C.  Rogers  of  Petersburg;  District 
VI — James  L.  Bryant  of  Clarks- 
burg; District  VIII — Thomas  La 
Mar  Stahly  of  Summersville;  Dis- 
trict X — George  W.  Hogshead  of 
Nitro;  District  XII — Diane  E. 
Shafer  of  Williamson;  and  District 
XIV — Stephen  L.  Sebert  of  Fairlea. 

The  WVSMA  Committee  on 
Nominations  will  hold  a 5 P.  M. 
meeting  on  Friday,  August  15,  in 
the  Washington  Room  at  The 
Greenbrier  in  White  Sulphur 
Springs. 
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Pat  and  her  husband,  a general 
surgeon,  have  two  sons  and  two  grand- 
children. 

Mrs.  Morgan  a Nurse 

Mrs.  Morgan,  a registered  nurse, 
is  Past  President  of  both  her  county 
and  state  auxiliaries.  She  is  active  in 
many  fields  including  hospital  aux- 
iliaries, child  care  institutions  and  her 
church,  Central  Baptist  Church. 

Her  husband  is  a gynecologist,  and 
they  are  the  parents  of  a son  and 
daughter. 

More  than  200  spouses  of  physi- 
cians are  expected  to  attend  the 
Auxiliary’s  business  sessions,  over 
which  Jeanny  Kalaycioglu  (Mrs.  M. 
V.)  of  Shinnston,  President,  will 
preside. 

An  invitation  has  been  extended  to 
Auxiliary  members  to  attend  the  first 
session  of  the  State  Medical  Associa- 
tion’s House  of  Delegates  Wednesday, 
August  13,  at  2:45  P.  M.  in  Gover- 
nor’s Hall.  Dr.  John  J.  Coury  of  Port 
Huron.  Ohio,  AMA  President,  will  be 
the  principal  speaker. 

Auxiliary  members  also  were  in- 
vited to  attend  formal  opening  cere- 
monies of  the  Association’s  119th  An- 
nual Meeting  beginning  at  9 A.  M. 
Thursday,  also  in  Governor’s  Hall. 
Robert  L.  Voile,  Ph.D.,  will  deliver 
the  keynote  Thomas  L.  Harris  Ad- 
dress. Doctor  Voile  is  Associate  Dean 
for  Research  and  Basic  Sciences, 
University  of  Kentucky,  Lexington.  To 
assume  new  duties  as  President  of  the 
National  Board  of  Medical  Examiners 
in  Philadelphia  September  1,  his  sub- 
ject wfill  be  “The  National  Board, 
Medical  Education  and  Licensure.” 

Dr.  David  Z.  Morgan  of  Morgan- 
town, WVSMA  President,  will  be 
recognized  for  brief  remarks  prior  to 
Mrs.  Durham’s  address  Thursday 
morning. 

Friday  Schedule  Includes  Dance 

During  the  second  session  Friday 
morning,  Mrs.  Durham  will  install 
Linda  Turner  (Mrs.  Charles  E.)  of 
Huntington  as  President,  and  other 
new  officers.  Mrs.  Turner,  whose 
husband  will  be  installed  as  WVSMA 
President  Saturday,  will  give  her 
inaugural  address. 


A dance  to  the  music  of  the  Bo 
Thorpe  Band,  which  also  played 
during  the  1985  State  Medical  As- 
sociation convention  in  Charleston, 
will  be  held  from  9 to  12  Friday 
evening  in  Chesapeake  Hall.  Invita- 
tions at  no  charge  wfill  be  available  at 
the  Auxiliary  registration  desk. 

For  other  scheduled  activities,  see 
the  official  Auxiliary  program  in  this 
issue  of  The  Journal. 


REGISTRATION 

Wednesday  Morning 

Physicians  — 

Greenbrier  Registration  Lobby 
8:00  A.M.-12  Noon 

Exhibitors  — Exhibit  Center 
8:00  A.M.-4:30  P.M. 

Wednesday  Afternoon 

Exhibit  Center  — 

12:30-4:30  P.M. 

Thursday 

Exhibit  Center  — 

8:00  A.M.-4:30  P.M. 

Friday 

Exhibit  Center  — 

8:00  A.M.-4:30  P.M. 

Saturday  Morning 

Exhibit  Center  — 

8:30  A.M.-12:30  P.M. 

Saturday  Afternoon 

Physicians  — - 

Greenbrier  Registration  Lobby 
1:00-3:00  P.M. 


CNA  SEMINAR 
Registration 
Exhibit  Center 
1:30  P.M. 

THURSDAY  AND  FRIDAY 


EXHIBIT  HOURS 
Wednesday 

August  13  — 2:00  P.M.-4:30  P.M. 
Thursday 

August  14  — 8:00  A.M.-4:30  P.M. 
Friday 

August  15  — 8:00  A.M.-4:30  P.M. 
Saturday 

August  16 — 8:30  A.M. -12:30  P.M. 


Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1986,  as  compiled 
by  Ernest  W.  Chick.  M.  D.,  MU 
Director  of  Continuing  Medical  Ed- 
ucation; Robert  E.  Kristofco,  WVU 
Assistant  to  the  Dean /Continuing 
Medical  Education;  J.  Zeb  Wright, 
Ph.D.,  Director  of  Continuing  Educa- 
tion Outreach  and  Community  Affairs, 
WVU  Charleston  Division;  and 
Sharon  Hall,  Director  of  Continuing 
Education,  Charleston  Area  Medical 
Center  (also  in  charge  of  WVU 
Charleston  Division  on-campus  CME). 
The  schedule  is  presented  as  a con- 
venience for  physicians  in  planning 
their  continuing  education  program. 
(Other  national,  state  and  district 
medical  meetings  are  listed  in  the 
Medical  Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown.  Charleston 
and  W heeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  by  calling  Doctor  Chick  at 
(304)  526-0515;  Kristofco,  (304) 
293-3937;  Wright,  (304)  347-1243; 
and  Hall,  (304)  348-9580. 

W est  Virginia  University 

Aug.  1-2.  Charleston,  Advanced 
Trauma  Life  Support 

"Sept.  6,  Morgantown.  Common  Spine 
Problems 

Sept.  10.  Charleston.  Home  Health 
Seminar 

Sept.  13,  Charleston.  Searching  Med- 
line: A Guide  for  the  Health  Pro- 
fessional 

"Sept.  19-20,  Morgantown.  Ob-Gyn 
Teaching  Days 

Sept.  24,  Charleston,  Teleconference: 
“Who  Lives,  Who  Dies,  Who 
Decides?” 
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Oct.  1,  Charleston,  Faculty  Research 
Day 

*Oct.  10-11,  Morgantown,  Internal 
Medicine  Update  ’86 

Oct.  14,  Charleston.  The  Role  of 
Autologous  Bone  Marrow  Trans- 
plantation for  Solid  Tumors 

Oct.  18,  Morgantown,  7th  Annual 
Ophthalmology  Conference 

Oct.  18-19,  Charleston,  Advanced 
Cardiac  Life  Support  Provider 
Course 

*Oct.  23-24,  Morgantown,  12th  Hal 
Wanger  Family  Practice  Conference 

Oct.  24,  Charleston,  Emergency  Care 
Seminar 

*Oct.  25,  Morgantown,  Pediatric 
Octoherfest 

"Nov.  1,  Morgantown,  Cardiology 
Update 

Nov.  5,  Charleston,  Childhood  Obesity 

*Nov.  22,  Morgantown,  Magnetic 
Resonance  Imaging 

Dec.  11,  Charleston,  Newer  Treat- 
ments for  Lung  Cancer 

0 in  conjunction  with  WVU  football 
games 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Bluefield,  Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room, 
3rd  Thursday,  Noon-2  P.  M.  — 
Aug.  ( vacation ) 

Sept.  18,  “Colon  Carcinoma,” 
Steven  Jubelirer,  M.  D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday, 
8-10  A.M.  — August  (vacation) 

Sept.  10,  “Outpatient  Chemo- 
therapy,” Arvind  Shah,  M.  D. 

Oct.  8,  “Pediatric  Cardiology” 
(speaker  to  be  announced) 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— Aug.  6,  “Dealing  With  Anxiety 
of  COPD  Patients,”  Veena  Bhanot, 
M.  D. 

Sept.  3,  “Workup  of  Bleeding  Dis- 
orders & Related  Cancer  Problems,” 
Steven  Jubelirer,  M.  D. 


Green  brier,  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  P.  M.  — 
Aug.  19,  “Newer  Imaging  Tech- 
niques” (speaker  to  be  announced) 

Sept.  16,  “Occupational  Lung  Dis- 
eases,” Dominic  Gaziano,  M.  D. 

Madison,  Boone  Memorial  Hospital, 
2nd  Tuesday,  7-9  P.  M.  — Aug. 
(vacation) 

Sept.  7,  “Diet  & Cancer,”  Sue 
Warren,  M.  D. 

Oct.  14,  “Update  Respiratory 
Therapy,”  Mahendra  Patel,  M.  D. 

Nov.  11,  “Acute  Medical  Emergen- 
cies & Transport,”  John  Walker, 
R.N.,  & Nancy  Crittenden,  R.N. 

Oak  Hill,  Plateau  Vocational  Center 
( Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — Aug.  (vacation) 

Sept.  23,  “Colonoscopy,”  Brittain 
Mcjunkin,  M.  D. 

Oct.  28,  “Update  Cardiovascular 
Surgery”  ( speaker  to  be  an- 
nounced ) 

Summersville,  Summersville  Memorial 
Hospital,  1st  Tuesday,  6:30-8:30 
P.  M.  — Aug.  (vacation) 

Sept.  2,  “Evaluation  of  Adrenal 
Function,”  Richard  Kleinmann, 
M.  D. 

Oct.  7,  “Diagnosis  & Management 
of  the  Stroke  Patient,”  Curtis 
Withrow,  M.  D., 

Nov.  4,  “Pulmonary  Function  Test- 
ing,” Bippin  Avashia,  M.  D. 

W elch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
Aug.  (vacation) 

Sept.  17,  “Reading  Chest  X-Rays,” 
Bippin  Avashia,  M.  D. 

Oct.  15,  “ENT,”  Nabil  Aragheb, 
M.  D. 

Nov.  19,  “Update  Hematological 
Malignancies”  (speaker  to  be  an- 
nounced ) 

W hitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Aug.  (vacation) 

Sept.  24,  “Lipdate  Dermatology,” 
Robert  Point,  M.  D. 

Oct.  22,  “Update  Emergency  Medi- 
cine,” Edward  Wright,  M.  D. 


Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — Aug.  (vacation) 

Sept.  4,  “Leukemia  & Blood  Pro- 
ducts,” Victorino  Teleron,  M.  D. 


Review  A Book 


The  following  books  have  been  re- 
ceived by  the  Headquarters  Office  of 
the  State  Medical  Association.  Med- 
ical readers  interested  in  reviewing 
any  of  these  volumes  should  address 
their  requests  to  Editor,  The  West 
Virginia  Medical  Journal,  Post  Office 
Box  4106,  Charleston  25364.  We’ll 
be  happy  to  send  the  books  to  you, 
and  you  may  keep  them  for  your  per- 
sonal libraries  after  submitting  to  The 
Journal  a review  for  publication. 

The  Physician  and  the  Hopelessly 
III  Patient:  Legal,  Medical  and  Ethi- 
cal Guidelines  (Society  for  the  Right 
to  Die).  $5.  250  West  57th  Street, 
New  York.  NY  10107.  1985. 

Caring,  by  Annette  Swackhamer, 
R.N.,  and  Ralph  W.  Moss.  $15.95. 
Doubleday  and  Company,  Inc.,  245 
Park  Avenue,  New  York,  NY  10167. 
1986. 

Existence,  Culture,  and  Psycho- 
therapy, by  Clinton  R.  Meek,  Ph.D. 
$19.95.  Philosophical  Library,  Inc., 
200  West  57th  Street,  New  York,  NY 
10019.  1986. 

Cardiac  Arrest : A True  Account  of 
Stolen  IAves,  by  Sarah  Spinks.  $17.95. 
Doubleday  and  Company,  Inc.,  2145 
Park  Avenue,  New  York,  NY  10167. 
1986. 


Convention  Timetable 

The  first  general  scientific  ses- 
sion will  follow  9 A.M.  opening 
exercises  Thursday,  August  14. 
General  sessions  also  will  be  held 
at  9:30  A.M.  Friday  and  Saturday. 

The  first  session  of  the  House  of 
Delegates  will  be  on  Wednesday 
afternoon,  August  13,  beginning  at 
2:45.  The  second  session  will  be 
on  Saturday  afternoon  beginning 
at  2:30. 
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Disability  Evaluation 
Handbook  Available 

The  1986  edition  of  the  Handbook 
for  Physicians  is  available  upon  re- 
quest from  the  Disability  Determina- 
tion Service  of  the  West  Virginia 
Division  of  Vocational  Rehabilitation, 
it  was  announced  by  A.  J.  Allen, 
Administrator.  The  new  edition  which, 
like  the  1979  edition  it  supersedes, 
explains  the  medical  basis  for  Social 
Security  disability  decisions. 

The  Handbook  is  intended  to  help 
physicians  and  other  health  profes- 
sionals understand  the  criteria  govern- 
ing Social  Security  disability  in- 
surance coverage  for  employees  and 
their  dependents  as  well  as  the  Supple- 
mental Security  Income  criteria. 

The  general  information  section 
discusses  questions  often  raised  by 
physicians  about  the  Social  Security 
definition  of  disability:  “The  inability 
to  engage  in  any  substantial  gainful 
activity  by  reason  of  any  medically 
determinable  physical  or  mental  im- 
pairment which  can  be  expected  to 
result  in  death  or  has  lasted  or  can 
be  expected  to  last  for  a continuous 


period  of  not  less  than  12  months  . . 
The  symptoms,  signs  and  laboratory 
findings  are  discussed  along  with 
medical  equivalency,  fees,  vocational 
factors  and  responses  to  requests  for 
medical  evidence  of  record. 

The  program  information  section 
describes  who  can  get  disability  pay- 
ments under  Social  Security  coverage 
(Title  II  of  the  Social  Security  Act) 
and  under  Supplemental  Security  In- 
come (Title  XVI  of  the  Social 
Security  Act ) . Those  provisions  which 
encourage  a return  to  employment  are 
also  described. 

The  listing  of  impairment  section 
uses  the  same  13  body  systems  to 
organize  the  categories  of  impair- 
ments for  each  system.  The  key  con- 
cepts used  in  evaluating  impairments 
and  the  medical  evidence  needed  pre- 
cedes the  criteria  in  each  body  system 
description.  One  example  of  a change 
from  the  previous  Handbook  concerns 
arterial  blood  gas  specifications. 
Another  change  is  the  complete  rewrit- 
ing of  the  section  of  mental  disorders, 
a task  accomplished  with  the  assist- 
ance of  a panel  of  52  representatives 


from  a cross  section  of  mental  health 
treatment  and  advocacy  groups. 

To  obtain  a copy  of  the  new  Hand- 
book. write:  Medical  Relations,  Dis- 
ability Determination  Service,  1206 
Quarrier  Street,  Charleston,  West  Vir- 
ginia 25301.  Telephone  343-5055 
locally  or,  in  West  Virginia,  1-800- 
344-5033. 


Registration  Fee 
For  Annual  Meeting 

There  will  he  a registration  fee 
of  $25  for  all  WVSMA  members 
attending  the  1986  Annual  Meeting 
August  12-17  at  the  Greenbrier  in 
White  Sulphur  Springs.  The  regis- 
tration fee,  as  noted  previously, 
was  established  this  year  by  Coun- 
cil to  help  offset  convention  ex- 
penses. There  will  be  no  fee  for 
residents,  students  and  nurses. 

A fee  of  $100  will  be  charged 
non-members  and  out-of-state  physi- 
cians. 


State  Medical  Association  Lists 
Names  of  New  Members 

The  following  is  a list  of  new  mem- 
bers, by  component  societies,  of  the  West 
Virginia  State  Medical  Association 
elected  from  January  1 through  April 


30,  1986: 

Cabell 

Alfred  Baldera  ...EM 

Huntington 

Hoyt  J.  Burdick  I 

Huntington 

Omar  A.  El  Bash  U-S 

Huntington 

Sonya  Gladshtein  Anes 

Huntington 

Joseph  F.  Hanna  C 

Huntington 

Theodore  P.  Haddox  . ObG 

Huntington 

David  Hinchman 
Huntington 

Vernon  Humbert  C 

Huntington 

Adel  Ibraham  GS 

Huntington 

Roger  G.  Kimber,  Jr.  FP 

Huntington 

Mysore  Narayan  ....  I-PUD 

Huntington 

Edwin  R.  Porres  I 

Huntington 

David  Reinecke  Oph 

Huntington 

Linda  Savory  FP 

Huntington 


An  Invitation 


jPliutiicianA , JV 


to 


ifSicianS,  ^Opouiei  an 


d Cjuesti 


Bo  Bhorpe  2), 


You're  Cordially  Invited  to  Attend 
the 

’ance  with  ^Bhpter-'lBinner  ddt)rinhi 

9:00-12:00  PM 
Friday,  August  15,  1986 
Chesapeake  Hall 
The  Greenbrier 


Hosts 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 
AUXILIARY 

CHAPMAN  PRINTING  COMPANY  OF  CHARLESTON 


(Note:  Invitations  will  be  available  at  both  the  Association  and 
Auxiliary  Registration  Desks.  There  is  no  charge  for  the  dance  and 
drinks;  however,  an  invitation  will  be  needed  for  admittance). 
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James  W.  Caudill  Oph 

Charleston 

Thomas  A.  Dickie  . - Anes 

Charleston 

M.  A.  Ghannam  ...  OTO 

South  Charleston 

James  Philip  Hall  . FP 

Clendenin 

Michael  G.  Holland  EM 

Ripley 

S.  R.  Jawalekar  __  Anes 

Charleston 

Wallace  C.  Johnson  I-GE 

Charleston 

Arundhati  V.  Kshirsagar  ...  . ObG 

Dunbar 

Manuel  D.  Lagman  ....  ..  FP 

Charleston 

David  P.  Lee  I-HEM 

Charleston 

Firasat  S.  Malik  CD-TS 

Charleston 

Brittain  McJunkin  .... I-GE 

Charleston 

Ivan  Mejia  Anes 

Charleston 

Prasadarao  B.  Mukkamala  PMR 

Charleston 

Mickey  Jon  Neal  Anes 

Charleston 

Alan  Richard  Nichols  R 

Charleston 

Alfred  K.  Pfister  I 

Charleston 

Joseph  Plymale  U-S 

Charleston 


(Continued  on  Next  Page) 


Brian  M.  Uniacke  FP 

Ft.  Gay 

Matthew  C.  Wilson  A 

Huntington 

Central  WV 

Keith  Burkhart  EM 

Buckhannon 

Gary  G.  Gammon  I 

Buckhannon 

JiH  H.  Hendra,  D.O. 

Mt.  Nebo 

Glen  R.  Snider,  Jr I 

Buckhannon 

Neal  David  Tishman,  D.O. 

Rock  Cave 

Jeanie  Wiest  Pd 

Buckhannon 

Eastern  Panhandle 

Jose  B.  Abella  ...  ObG 

Martinsburg 

J.  Michael  Waldeck  Pd 

Martinsburg 

Fayette 

Fred  L.  Akerberg  GP 

Charlton  Heights 

J.  Repaire  GP 

Montgomery 

Mark  D.  White  FP 

Oak  Hill 

Greenbrier  Valley 

Stephen  Thilen  Anes 

Ronceverte 

George  Robert  Thompson  .....  I 

White  Sulphur  Springs 


Hancock 

Mehr  Sultan 
Weir  ton 

Harrison 

Joseph  DiBlasio 
Clarksburg 


Peter  L.  Duffy  I 

Clarksburg 

Donald  R.  Frey FP 

Clarksburg 

Seetha  Ginjupalli I-CD 

Clarksburg 

Constance  E.  Godenick  __  FP 

West  Union 

Mark  T.  Godenick  FP 

West  Union 

Michael  Rabanal  S 

Clarksburg 

Doyle  R.  Sickles  OrS 

Clarksburg 

Jefferson 

Radha  Nathan  Pd 

Ranson 

Konrad  Charles  Nau  FP 

Harpers  Ferry 

Kanawha 

David  Abramowitz  R 

Charleston 

Pedro  S.  Baula  GP 

Scott  Depot 

Kanoj  Biswas ObG 

Charleston 

Spencer  L.  Bivens,  Jr.  I 

Charleston 

Abel  P.  Borromeo  Path-GP 

South  Charleston 


The  West  Virginia  University  School 
of  Medicine’s  student  scholarship  fund 
received  a bequest  of  nearly  $300,000 
from  the  estate  of  Hazel  Lynch 
Coffindaffer  of  Lost  Creek,  Harrison 
County,  who  died  in  1981,  the  widow  of 
Dr.  C.  Clyde  Coffindaffer,  who  died  in 
1961,  Mrs.  Coffindaffer  made  the 


bequest  through  the  Auxiliary  to  the 
Harrison  County  Medical  Society  and 
the  American  Medical  Association’s 
Education  and  Research  Foundation 
(AMA-ERF).  During  the  formal  pre- 
sentation of  the  gift  in  May  in  Clarks- 
burg (above),  WVSMA  President  David 
Z.  Morgan,  M.  D„  recognizes  three 


members  of  the  Harrison  Auxiliary  who 
were  instrumental  in  obtaining  the 
funds  (from  left),  Denny  Fischer,  Mary 
Harrison  and  Margaret  Gilman.  The 
bequest  of  $580,000  was  divided  equally 
between  WVU  and  the  Medical  College 
of  Virginia  where  Dr.  Coffindaffer 
received  his  M.  D.  degree.  (See  story  in 
the  June  issue  of  The  Journal.) 


AUGUST,  1986,  VOL.  82  283 


S.  Roshanna  Rothberg 
Charleston 

John  H.  Schmidt,  III  NS 

Charleston 

Kenneth  A.  Starling  Pd-HEM 

Charleston 

Donald  F.  Teter  FP 

South  Charleston 

Herbert  A.  Tipler  Oph 

South  Charleston 

Melchor  F.  Vidal  FP 

Charleston 

Sue  C.  Warren  I-FP 

Charleston 

Patrick  C.  Williams,  Jr.  _...ObG 

Charleston 

Logan 

Ulysses  D.  Agas  Path-GP 

Logan 

Alok  Bhattacharyya  N 

Logan 

Oscar  P.  Carrillo  FP-Anes 

Logan 

Dorval  P.  Donahoe  FP 

Stollings 

S.  M.  Mamidi  I-CD 

Logan 

Ernesto  C.  Manuel  GP 

Logan 

Milagros  Mercado  FP 

Kermit 

Henry  Mueller  ObG 

Man 

Ramanathan  Padmanaban  GS-OrS 

Logan 

B.  P.  Rao  I 

Whitman 

Satishchandra  N.  Rao  I 

Chapmanville 

Samuel  Rojas  Pd-GP 

Logan 

Pimpa  M.  Suttiratana  ObG 

Logan 

Educardo  S.  Velasco  GP 

Whitman 

Rogelio  Q.  Veloso  FP 

Logan 

Marion 

Patrick  C.  Bonasso  ObG 

Fairmont 

Joseph  K.  Lobl  I 

Fairmont 


CME /Evaluation/ Certification 

REMEMBER  ...  To  insure 
documentation  of  your  CME 
credits,  please  take  a few  minutes 
after  each  session  to  complete  the 
evaluation  form  and  return  it  to 
the  WVSMA’s  Registration  Desk; 
or,  mail  completed  form  to  CME 
Office,  WVU  School  of  Medi- 
cine, 104  Basic  Science  Building, 
PO  Box  6302,  Morgantown,  WV 
26506.  CME  Staff  at  WVU  will 
handle  certification  of  CME  credit 
to  physicians  for  the  1986  Annual 
Meeting. 


Marshall 

Edwin  Angulo  Anes 

Glen  Dale 

Frank  Domkoski 
Glen  Dale 

Michael  Ramsey  R 

Glen  Dale 

Martin  Scheinholtz  Anes 

Glen  Dale 

Chandra  S.  Swamy ObG 

Glen  Dale 

Manuel  A.  Villaverde  Path 

Glen  Dale 

Mason 

Georgianna  T.  Burns  Pd 

Pt.  Pleasant 

William  C.  Callihan,  II  Pd 

Pt.  Pleasant 

Mark  C.  Y.  Cheng  I 

Pt.  Pleasant 

Jamshed  R.  Nuggud  P-GP 

Gallipolis,  OH 

M.  C.  Shah  I 

Pt.  Pleasant 

Edward  J.  Sheridan,  III  Oph 

Pt.  Pleasant 

Skrikant  K.  Vaidya  U-S 

Pt.  Pleasant 

McDowell 

Regino  L.  Garcia  GP 

Bradshaw 

James  Lewis  I 

Welch 

Robert  D.  Piat  GS 

Welch 

Mercer 

Afzal  U.  Ahmed  „ R 

Princeton 

Rasikbhai  M.  Bhagat  GP-EM 

Bluefield 

Ram  P.  Bhasin  S-EM 

Bluefield 

Larry  V.  Carson  S 

Princeton 

Enrico  Cappiello  R 

Spanishburg 

Wallace  W.  Duncan  S 

Bluefield 

Stanley  S.  Hamaker  FP 

Princeton 

Ralph  Haynes  Pd 

Freeman 

David  Hopper 
Princeton 

Robert  Jones  GS 

Princeton 

Carol  Larson 
Princeton 

Mario  S.  Lucero GP 

Princeton 

Naeem  Pervaiz  U-S 

Princeton 

Don  Weston  P 

Princeton 

Mingo 

P.  P.  Zamora  GP 


Williamson 

Monongalia 

Henry  L.  Abrons 
Morgantown 

Pamela  S.  Fawley  P-GP 

Morgantown 


Nabil  M.  Jabbour  Oph 

Morgantown 

Dale  J.  Luketich  FP 

Blacks  ville 

Gregg  M.  O’Malley 
Morgantown 

David  M.  Morgan  P 

Morgantown 

William  H.  Wanger  FP 

Morgantown 

Ohio 

Felino  V.  Barnes  Pd 

Wheeling 

Bernard  O.  Garrett  R 

Wheeling 

Carl  J.  Kite  GS 

Wheeling 

Edward  Y.  Lai  R 

Wheeling 

Gary  Loh  R 

Wheeling 

Fredeswinde  Mejia  Pd 

Wheeling 

C.  Pamela  Parmar  FP 

Wheeling 

K.  N.  Reddy  GP 

St.  Clairsville,  OH 

Robert  S.  Robbins  Anes 

Wheeling 

Thomas  Romano  RHU-I 

Wheeling 

Terry  L.  Stake  R 

Wheeling 

Bennett  E.  Werner  I 

Wheeling 

Parkersburg 

James  M.  Beane FP 

Parkersburg 

Gloria  Calderon  P 

Parkersburg 

Wayne  B.  Cayton,  Jr.  EM 

Parkersburg 

W.  Michael  Hensley  R 

Parkersburg 

Brian  Powderly  FP 

Elizabeth 

Jon  Paul  Tipton  ...  A-PUD 

Marietta,  OH 

Mary  Anne  Totten  I-END 

Vienna 

Srini  Vasan  R 

Parkersburg 

Preston 

Max  Allen  Harned  FP 

Bruceton  Mills 

John  J.  Keefe  FP 

Terra  Alta 

David  Trenton,  D.O.  Ob 

Kingwood 

Raleigh 

Generoso  B.  Blando  EM 

Beckley 

Eipidio  Pauig  Carag  GP 

Beckley 

M.  I.  Dababnah  FP 

Beckley 

Surayia  T.  Hassan I 

Beckley 

Elias  H.  Isaac  GS 

Beckley 

Apolonio  E.  Lirio,  Jr. . U-S 

Crab  Orchard 
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Mariza  A.  Lirio  PM 

Crab  Orchard 

Govind  S.  Menawat  FP 

Beckley 

Meredith  Rohani GS 

Beckley 

R.  Chamanlal  Shah  P 

Beckley 

Rajnikant  S.  Shah GS 

Beckley 

Rajindra  Pratap  Singh  S 

Beckley 

Michael  J.  Weisner  FP 

Sprague 

South  Branch  Valley 

Bruce  W.  Leslie  I 

Petersburg 

Colin  Ramirly  Pd 

Petersburg 

Danine  A.  Rydland  ObG 

Petersburg 

Henry  G.  Taylor  I 

Franklin 


Summers 


I.  Braxton  Anderson  S 

Hinton 

Benjamin  L.  Plybon  S 

Hinton 

Steven  I.  Richman FP 

Hinton 

Chandra  P.  Sharma  FP 

Hinton 

Don  C.  Wood,  D.O.  FP 

Alderson 


Student  Members 

Clark  D.  Adkins 
MU,  Huntington 

Mark  C.  Bates 
WVU,  Charleston 

Joseph  Capito 
MU,  Huntington 

Gregory  A.  Carico 
MU,  Huntington 

Gregory  D.  Clarke 
WVU,  Morgantown 

Karen  E.  Clark 
MU,  Huntington 

Rodney  Lee  Curtis,  II 
WVU,  Morgantown 

Terry  G.  Daniel 
WVU,  Morgantown 

Mark  A.  DeMoss 
MU,  Huntington 

Debbie  DiVenanzo 
WVU,  Follansbee 

Michael  G.  Douglas 
MU,  Huntington 

Charles  B.  Franz 
WVU,  Maysville 

Charles  Garretson 
MU,  Huntington 

Michael  W.  Gibbs 
MU,  Huntington 

Gregory  L.  Glass 
MU,  Huntington 

William  C.  Hamilton 
MU,  Grove  City,  OH 


Tygart’s  Valley 

Daniel  H.  Stewart  GS 

Elkins 

Western 

Carroll  D.  Christenson  FP 

Spencer 

Daniel  Sumrock  FP 

Spencer 

Wetzel 

Justo  F.  Cabral,  Jr GP 


Paden  City 

R.  D.  Morris,  D.O. 

New  Martinsville 

Wyoming 

Lee  B.  Smith  S 

Mullens 


Resident  Members 

David  R.  Ayers 
Huntington 

David  J.  Brailer 
Philadelphia,  PA 

Kyran  Dowling 
Morgantown 

Richard  Mark  Hatfield 
Berwyn,  IL 

Randall  Hill 
Charleston 


Gaylen  S.  Johnson 
WVU,  Morgantown 

Matt  E.  Kalaycioglu 
WVU,  Morgantown 

Allen  Lewis 

MU,  Charleston 

Mary  Ann  Manakkil 
MU,  Huntington 

Mark  R.  Mason 
MU,  Huntington 

Thomas  G.  Mason,  II 
WVU,  Morgantown 

Anne  Kathryn  McBride 
WVU,  Morgantown 

Stevan  J.  Mihoan 
WVU,  Vienna 

Michael  R.  Ranger 
WVU,  Morgantown 

Chris  Patricoski 
WVU,  Morgantown 

Walter  E.  Pofahl,  II 
WVU,  Morgantown 

Monica  Richey 
MU,  Huntington 

Val  L.  Richey 
MU,  Huntington 

Rebecca  Iris  Sparks 
WVU,  Morgantown 


Juan  Mancillas 
Charleston 


Robert  Starr 

WVU,  Morgantown 


Lee  Ann  Skaff 
Morgantown 


Sandra  L.  Whitney 
WVU,  Morgantown 


1986  Roster  Corrections 

The  following  changes  have  been 
called  to  our  attention  and  should  be 
made  in  the  1986  Roster  of  Members 
under  Officers  of  Component  Societies: 

Eastern  Panhandle  — President, 
Robert  Straugh;  Secretary,  James  D. 
Helsley;  Jefferson  County  — Secretary, 
William  Miller;  Putnam  County  — 
President,  Max  A.  Harned;  Raleigh 
County  — President,  Ramon  Jereza; 
Summers  County  — Secretary,  J.  Brax- 
ton Anderson;  Western  — President, 
James  Kessel;  Wyoming  County  — 
President,  Lee  B.  Smith,  and  Secretary, 
Manuel  C.  Barit. 

The  following  physician  has  notified 
us  of  a correction  in  his  specialty  listing 
as  it  appears  in  the  1986  Roster: 

Kanawha  — John  W.  Byrd,  RHU. 

The  following  physicians  have  called 
to  our  attention  errors  in  the  spelling 
of  their  names  as  they  appear  in  the 
1986  Roster. 

Cabell  County  Rajendra  K.  Jain 
Eastern  Panhandle  Ramanujam  Eyyunni 
Fayette  County  Ravindranath  Bhirud 

( Note : Effective  May,  1986,  the  names 
of  physicians  elected  to  membership  in 
the  WVSMA  are  appearing  on  a monthly 
basis  in  The  Journal  — see  July  issue). 


Sports  Events  Planned 
Again  For  Convention 

State  doctors  and  auxilians  again 
plan  to  work  annual  golf  and  tennis 
competition  into  the  business  and 
scientific  program  schedule  for 
WVSMA’s  Annual  Meeting  at  the 
Greenbrier  August  12-17. 

Dr.  Estelito  B.  Santos  of  Huntington 
is  the  defending  champion  in  the 
medical  golf  tournament.  The  women’s 
golf  tournament  in  1985  was  cancelled 
because  of  rain. 

Dr.  Lionel  J.  Nair  of  Charleston  was 
the  winner  last  year  in  the  tennis 
competition,  in  round-robin  type  of 
play.  The  women’s  tennis  doubles 
winners  were  Pacita  Salon  (Mrs.  Ely) 
of  Beckley  and  Sandra  De  Ocampo 
( Mrs.  Roberto  ) of  Charleston. 


New  Officers 

Newly  elected  officers  of  The  West 
Virginia  Academy  of  Otolaryngology 
include  Drs.  R.  Austin  Wallace, 
Charleston,  President;  Ronald  L. 
Wilkinson,  Charleston,  Vice-President, 
and  James  L.  Bryant,  Clarksburg, 
Secretary-T  reasurer. 
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Medical  Meetings 


Kidney  Transplants  To  Resume, 
Charleston-Kanawha  Post  Filled 


Two  appointments  of  interest  in  the 
state  recently  were  announced:  Dr. 

Steven  Lachance  will  join  the  WVLI 
School  of  Medicine  faculty  this  fall, 
paving  the  way  for  the  School  to 
reinstate  its  kidney  transplant  pro- 
gram for  the  first  time  in  years;  and 
Dr.  Donald  M.  Rosenberg,  a former 
public  health  official  with  the  U.  S. 
Army  in  Texas,  began  work  in  July 
as  the  new  Director  of  the  Charleston- 
Kanawha  Health  Department. 

“Doctor  Lachance  comes  from  one 
of  the  top  kidney  programs  in  the 
country,”  said  Dr.  Donald  Lamm. 
Doctor  Lamm,  Chairman  of  Urology 
at  WVU,  headed  the  four-member 
search  committee  which  spent  well 
over  a year  looking  for  a kidney 
transplant  specialist. 

“It’s  been  six  or  seven  years  since 
we  had  a transplant  program,”  Doctor 
Lamm  said,  adding  that  the  transplant 
program  should  begin  sometime  after 
Doctor  Lachance’s  arrival  September 
15. 

Located  in  Oregon 

Doctor  Lachance,  32,  currently 
practices  surgery  at  Oregon  Health 
Sciences  University  in  Portland.  A 
graduate  of  Northwestern  University 
Medical  School  in  Chicago,  Doctor 
Lachance  did  his  intern  and  residency 
work  at  OHSU.  He  is  the  author  of 
several  medical  publications  and  has 
been  involved  in  research  to  improve 
kidney  preservation  for  transplants. 

Like  Doctor  Lamm,  Doctor  La- 
chance is  a urologist.  But  Doctor 
Lamm  said  administrative  duties  have 
precluded  him  from  reinstating  the 
transplant  program  until  another  quali- 
fied urologist  was  brought  in. 

Doctor  Lachance’s  primary  duties 
will  be  performing  kidney  transplants 
at  WVU  Hospital.  But  the  surgeon 
also  will  be  involved  in  kidney  trans- 
plant research  and  teaching  medical 
classes  at  WVU,  Doctor  Lamm  said. 

Meanwhile,  Charleston  Area  Medi- 
cal Center  said  it  hopes  to  launch  its 
own  kidney  transplant  program  some- 
time next  summer.  Gary  Chernenko, 


Director  of  Community  Affairs  for 
CAMC,  said  the  Hospital  is  conducting 
a search  for  a kidney  transplant 
surgeon. 

Replaces  Doctor  Seekford 

Doctor  Rosenberg,  49,  replaces  Dr. 
Page  Seekford,  who  retired  earlier 
this  year  after  heading  the  Depart- 
ment for  more  than  20  years. 

Dr.  I.  A.  Wiles,  a former  health 
official  from  Morgantown  who  was 
Doctor  Rosenberg’s  first  military 
commander,  urged  Doctor  Rosenberg 
to  apply  for  the  job.  “He  was  instru- 
mental in  convincing  me  to  come,” 
Doctor  Rosenberg  said. 

Doctor  Wiles  praised  Doctor  Rosen- 
berg’s work.  “He  has  the  type  of 
training  that  I think  we  need  in  West 
Virginia.  He  is  specially  certified  in 
preventive  medicine,”  Doctor  Wiles 
said. 

Doctor  Rosenberg  has  an  under- 
graduate degree  from  Columbia  Uni- 
versity in  New  York  City,  a medical 
degree  from  the  University  of 
Lausanne  in  Switzerland,  and  a 
master’s  degree  in  public  health  from 
Johns  Hopkins  University  in  Balti- 
more. 

He  taught  preventive  medicine  and 
public  health  to  incoming  physicians 
and  administrators  who  received  train- 
ing through  the  Army,  and  ran  public 
health  programs  at  all  the  Army’s 
military  installations.  Recently,  he 
worked  on  a study  of  the  Army’s  out- 
patient care  system. 


Fertility  Society 
To  Issue  Guidelines 

Results  of  the  deliberations  of  the 
American  Fertility  Society’s  Ethics 
Committee  will  be  released  Septem- 
ber 8.  The  revolutionary  new  tech- 
nologies in  human  reproduction  de- 
veloped over  the  past  few  years  have 
raised  a number  of  legal,  ethical, 
moral  and  social  questions  which  have 
gone  unanswered  in  this  country,  the 
Society  said. 


Aug.  7-10— International  Doctors  in  Alco- 
holics Anonymous,  San  Diego. 

Aug.  12-17 — 119th  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 

Aug.  14-15— WVSMA  Loss  Control  Seminar, 
White  Sulphur  Springs. 

Sept.  12-18— Am.  College  of  Radiology, 

Baltimore. 

Sept.  15-17— Am.  College  of  Nutrition, 

Washington,  DC. 

Sept.  15-18— Am.  College  of  Emergency 

Physicians,  Atlanta. 

Sept.  20— WVSMA  Loss  Control  Seminar, 

Parkersburg. 

Sept.  22-26— Am.  College  of  Chest  Physi- 
cians, San  Francisco. 

Sept.  25-28— Am.  Society  of  Internal  Medi- 
cine, Seattle. 

Sept.  27-Oct.  2— Am.  Academy  of  Family 
Physicians,  Washington,  DC. 

Oct.  5-8— Am.  Neurological  Assoc.,  Boston. 

Oct.  8-10— Traumatic  Head  Injury  Con- 
ference, Braintree,  Mass. 

Oct.  14-18— Medical  Group  Management 
Association,  Loss  Angeles. 

Oct.  15-17— Am.  College  of  Gastroentero- 
logy, Atlanta. 

Oct.  18— WVSMA  Loss  Control  Seminar, 
Beckley. 

Oct.  19-24— Am.  College  of  Surgeons,  New 
Orleans. 

Oct.  19-24— Am.  Academy  of  Physical  Medi- 
cine & Rehabilitation,  Baltimore. 

Nov.  2-7— Am.  Society  of  Therapeutic 
Radiology  & Oncology,  Los  Angeles. 

Nov.  8— WVSMA  Loss  Control  Seminar, 
Huntington. 

Nov.  9-13— Am.  Academy  of  Ophthalmo- 
logy, New  Orleans. 

Nov.  12-16— Am.  Medical  Women’s  Assoc., 
St.  Louis. 
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Convention  Program 


119th  ANNUAL  MEETING 

of  the 

West  Virginia  State  Medical  Association 
THE  GREENBRIER,  WHITE  SULPHUR  SPRINGS 
August  12-17,  1986 


PROGRAM  COMMITTEE 

John  W.  Traubert,  M.D. 
Morgantown 
Chairman 

Marshall  J.  Carper,  M.D. 
South  Charleston 
Richard  E.  Kleinmann,  M.D. 
Charleston 
Jose  I.  Ricard,  M.D. 

Huntington 
John  A.  Rizzo,  M.D. 
Fairmont 

William  N.  Walker,  Jr.,  M.D. 
Clarksburg 


WEDNESDAY  MORNING 
August  13 

(Eastern  Daylight  Time) 

8:00-12:00  Noon  — Physician  Registra- 
tion, Registration  Lobby. 

8:00-4:30  — Registration,  Exhibitors, 
Exhibit  Center. 

9:30 — Pre-Convention  Meeting  of  the 
Council.  Carl  J.  Roncaglione,  M.D., 
Presiding  (Hayes  Room). 

WEDNESDAY  AFTERNOON 

12:30-4:30 — Physician  Registration,  Ex- 
hibit Center. 

2:45 — First  Session  of  the  House  of 
Delegates.  David  Z.  Morgan,  M.D., 
Presiding  (Governor’s  Hall). 

Invocation — Joseph  T.  Skaggs,  M.D., 
Charleston. 

Address:  John  J.  Coury,  Jr.,  M.D., 
President,  American  Medical  As- 
sociation. Subject:  “Medicine: 

Today  and  Tomorrow.” 

Presentation  of  AMA-ERF  Grants 
to  the  West  Virginia  and  Marshall 
University  Schools  of  Medicine. 

Business  Meeting. 

6:30 — President’s  Reception.  Parker/ 
Hunter  of  Clarksburg,  host  (Taft 
Room). 


THURSDAY  MORNING 
August  14 

Breakfast  Meeting 

7:30 — Component  Society  Presidents. 
Charles  E.  Turner,  M.D.,  President 
Elect,  West  Virginia  State  Medical 
Association,  Presiding  (Chesapeake 
Bay). 

Opening  Exercises 
(Governor’s  Hall,  Exhibit  Center) 

8:00-4:30 — Registration,  Exhibit  Center. 

9:00 — Call  to  Order — David  Z.  Morgan, 
M.D.,  President,  West  Virginia  State 
Medical  Association. 

Invocation — Joe  N.  Jarrett,  M.D., 
Oak  Hill. 

Address  of  Welcome  — David  Z. 
Morgan,  M.D. 

Introduction  of  1986  Program  Com- 
mittee. 

“The  Thomas  L.  Harris  Address” 
Robert  L.  Voile,  Ph.D.,  Associate 
Dean  for  Research  and  Basic  Sci- 
ences, University  of  Kentucky,  Lex- 
ington. Subject:  “The  National 

Board,  Medical  Education  and 
Licensure.” 

Note:  As  of  September  1,  1986, 

Doctor  Voile  will  assume  his  new 
duties  as  President  of  the  National 
Board  of  Medical  Examiners,  Phila- 
delphia. 

First  General  Session 

John  W.  Traubert,  M.D.,  Moderator 

9:45 — Richard  E.  Kleinmann,  M.D., 
Associate  Professor  of  Medicine, 
WVU  School  of  Medicine,  Charles- 
ton Division.  Subject:  “Approach 

to  the  Solitary  Thyroid  Nodule.” 

10:30 — Coffee  Break  to  Visit  Exhibits. 

11:00 — Panayotis  Ignatiadis,  M.D.,  Clini- 
cal Assistant  Professor  of  Neuro- 
logical Surgery,  Marshall  University 
School  of  Medicine,  Huntington. 
Subject:  “Headaches:  A Daily 

Enigma.” 


11:45 — Frederick  C.  Whittier,  M.D.,  Pro- 
fessor of  Medicine,  Northeastern 
Ohio  Universities  College  of  Medi- 
cine; and  Deputy  Program  Director, 
Affiliated  Hospitals  at  Canton, 
Canton,  OH.  Subject:  “Geriatric 

Hypertension.” 

12:30 — Recess  for  Lunch. 

THURSDAY  AFTERNOON 

12:30 — Luncheon  Honoring  Past  Presi- 
dents of  the  West  Virginia  State 
Medical  Association.  Carl  J.  Ron- 
caglione, M.D.,  Presiding  (Chesa- 
peake Bay). 

1:00 — Public  Health  — Local  Health 
Officers  Conference.  David  K. 
Heydinger,  M.D.,  Director,  West 
Virginia  State  Health  Department, 
Presiding  (Jackson  Room). 

“Loss  Control  Seminar” 
(Mountaineer  Room, 

Exhibit  Center) 

Michael  J.  Lewis,  M.D.,  Moderator 

1 :30 — Registration. 

2:00 — Michael  J.  Lewis,  M.D.,  Associate 
Professor,  Department  of  Family 
Practice,  WVU  School  of  Medicine, 
Morgantown.  Subject:  “Pretest, 

Logistics  and  Panel  Introductions.” 

2:15 — Don  Sensabaugh,  Jr.,  J.D.,  Mem- 
ber, Law  Firm  of  Kay,  Casto  and 
Chaney,  Charleston.  Subject:  “Le- 
gal Aspects  of  West  Virginia 
Statutes,  Negligence,  Informed  Con- 
sent and  Medical  Records.” 

3:15 — Coffee  Break. 

3:30 — Joseph  L.  Robertson,  Service  Of- 
fice Manager,  CNA,  Charleston. 
Subject:  “Responsibilities  and  Ac- 
tivities of  Insurors,  How  and  Why 
to  Cooperate,  Claim  Reporting  and 
Deciding  to  Settle  or  Go  to  Court.” 

4:30 — Doctor  Lewis — Office  Staff  Giv- 
ing Telephone  Advice  Contrary  to 
Physician  Desires. 
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5:00 — Closing  Remarks  and  Adjourn- 
ment. 

2:00 — Executive  Council,  WVU  School 
of  Medicine  Alumni  Association. 
John  N.  Hutzler,  Jr.,  M.D.,  Chair, 
Presiding  (Wilson  Room). 

2:30— WESPAC.  Mrs.  Esther  (Harry 
S.)  Weeks  and  David  Z.  Morgan, 
M.D.,  Co-Chairpersons,  Presiding 
(West  Virginia  Room). 

4:30 — Resolutions  Committee.  Cordell 
A.  de  la  Pena,  M.D.,  Presiding 
(Pierce  Room). 

THURSDAY  EVENING 

6:30 — Cocktail  Party.  West  Virginia 
University  Alumni  Association. 
Richard  A.  DeVaul,  M.D.,  and 
Douglas  E.  McKinney,  M.D.,  co- 
hosts (Exhibit  Center). 

6:30 — Cocktail  Party.  West  Virginia 
Chapter,  Medical  College  of  Vir- 
ginia Alumni  Association.  George 
Naymick,  M.D.,  in  charge  (Exhibit 
Center). 

6:30 — Cocktail  Party  for  Exhibitors. 
West  Virginia  State  Medical  As- 
sociation, host  (Exhibit  Center). 

FRIDAY  MORNING 
August  15 

Breakfast  Meetings 

7:00 — Section  on  Internal  Medicine. 
Maurice  A.  Mufson,  M.D.,  Presiding 
(Eisenhower  Parlor  B). 

Guest  Speaker:  John  A.  Thomas, 
Ph.D.,  Vice  President,  Corporate 
Research,  Travenol  Laboratories, 
Round  Lake,  IL.  Subject:  “New 

Drugs  Through  Recombinant  DNA.” 

7:00 — Section  on  Surgery.  Bill  M. 
Atkinson,  M.D.,  Presiding  (Lee 
Room). 

Guest  Speaker:  M.  D.  Avington, 

M.D.,  Cardiologist,  Parkersburg. 
Subject:  “Preoperative  Cardiac 

Consultation.” 


8:00-4:30 — Registration,  Exhibit  Cen- 
ter. 


Section  Meeting 

8:30 — Section  on  Dermatology.  William 
A.  Welton,  M.D.,  Presiding  (Wilson 
Room). 

Case  Presentations. 

Second  General  Session 
(Governor’s  Hall,  Exhibit  Center) 

Jack  H.  Baur,  M.D.,  Moderator 

9:30 — Thomas  E.  Finucane,  M.D.,  As- 
sistant Professor  of  Medicine,  Divi- 
sion of  Comprehensive  Medicine, 


WVU  School  of  Medicine,  Morgan- 
town. Subject:  “Polypharmacy  and 
the  Elderly.” 

10:15 — Coffee  Break  to  Visit  Exhibits. 

10:45 — Mabel  M.  Stevenson,  M.D.,  Direc- 
tor, Tri-State  Red  Cross  Blood 
Services;  and  Clinical  Professor 
of  Pathology,  Marshall  University 
School  of  Medicine,  Huntington. 
Subject:  “The  Judicious  Use  of 

Blood  and  Blood  Products.” 

11:30 — Irma  H.  Ullrich,  M.D.,  Professor 
of  Medicine,  Section  of  Endocri- 
nology/Metabolism, WVU  School 
of  Medicine,  Morgantown.  Subject: 
“Non-Diabetic  Endocrine  Emergen- 
cies.” 

12:15 — Recess  for  Lunch. 

FRIDAY  AFTERNOON 

12:30 — Cancer  Committee.  Business 
Meeting.  Alvin  L.  Watne,  M.D., 
Presiding  (Eisenhower  Parlor  C). 

12:30 — Publication  Committee.  Stephen 
D.  Ward,  M.D.,  Presiding  (Jackson 
Room). 

12:30 — West  Virginia  Medical  Institute, 
Inc.,  Board  of  Trustees  Meeting. 
Harry  S.  Weeks,  Jr.,  M.D.,  Presid- 
ing (Tyler  Room). 

1:00 — West  Virginia  Chapter,  American 
College  of  Emergency  Physicians. 
Ernest  J.  Bonitatibus,  M.D.,  Presid- 
ing (Pierce  Room). 

Guest  Speaker:  Frederick  C.  Blum, 
M.D.,  Department  of  Emergency 
Medicine,  WVU  Medical  Center, 
Morgantown.  Subject:  “Pediatric 

Emergencies.” 

“Loss  Control  Seminar” 
(Continued) 
(Mountaineer  Room, 

Exhibit  Center) 

Michael  J.  Lewis,  M.D.,  Moderator 

1 :30 — Registration. 

2:00 — Cursory  Practice  (Inadequate 
History  and  Exam  Fail  to  Detect 
Potential  for  Drug  Interaction  with 
Lethal  Results) 

2:30 — Altered  Records  (Physician 
“Corrections”  in  Medical  Records 
Totally  Discredit  Testimony  and 
Record  Keeping) 

3:00 — Coffee  Break. 

3:15 — Lack  of  Team  Coordination 
(Failure  to  Coordinate  Physician 
Treatments  and  “Loose  Talk”  at 
Nursing  Station  Provoke  Suit) 


4:00 — Questions  and  Answers  to  Panel 
Members. 

4:30 — Completion  of  Evaluation  Sheet. 

5:00 — Closing  Remarks  and  Adjourn- 
ment. 

Note:  Attendees  (limited  to  50  advance 
registrations)  must  be  present  at  all 
six  (6)  hours  of  Loss  Control  Seminar 
instruction  and  must  complete  pre-test/ 
evaluation  to  receive  credit.  An  appro- 
priate personalized  certificate  will  be 
awarded.  In  addition,  those  who  com- 
plete the  course  will  receive  a five  (5) 
per  cent  reduction  in  malpractice  insur- 
ance premiums,  authorized  by  CNA  an- 
nually for  each  of  three  years. 

2:00 — Section  on  Orthopedic  Surgery. 
Stephen  I.  Lester,  M.D.,  Presiding 
(West  Virginia  Room). 

Guest  Speaker:  Robert  Neil  Hen- 
singer,  M.D.,  Professor,  Department 
of  Surgery,  Section  of  Orthopedic 
Surgery,  University  of  Michigan, 
Ann  Arbor.  Subject:  “Spondylolysis 
and  Spondylolisthesis  in  Children 
and  Adolescents.” 

2:00 — West  Virginia  State  Neurosurgi- 
cal Society.  Hossein  Sakhai,  M.D., 
Presiding  (Buchanan  Room). 

Business  Meeting. 

2:00 — West  Virginia  Chapter,  American 
Academy  of  Pediatrics.  Robert  A. 
Lewine,  M.D.,  Presiding  (Fillmore 
Room). 

Guest  Speaker:  Philip  J.  Porter, 

M.D.,  Associate  Professor  of  Pedi- 
atrics, Harvard  Medical  School; 
and  Director,  Healthy  Children 
Program,  Harvard  University,  Divi- 
sion of  Health  Policy  Research 
and  Education,  Boston.  Subject: 
“Healthy  Children  Project.” 

2:00 — West  Virginia  District  Branch, 
American  Psychiatric  Association. 
Kenneth  M.  Fink,  M.D.,  Presiding 
(Lee  Room). 

Guest  Speaker:  Steven  S.  Sharf- 

stein,  M.D.,  Deputy  Medical  Direc- 
tor, American  Psychiatric  Associa- 
tion, Washington,  DC.  Subject: 
“Economic  Future  for  Psychiatric 
Care.” 

Business  Meeting. 

3:00 — Executive  Committee,  Preferred 
Medical  Care  Network  of  West 
Virginia,  Inc.  Thomas  P.  Rogers, 
Presiding  (Grant  Room). 

5:00 — Committee  on  Nominations.  John 
B.  Markey,  M.D.,  Presiding  (Wash- 
ington Room). 
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FRIDAY  EVENING 

9:00 — Dance.  Music  by  Bo  Thorpe  and 
His  Orchestra,  Rocky  Mount,  North 
Carolina.  West  Virginia  State  Medi- 
cal Association  and  Auxiliary, 
hosts  (Chesapeake  Hall). 

After-Dinner  Drinks.  Chapman 
Printing  Company,  Charleston, 
host. 

SATURDAY  MORNING 
August  16 

Breakfast  Meetings 

7:30 — West  Virginia  Gastrointestinal 
Society.  Thomas  W.  Kiernan,  M.D., 
Presiding  (Wilson  Room). 

Guest  Speaker:  Robert  R.  Schade, 
M.D.,  Associate  Professor  of  Medi- 
cine, University  of  Pittsburgh  School 
of  Medicine,  Pittsburgh.  Subject: 
“Update  on  Liver  Transplantation.” 

7:30 — West  Virginia  Radiological  Soci- 
ety. Leonidas  Castro,  M.D.,  Pre- 
siding (Tyler  Room). 

Guest  Speaker:  William  L.  Craw- 
ford, M.D.,  Program  Director, 
Youngstown  Integrated  Diagnostic 
Radiology  Residency;  and  Associate 
Professor  of  Radiology,  North- 
eastern Ohio  Universities  College  of 
Medicine,  Youngstown,  OH.  Sub- 
ject: “Controversies  In  Mammo- 

graphy.” 

8:00 — West  Virginia  Urological  Society. 
Rafael  E.  Molina,  M.D.,  Presiding 
(Jackson  Room). 


ogy,  Department  of  Surgery,  Divi- 
sion of  Urology,  Duke  University 
Medical  Center,  Durham,  NC.  Sub- 
ject: “Medical  and  Surgical  Man- 
agement of  Kidney  Stone  Disease.” 

8:30-12:30 — Registration.  Exhibit  Cen- 
ter. 

Third  General  Session 

(Governor’s  Hall,  Exhibit  Center) 

Richard  A.  DeVaul,  M.D.,  Moderator 

9:30 — C.  Lawrence  Kien,  M.D.,  Ph.D., 
C.  E.  Compton  Professor  of  Nu- 
trition; Chief,  Section  of  Clinical 
Nutrition,  Department  of  Medicine; 
and  Professor,  Department  of 
Pediatrics  and  Biochemistry,  WVU 
School  of  Medicine,  Morgantown. 
Subject:  “Facts  and  Fads  in  Nu- 
trition.” 

10:15 — Coffee  Break  to  Visit  Exhibits. 

10:45 — Michael  J.  Lewis,  M.D.,  Associ- 
ate Professor,  Department  of  Family 
Practice,  WVU  School  of  Medicine, 
Morgantown.  Subject:  “Strict  Dia- 
betes Control:  Who?  How?  Why?” 

11:30 — Paul  D.  Saville,  M.D.,  Clinical 
Professor  of  Medicine,  WVU  School 
of  Medicine,  Charleston  Division. 
Subject:  “Clinical  Clues  in  Arth- 
ritis.” 

12:15 — Recess  for  Lunch. 


SATURDAY  AFTERNOON 

1:00-3:00  — Registration.  Registration 
Lobby. 

2:30 — Second  and  Final  Session  of  the 
House  of  Delegates.  David  Z. 
Morgan,  M.D.,  Presiding  (Chesa- 
peake Hall). 

Invocation  — Greenbrier  Almond, 
M.D.,  Buckhannon. 

Presidential  Address:  David  Z. 

Morgan,  M.D.,  President,  West 
Virginia  State  Medical  Associa- 
tion. 

Presentation  of  New  Officers  of 
Auxiliary  to  the  West  Virginia 
State  Medical  Association. 

Presentation  of  Honor  Guests. 
Business  Meeting. 

Election  of  Officers. 

Installation  of  Charles  E.  Turner, 
M.D.,  Huntington,  as  President  of 
the  West  Virginia  State  Medical 
Association. 

SATURDAY  EVENING 

7:00 — Reception,  Honoring  Newly  In- 
stalled Officers  of  the  Association 
and  Auxiliary  (Chesapeake  Ter- 
race). McDonough  Caperton  As- 
sociation Group,  host. 


A Word  Of  Thanks 

The  1986  Program  Committee,  and  the  officers  and  members  of  the  West  Virginia  State 
Medical  Association,  wish  to  acknowledge  with  sincere  thanks  grants  received  from  the 
following  firms  to  help  support  the  Scientific  Program  for  this  year’s  119th  Annual  Meeting. 

ELI  LILLY  AND  COMPANY  CIBA  PHARMACEUTICAL  COMPANY 

and  DISTA  PRODUCTS  COMPANY  Summit,  NJ 

Indianapolis,  IN 

(The  firms  listed  above  are  those  which  had  allocated  funds  to  the  Scientific  Program  as  this  issue  of 
The  Journal  went  to  press.  Additional  contributors  will  be  listed  in  the  Official  Program  to  be  distributed 
at  the  Greenbrier  in  White  Sulphur  Springs). 
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Delegates  And  Alternates 


BOONE  (2)  — Delegates,  Ron  Stol- 
lings,  Madison;  and  Alberto  Fernandez, 
Chapmanville.  Alternates,  Manuel  Uy, 
Madison;  and  Probhond  Chinuntdet, 
Madison. 

BROOKE  (2)  — Delegates,  W.  T. 
Booher,  Jr.,  Wellsburg;  and  Ralph  Mc- 
Graw,  Follansbee.  Alternates,  Michael 
P.  Giannamore,  Follansbee;  and  Richard 
Bombach,  Wheeling. 

CABELL  (14)  — Delegates,  Polley 
Cunningham,  William  Cunningham, 
William  Echols,  Robert  Marshall,  Bruce 
Martin,  W.  W.  Mills,  Rafael  Molina, 
Rocco  Morabito,  Maurice  Mufson,  H.  S. 
Mullens,  K.  V.  Raman,  Jose  Ricard, 
Estelito  B.  Santos,  Larry  C.  Smith  and 
Mabel  Stevenson,  Huntington.  Alter- 
nates, Douglas  Glover,  Tara  Sharma  and 
Gary  Tolley,  Huntington. 

CENTRAL  WEST  VIRGINIA  (4)  — 

Delegates,  Greenbrier  Almond,  Buck- 
hannon;  Alfred  Magee,  Summersville; 
and  Rigoberto  Ramirez  and  Joseph  B. 
Reed,  Buckhannon. 

EASTERN  PANHANDLE  (5)  — Dele- 
gates, L.  Walter  Fix,  James  Helsley, 
Harvey  D.  Reisenweber,  Francisco  D. 
Sabodo,  Jr.,  and  Robert  S.  Strauch, 
Martinsburg.  Alternate,  Rudolf  Lem- 
perg,  Martinsburg. 


FAYETTE  (3)  — Delegates,  Joe  N. 
Jarrett  and  Serafino  S.  Maducdoc,  Jr., 
Oak  Hill;  and  Rolando  C.  Ramirez, 
Montgomery.  Alternates,  Fred  L.  Aker- 
berg,  Charlton  Heights;  and  Amor  H. 
Ramirez  and  Adin  L.  Timbayan,  Mont- 
gomery. 

GREENBRIER  VALLEY  (4)  — Dele- 
gates, Steve  Sebert,  Fairlea;  Malcolm 
Harris,  Union;  Robert  A.  Shirey,  Lewis- 
burg;  and  Charles  Weinstein,  Ronce- 
verte.  Alternates,  William  Dukart  and 
Robert  Modlin,  Ronceverte. 

HANCOCK  (3)  — Delegates,  Jasbir 
S.  Makar  and  Antonio  S.  Licata, 
Weirton. 

HARRISON  (7)  — Delegates,  John 
Bellotte,  T.  H.  Chang,  Erlinda  de  la 
Pena,  James  Genin,  and  Robert  D.  Hess, 
Clarksburg;  M.  V.  Kalaycioglu,  Shinns- 
ton;  and  Jamie  Lazaro,  Clarksburg. 
Alternates,  James  Bryant,  Cordell  A. 
de  la  Pena,  Donald  Frey,  Catalino  B. 
Mendoza  and  Carlos  Naranjo,  Clarks- 
burg. 

JEFFERSON  (2)  — Delegates,  S.  K. 
Menon  and  William  S.  Miller,  Ranson. 


KANAWHA  (22)  — Delegates,  Al- 
fonso Y.  Amores,  Constantino  Y. 
Amores,  B.  H.  Avashia,  Pracash  C. 


Bangani,  Jean  P.  Cavender,  Jerill  D. 
Cavender,  Robert  J.  Clubb,  Glen  Crotty, 
Jr.,  Donald  E.  Farmer,  Fred  F.  Holt, 
Jamal  H.  Khan,  John  B.  Markey, 
William  Sale,  Frederick  Thomas  Sporck, 
Joseph  T.  Skaggs,  Charles  C.  Weise  and 
Ronald  L.  Wilkinson,  Charleston.  Alter- 
nates, Richard  Capito,  South  Charleston; 
Stephen  Paul  Cassis,  John  T.  Chambers 
and  Angel  M.  Cinco,  Charleston; 
William  D.  Crigger,  South  Charleston; 
David  Gray,  Carl  Hall,  Echols  Hans- 
barger,  Jr.,  and  Sherman  E.  Hatfield, 
Charleston;  George  Hogshead,  Nitro; 
James  Lane,  Robert  Leadbetter,  Rogelio 
Lim,  Donn  Livingstone,  Jimmie  Lee 
Mangus,  Eric  P.  Mantz,  William  C 
Morgan,  Jr.,  Robert  Point,  William  C. 
Revercomb,  Jr.,  Charleston;  Joseph  A. 
Smith,  Dunbar;  and  Samuel  Strickland 
and  Shirley  Willis  Trammell,  Charles- 
ton. 

LOGAN  (4)  — Delegates,  Subhash 
Bhanot,  Mt.  Gay;  and  Raymond  Rush- 
den  and  Rodney  L.  Stephens,  Logan. 
Alternates,  Ray  Kessel  and  Ernesto 
Manuel,  Logan. 


MARION  (5)  — Delegates,  Paul  S. 
Gotses  and  William  L.  Mossburg,  Fair- 
mont. Alternates,  Paul  E.  Frye  and 
Stanard  L.  Swihart,  Fairmont. 


MARSHALL  (3)  — Delegates,  Ken- 
neth Allen  and  Carlos  Jimenez,  Glen 
Dale. 

MASON  (2)  — Delegates,  Aarom 

Boonsue  and  Richard  Slack,  Point 
Pleasant.  Alternates,  Montrie  Chaksupa 
and  Mel  P.  Simon,  Pt.  Pleasant. 


McDOWELL  (3)  — Delegates,  Arthur 
Allen  Carr  and  Barbara  Fenton,  Welch; 
and  Richard  Gale,  Gary.  Alternates, 
John  Cook,  and  Louis  Vega,  Welch. 


MERCER  (7)  — Delegates,  David  F. 
Bell,  Jr.,  and  Surrinder  K.  Chopra,  Blue- 
field;  Frank  Holroyd,  Princeton;  John 
J.  Mahood  and  James  Paine,  Bluefield; 
Lee  Smith,  Princeton;  and  Edward 
Spencer,  Bluefield. 

MINGO  (3)  — Delegates,  Pastor  C. 
Gomez,  Diane  E.  Shafer  and  Liberty 

R.  Tablante,  Williamson.  Alternates, 
Edward  B.  Headley,  Delbarton;  and 
Manolo  Tampoya,  Williamson. 

MONONGALIA  (17)  — Delegates,  J. 
David  Blaha,  Donald  C.  Carter,  Thomas 

S.  Clark,  Richard  A.  DeVaul,  Richard 
D.  Gais,  David  F.  Graf,  Bette  G.  Hinton, 
John  Jones,  Roger  King,  Michael  J. 
Lewis,  David  Z.  Morgan,  William  A. 
Neal,  Ralph  W.  Ryan,  Wade  B.  Stough- 
ton, John  W.  Traubert,  Thomas  Var- 
gish  and  George  W.  Weinstein,  Morgan- 
town. Alternate,  Howard  H.  Kaufman, 
Morgantown. 


OHIO  (11)  — Delegates,  George  E. 
Bontos,  James  L.  Comerci,  James  C. 
Durig,  Carl  J.  Kite,  Derrick  L.  Latos,  D. 
Verne  McConnell,  Milton  E.  Nugent, 
M.  D.  Reiter,  Stephen  D.  Ward,  Harry 
S.  Weeks,  Jr.,  and  Hossein  Yassini-Fard, 
Wheeling.  Alternates,  Leonidas  Castro, 
Larry  A.  Dodd,  Rizal  V.  Pangilinan, 
Thomas  Ramano,  William  D.  Strauch 
and  Howard  L.  Shackelford,  Jr.,  Wheel- 
ing. 

PARKERSBURG  ACADEMY  (9)  — 

Delegates,  M.  D.  Avington,  John  Beane, 
Paul  Burke,  Jr.,  W.  E.  Gilmore,  Francis 
C.  Huber,  Jr.,  Ghassan  Khalil,  and  Mike 
Morehead,  Parkersburg;  and  David 
Avery  and  Stephen  Mosberg,  Vienna. 
Alternates,  B.  M.  Atkinson,  M.  B. 
Louden,  Jr.,  Humberto  Escandon,  Frank 
Schwartz  and  R.  C.  Sims,  Parkersburg. 

POTOMAC  VALLEY  (3)  — Dele- 
gates, James  C.  Bosley  and  Inder 
Khurana,  Keyser;  and  S.  Phillip  Raz- 
zook,  Romney. 

PRESTON  (2)  — Delegate,  John  J. 
Keefe,  Terra  Alta.  Alternates,  Timothy 
C.  Miller  and  David  Trenton,  Kingwood. 

PUTNAM  (2)  — Delegates,  Randall 
W.  Peterson  and  Robert  E.  Turner, 
Hurricane.  Alternate,  Sam  Henson, 
Hurricane. 

RALEIGH  (8)  — Delegates,  William 
C.  Covey,  Jr.,  Jerome  Jereza,  Charles 
Merritt,  Robert  P.  Pulliam,  Richard  D. 
Richmond,  Richard  Thompson  and 
Nancy  R.  Webb,  Beckley.  Alternates, 
C.  Richard  Daniel,  Prospero  B.  Gogo, 
Carl  S.  Larson,  Worthy  W.  McKinney, 
William  D.  McLean,  Vinayak  Purandare 
and  Norman  W.  Taylor,  Beckley. 

SOUTH  BRANCH  VALLEY  (2)  — 

Delegates,  Colin  Ramirez  and  Karl  J. 
Reckenthaler,  Petersburg.  Alternates, 
Donald  Hindman,  Moorefield;  and  Larry 
C.  Rogers,  Petersburg. 

SUMMERS  (2)  — (Did  not  submit 
names) 

TYG ART’S  VALLEY  (5)  — Dele- 
gates, Melanio  D.  Acosta,  Jr.,  Parsons; 
Jerome  C.  Arnett,  Jr.,  Elkins;  Halberto 
G.  Cruz,  Philippi;  and  James  B.  Magee, 
Ramon  A.  Morales  and  Michael  M. 
Stump,  Elkins.  Alternates,  Gene  W. 
Harlow,  Grafton;  Karl  J.  Myers,  Jr., 
and  Elizabeth  Myers,  Philippi;  and 
Joseph  A.  Tavolacci,  Elkins. 

WESTERN  (3)  — Delegates,  Richard 
Brown,  Spencer;  and  Ali  H.  Morad, 
Ripley. 

WETZEL  (2)  — Delegate,  Donald 

Blum,  New  Martinsville.  Alternate,  K. 
M.  Chengappa,  New  Martinsville. 

WYOMING  (2)  — Delegates,  Manuel 
C.  Barit  and  Lee  B.  Smith,  Mullens. 
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Official  Program  - Auxiliary 


To  The  West  Virginia  State  Medical  Association  — 
62nd  Annual  Meeting.  The  Greenbrier  — 

White  Sulphur  Springs  — August  13-16,  1986. 


WEDNESDAY  AFTERNOON 
August  13 

1:00-5:00 — Registration,  Lower  Lobby 

2:45 — First  Session  of  the  House  of 
Delegates,  West  Virginia  State 
Medical  Association  (Governor’s 
Hall) 

Address  by  John  J.  Coury,  Jr.,  M.D., 
President,  American  Medical  As- 
sociation 

Recognition  of  AMA-ERF  Grants  to 
the  West  Virginia  University  and 
Marshall  University  Schools  of 
Medicine 

4:00 — Pre-Convention  Board  Meeting, 
Mrs.  M.  V.  Kalaycioglu,  President, 
presiding  (Fillmore  - VanBuren 
Rooms) 

6:30 — WVSMA  President’s  Reception, 
Taft  Room  (Auxilians  invited). 

THURSDAY  MORNING 
August  14 

9:00-4:00 — Registration,  Lower  Lobby 

9:30 — Formal  Opening  of  the  Conven- 
tion, Mrs.  M.  V.  Kalaycioglu,  Presi- 
dent, presiding  (Fillmore- VanBuren 
Rooms). 

Invocation,  Pledge  to  Flag  and 
Pledge  of  Loyalty. 

In  Memoriam  — Mrs.  Wilson  P. 
Smith. 

Introduction  of  Honored  Guests. 

Presentation  of  David  Z.  Morgan, 
M.D.,  President,  West  Virginia  State 
Medical  Association. 

Introduction  of  Convention  Chair- 
man — Mrs.  Logan  W.  Hovis. 

Roll  Call  of  Delegates  — Mrs. 
Edward  Spencer,  Secretary. 

Declaration  of  a Quorum  — Mrs. 
J.  L.  Mangus,  Parliamentarian. 

Keynote  Address  — Mrs.  Mylie  E. 
Durham,  Jr.,  President,  American 
Medical  Association  Auxiliary. 

Credentials  and  Registration  — 
Mrs.  Wilson  P.  Smith. 

Convention  Rules  of  Order  — Mrs. 
J.  L.  Mangus. 

Report  of  the  1985  Convention 
Reading  Committee  — Mrs.  T. 
Keith  Edwards. 

Treasurer’s  Report  — Mrs.  Harvey 
Reisenweber. 


Recommendations  from  the  Pre- 
Convention  Board  Meeting. 

New  Business. 

Election  of  the  1987  Nominating 
Committee. 

Reports  of  Officers  and  Standing 
Committee  Chairmen  (These  will 
not  be  read,  but  are  published  in 
the  Annual  Report  Book). 

Presentation  of  Regional  Directors: 
Northern — Mrs.  John  Bellotte. 
Southern — Mrs.  E.  L.  Gage. 
Eastern — Mrs.  Robert  Strauch. 
Western — Mrs.  Willard  F.  Daniels, 
Jr. 

Central — Mrs.  Douglas  Cumutte. 
Announcements. 

Recess. 

THURSDAY  AFTERNOON 

2:00-4:00 — Guest  Speaker,  Forrest  J. 
Bowman,  Professor  of  Law,  West 
Virginia  University,  “What  Every 
Doctor’s  Wife  Should  Know  About 
Her  Husband’s  Affairs”  (Fillmore- 
VanBuren  Rooms). 

FRIDAY  MORNING 
August  15 

9:00-4:00 — Registration,  Exhibit  Hall. 

8:00 — Past  Presidents’  Breakfast  — 
Mrs.  Harry  S.  Weeks,  Jr.,  (Hayes 
Room). 

9:30 — Second  General  Session  (Fill- 
more- VanBuren  Rooms). 

Introduction  of  Honored  Guests. 

Roll  Call  of  Delegates  — Mrs. 
Edward  Spencer. 

Declaration  of  a Quorum  — Mrs. 
J.  L.  Mangus. 

Presentation  of  AMA-ERF  Awards 
— Mrs.  Grady  McRae  and  Mrs. 
David  Bell,  Co-Chairmen.  Recogni- 
tion of  AMA-ERF  Grants  to  the 
West  Virginia  and  Marshall  Uni- 
versity Schools  of  Medicine. 

Address  — Mrs.  Frank  E.  Morgan, 
President,  Southern  Medical  As- 
sociation Auxiliary. 

Convention  Announcements  — Mrs. 
Logan  W.  Hovis. 

Reports  of  Convention  Committees: 
Credentials  and  Registration  — 
Mrs.  Wilson  P.  Smith. 

Press  and  Publicity  — Mrs. 
Robert  D.  Hess. 

Unfinished  Business. 

Report  of  Tellers. 


Report  of  the  1986  Nominating 
Committee  — Mrs.  Harry  S.  Weeks, 
Jr. 

Election  of  Officers. 

Installation  of  Officers  — Mrs. 
Mylie  E.  Durham,  Jr. 

Presentation  of  President’s  Pin  and 
Gavel  — Mrs.  M.  V.  Kalaycioglu. 

Presentation  of  Past  President’s 
Pin  — Mrs.  Harry  S.  Weeks,  Jr. 

Inaugural  Address  — Mrs.  Charles 
E.  Turner. 

Announcements. 

Adjournment. 

FRIDAY  AFTERNOON 

2:30 — Bridge  (Trellis  Lobby)  Cabell 
County,  Mrs.  M.  Bruce  Martin, 
Chairman. 

Golf,  Harrison  County,  Mrs.  John 
McCuskey,  Chairman. 

Tennis,  Raleigh  County,  Mrs.  Ely 
Salon,  Chairman. 

(Times  for  golf  and  tennis  to  be 
announced) 

FRIDAY  EVENING 

9:00-12:00 — Dance  to  the  music  of  the 
Bo  Thorpe  Band  (Chesapeake  Hall). 

Invitations  are  available  at  the 
Registration  Desk.  After-dinner 
drinks,  Chapman  Printing,  Charles- 
ton, Host. 

SATURDAY  MORNING 
August  16 

10:00 — Post-Convention  Board  Meeting 
— Mrs.  Charles  E.  Turner,  Presi- 
dent, presiding  (Fillmore- VanBuren 
Rooms). 

SATURDAY  AFTERNOON 

2:30 — Second  and  Final  Session  of  the 
House  of  Delegates  of  the  West  Vir- 
ginia State  Medical  Association 
(Chesapeake  Hall). 

Presidential  Address  — David  Z. 
Morgan,  M.D. 

Installation  of  Charles  E.  Turner, 
M.D.,  as  1986-87  President  of  the 
West  Virginia  State  Medical  As- 
sociation. 

(Auxiliary  members  are  invited  and 
urged  to  attend.) 

SATURDAY  EVENING 

6:30-7:30 — Cocktail  Party  and  Recep- 
tion Honoring  the  Officers  of  the 
West  Virginia  State  Medical  As- 
sociation and  its  Auxiliary  (Chesa- 
peake Hall  Terrace) 
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Scientific  Exhibits 


AMERICAN  CANCER  SOCIETY 

“BREAST  CANCER  — EARLY  DE- 
TECTION.” The  American  Cancer 
Society  will  have  a display  on  early 
detection  of  breast  cancer.  There  will 
be  publications  directed  to  the  health 
professionals  as  well  as  literature  for 
the  general  public.  These  pamphlets  on 
Breast  Self-Exam,  mammography  guide- 
lines, cancer  facts,  and  resources  for  the 
cancer  patients  can  be  used  in  physician 
office/hospital  waiting  rooms. 

Shirley  Barber 

AMERICAN  LUNG  ASSOCIATION 
OF  WEST  VIRGINIA 

The  American  Lung  Association  of 
West  Virginia  is  a not-for-profit  health 
agency  that  provides  information  and 
educational  programs  on  respiratory 
disease.  Programs  provided  deal  with 
occupational  disease,  spirometry  train- 
ing, air  pollution,  smoking  cessation  (at 
the  workplace  or  in  the  community), 
anti-smoking  school  health  education, 
nonsmokers’  rights,  adult  lung  disease 
(breathing  rehabilitation  for  COPD), 
and  pediatric  lung  disease  (asthma). 
Staff  and  volunteers  are  eager  to  pro- 
vide programs  and  information.  The 
medical  arm  of  the  ALA  of  WV,  the 
West  Virginia  Thoracic  Society,  offers 
a yearly  scientific  session  to  medical 
professionals  on  the  topics  of  research, 
detection,  treatment,  and  prevention  of 
lung  disease. 

AMERICAN  RED  CROSS 
BLOOD  SERVICES 
TRI- STATE  REGION 

Exhibit  will  feature  overview  of  the 
regional  blood  program,  as  well  as  the 
blood  products,  medical  and  technical 
support  services  that  are  available  to 
physicians  in  the  region  through  the 
Tri-State  Regional  Blood  Center. 

Mabel  M.  Stevenson,  M.  D.,  Director. 

DISABILITY  DETERMINATION 

SERVICE  OF  THE  WEST  VIRGINIA 
DIVISION  OF  VOCATIONAL 
REHABILITATION 

“REVISED  CATEGORICAL  LISTING 
OF  IMPAIRMENTS.”  The  latest  changes 
in  the  Categorical  Listing  of  Impair- 
ments will  be  displayed  and  distributed. 
The  new  brown  covered  1986  edition 
will  replace  the*  1979  yellow  handbook 
previously  distributed. 

David  H.  Cleland,  Medical  Relations 
Officer. 


FAMILY  MEDICINE  FOUNDATION 
OF  WEST  VIRGINIA 

“FUND  RAISER  — HOMEMADE 
QUILT.”  The  Foundation  will  have  on 
display  a homemade  quilt,  which  will 
be  used  as  a fund  raiser.  This  quilt  was 
made  by  Virginia  Schiefer  of  Sutton, 
WV.  Chances  will  be  $10  each  and  tax 
deductible.  Representatives  will  be 
available  to  discuss  items  of  interest 
regarding  the  Foundation,  their  goals 
and  future  plans. 

Robert  D.  Hess,  M.  D.,  President; 
Thomas  P.  Long,  M.  D.,  Trustee,  and 
Chris  Ferrell. 

MARSHALL  UNIVERSITY 
SCHOOL  OF  MEDICINE 

OFFICE  OF  CONTINUING 
MEDICAL  EDUCATION 

A portion  of  the  CME  Program  at 
Marshall  University  School  of  Medicine 
will  be  displayed  by  VCR  and  Monitor. 

Representatives:  Ernest  W.  Chick, 

M.D.,  and  David  Bailey. 

MARSHALL  UNIVERSITY 
SCHOOL  OF  MEDICINE 
DEPARTMENT  OF  FAMILY  AND 
COMMUNITY  HEALTH 

“LESSONS  FROM  SPORTS  MEDI- 
CINE.” The  role  of  the  primary  care 
physician  in  the  delivery  of  Sports 
Medicine  related  patient  services  is  ex- 
panding, especially  for  the  rural-based 
Family  Practitioner.  The  Department 
of  Family  and  Community  Health  has 
incorporated  a longitudinal  experience 
in  Sports  Medicine  with  emphasis  on  a 
second  year  residency  rotation  in  ad- 
dition to  providing  a senior  medical 
student  elective  for  interested  students. 

James  Kyle,  M.  D.,  Coordinator  of 
Sports  Medicine. 

MARSHALL  UNIVERSITY 
SCHOOL  OF  MEDICINE 
DEPARTMENT  OF  OBSTETRICS 
AND  GYNECOLOGY 

“MEDICAL  STUDENT  RESEARCH 
IN  THE  DEPARTMENT  OF  OBSTE- 
TRICS AND  GYNECOLOGY.”  The  re- 
search efforts  of  four  medical  students 
from  the  Marshall  University  School  of 
Medicine  directed  by  faculty  of  the 
Department  of  Obstetrics  and  Gyne- 
cology will  be  summarized  in  this 
exhibit.  James  Tomblin’s  work  involves 
the  development  of  a new  technique  for 


measuring  the  phosphate  content  of 
amniotic  fluid  and  correlating  the 
results  with  the  antibacterial  activity 
of  the  amniotic  fluid.  Dr.  Tomblin 
received  his  medical  degree  in  May  and 
will  be  entering  Obstetrics  Residency. 
The  work  of  Kelly  Kearfott  has  in- 
volved the  teratogenic  potential  of 
nitrate  in  drinking  water  supplies  in 
West  Virginia.  She  has  done  animal 
studies  which  indicate  that  a high  level 
of  nitrate  in  drinking  water  is  associ- 
ated with  premature  births  in  mice. 
The  nitrate  levels  throughout  the  state 
are  reported  as  well.  Elaine  Young, 
M.  D.  and  Mark  Studeny,  M.  D.  (class 
of  1986)  collaborrated  in  a study  of  the 
prevalence  of  urinary  tract  infections 
among  prenatal  women  attending  a 
rural  southern  WV  clinic.  They  have 
documented  the  consequences  of  de- 
ficiencies in  urine  screening  among  this 
population  and  have  investigated  the 
cost-benefit  relationship  of  prenatal 
urine  culture. 

Douglas  D.  Glover,  M.  D.,  Associate 
Professor. 

MONONGALIA  GENERAL  HOSPITAL 
and 

SECTION  OF  INFECTIOUS  DISEASE 
WVU  SCHOOL  OF  MEDICINE 
Morgantown,  WV 
Home  Nutritional  Services 
(Educational  Grant) 

A home  intravenous  antimicrobial 
program  that  was  implemented  at  both 
a private  community  hospital  and  a 
university  hospital  with  a wide  rural 
referral  base  is  described.  This  is  a 
three  year  update,  ending  June  30,  1986, 
during  which  patients  have  been 
screened  and  selected  for  home  I.V. 
antimicrobial  management  at  Monon- 
galia General  Hospital  and  West  Vir- 
ginia University  Hospital.  Hospital 
pharmacies  and  two  home  health-care 
companies  are  utilized  as  central  points 
for  coordinating  preparation  and  distri- 
bution of  drugs  and  providing  skilled 
nursing  services.  The  on-going  project 
has  continued  to  demonstrate  the 
efficacy,  safety,  psychological  benefits, 
and  health  dollar  savings  of  this  treat- 
ment. 

R.  Brooks  Gainer  II,  M.D.,  Clinical 
Associate  Professor  of  Medicine,  Sec- 
tion of  Infectious  Disease,  WVU  School 
of  Medicine,  Morgantown;  and  Suzanne 
Gainer,  M.T.  (A.S.C.P.). 
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THE  MEDICAL  ACCESS 
AND  REFERRAL  SYSTEM 
SCHOOL  OF  MEDICINE, 

WV  UNIVERSITY 

“MARS.”  The  Medical  Access  and 
Referral  System  (MARS),  a toll-free 
access  to  West  Virginia  University  Medi- 
cal Center  physicians  and  facilities. 

Alita  Humphrey,  MARS  Program 
Manager,  and  Michael  Lewis,  M.  D., 
Medical  Coordinator. 

WEST  VIRGINIA  DEPARTMENT 
OF  HEALTH 

“AIDS  IN  WEST  VIRGINIA.”  Three- 
Panel  Poster  — Panel  1:  Epidemiology 
of  AIDS  in  West  Virginia;  Panel  2: 
HTLV-III  Counseling  & Test  Centers, 
and  Panel  3:  AIDS  Program  Develop- 
ment. 

John  W.  Brough,  Dr.  P.H.,  Director, 
Preventative  Health  Services;  Robert 
Anderson,  Acting  Director,  Health  Edu- 
cation, and  David  K.  Heydinger,  M.  D., 
State  Health  Director. 

WEST  VIRGINIA 
DEPARTMENT  OF  HEALTH 

Office  of  Emergency  Medical  Services 

Information  on  West  Virginia’s  state- 
wide Emergency  Medical  Service  System 
including  communications,  ambulance 
services,  trauma  center  designation, 
training  and  administrative  roles. 

Representatives:  James  Dennewitz, 

Executive  Director  (SEMS);  Mike 
Wuchner,  Executive  Director  (ReMS); 
and  Carla  Zando,  Administrative  Aide 
(OEMS). 

WEST  VIRGINIA  DEPARTMENT  OF 
HEALTH/WIC  PROGRAM 

“WIC  PROGRAM  — SPECIAL  SUP- 
PLEMENTAL FOOD  PROGRAM  FOR 


WOMEN,  INFANTS,  and  CHILDREN.” 
The  Special  Supplemental  Food  Pro- 
gram for  Women,  Infants  and  Children 
of  the  West  Virginia  Department  of 
Health  provides  nutritious  foods  to  sup- 
plement the  diet  of  approximately 
28,000  West  Virginians  Who  are  “high 
risk”  for  nutrition-related  health  prob- 
lems. Supplemental  foods  can  help  cor- 
rect serious  nutritional  problems  such 
as  inadequate  growth  or  anemia.  WIC 
provides  a unique  combination  of  food, 
nutrition  education,  and  health  care 
which  further  helps  prevent  the  early 
development  or  progression  of  health 
problems  in  pregnant,  postpartum,  and 
breastfeeding  women,  infants,  and  chil- 
dren up  to  5 years  of  age. 

Frances  C.  Wilkinson,  M.  S.,  R.  D., 
Nutrition  Education  Coordinator;  Helen 
Hardman,  Nutritionist,  and  Louise 
Knight,  Nutritionist. 

WEST  VIRGINIA  DIVISION  OF 

VOCATIONAL  REHABILITATION 

“PRODUCTIVITY  THROUGH  DIS- 
ABILITY MANAGEMENT.”  The  exhibit 
will  highlight  the  role  of  vocational 
rehabilitation  in  disability  management 
via  prevention,  early  detection,  rehabil- 
itation and  restoration,  and  services  for 
injured  workers. 

Patty  Pearson,  Public  Information 
Officer. 

WEST  VIRGINIA  POISON  CENTER 

“GET  TO  KNOW  YOUR  POISON 
CENTER.”  The  West  Virginia  Poison 
Center  serves  as  the  official  state 
designated  Poison  Center  to  the  citizens 
and  health  care  professionals  of  West 
Virginia. 

Terri  Defazio,  RN,  Assistant  Director. 


WEST  VIRGINIA 
UNIVERSITY  HOSPITALS,  INC. 

“CHILDREN’S  HOSPITAL  OF  WVU 
HOSPITALS,  INC.”  Children’s  Hospital 
of  West  Virginia  University  Hospitals, 
Inc.  will  comprise  the  entire  sixth  floor 
of  the  new  $87  million  Ruby  Memorial 
Hospital  now  under  construction.  Child- 
ren’s Hospital  will  have  82  beds  and  15 
newborn  basinettes.  The  82  beds  will 
include  24  general  pediatric  beds,  8 
adolescent,  10  pediatric  intensive  care, 
20  neonatal  intensive  care  and  20 
obstetric  beds.  The  labor  and  delivery 
rooms  also  will  be  on  the  floor. 

David  J.  Fine,  President,  WVU  Hos- 
pitals, Inc.;  Andrew  A.  Lasser,  Dr.  P.  H., 
Administrator,  Children’s  Hospital,  and 
Virginia  Nugent,  Administrative  Assist- 
ant, Patient  Relations. 

WEST  VIRGINIA 
UNIVERSITY  HOSPITALS,  INC. 

“RUBY  MEMORIAL  HOSPITAL  OF 
WVU  HOSPITALS,  INC.”  West  Virginia 
University  Hospitals,  Inc.,  is  construct- 
ing an  $87-million  replacement  facility 
with  the  capability  of  delivering  up-to- 
date  technological  care.  Twelve  oper- 
ating rooms  will  be  equipped  with  the 
most  sophisticated  monitors  and  video 
communications  capability.  Intensive 
care  for  medical  surgical  patients  will 
be  provided  in  30  adult,  20  neonatal  and 
10  pediatric  intensive  care  beds.  The 
most  advanced  radiographic  techniques, 
including  MRI,  will  be  made  available 
to  patients  either  during  their  stay  or 
as  out  patients. 

David  J.  Fine,  President,  WVU  Hos- 
pitals, Inc.;  Andrew  A.  Lasser,  Dr.  P.  H., 
Administrator,  Children’s  Hospital,  and 
Virginia  Nugent,  Administrative  Assist- 
ant, Patient  Relations. 
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Commercial  Exhibits 


WV  SAFETY  BELT  COALITION 
Charleston,  WV 
Booth  1 

Representatives  of  West  Virginia 
Safety  Belt  Coalition  wish  to  extend  a 
cordial  invitation  to  physicians  to  visit 
Booth  No.  1.  Brochures,  bumper  stickers 
and  key  chains  with  “Buckle  Up”  mes- 
sages will  be  on  display. 

Representatives : Carolyn  Perry, 

Thomas  Vargish,  M.D.,  and  Ruth 
Lemon. 

SEECO  Systems/PMS 
Information  Systems 
Charleston,  WV 
Booth  2 

Participants  in  the  IBM  Marketing 
Assistance  Program  will  occupy  Booth 
No.  2.  They  would  like  to  extend  a 
cordial  welcome  to  physicians  to  come 
by  and  discuss  with  them  the  IBM 
System  36,  IBM  PC,  IBM  Hospital  Infor- 
mation System/36  and  MED/36. 

Representatives:  Jim  Seering,  SEECO 
Systems,  and  Mike  Smith,  PMS  Infor- 
mation Systems. 

WVU  SCHOOL  OF  MEDICINE 
Department  of  Continuing 
Medical  Education 
Morgantown,  WV 
Booth  3 

Representatives  cordially  invite  you 
to  stop  by  and  visit  Booth  No.  3.  The 
exhibit  will  present  preliminary  results 
of  a Continuing  Medical  Education 
Needs  Assessment  Survey  conducted  by 
the  CME  Office  of  the  WVU  School  of 
Medicine,  Charleston  Area  Medical 
Center  and  Marshall  University  School 
of  Medicine.  The  project  was  accomp- 
lished with  the  support  of  the  WV  State 
Medical  Association  and  WV  Chapter  of 
the  American  Academy  of  Family 
Physicians. 

Representatives:  Robert  E.  Kristofco, 
Sharon  A.  Hall  and  Ernest  Chick,  M.D. 

SANDOZ  PHARMACEUTICALS 
CORPORATION 
East  Hanover,  NJ 
Booth  6 

Representative:  Steve  McCord. 

GEIGY  PHARMACEUTICALS 
Summit,  NJ 
Booth  7 

You  are  cordially  invited  to  visit  the 
Geigy  Pharmaceuticals  exhibit,  Booth 
No.  7,  and  meet  our  representative  who 


will  welcome  the  opportunity  to  discuss 
our  featured  products  — Lopressor  and 
Brethine. 

Representative:  Jimmie  J.  McGlos- 

son. 

PREFERRED  MEDICAL  CARE 
NETWORK  OF  WV,  INC. 
Charleston,  WV 
Booth  8 

Please  stop  by  and  visit  with  repre- 
sentatives of  the  first  statewide  PPO  in 
the  nation.  They  will  be  happy  to  dis- 
cuss the  State  Medical  Association’s 
innovative  approach  to  providing  acces- 
sible, quality  health  care  to  West  Vir- 
ginians. 

Representatives:  Woody  Burnette  and 
Bob  Stevens. 

UNITED  HOSPITAL  CENTER 
Clarksburg,  WV 
Booth  9 

Representatives  cordially  invite  at- 
tendees to  visit  Booth  No.  9 where  they 
will  have  displayed  materials  on  new 
services  which  have  recently  been  added 
to  the  United  Hospital  Center.  They 
also  will  have  information  available 
concerning  the  heart  catherization  and 
cancer  care  program  at  UHC. 

Representatives:  Mark  Clement,  Kevin 
Z.  Smith  and  Robert  Hess,  M.D. 

LEDERLE  LABORATORIES 
Wayne,  NJ 
Booth  12 

Representatives  of  Lederle  Labs  will 
be  present  at  Booth  No.  12  to  discuss 
its  products  with  you.  Products  featured 
will  be  Maxzide,  Pipracil,  Minocin  and 
Asendin. 

Representatives:  Arthur  M.  Shumsky, 
Frank  Coffman,  II,  and  Jack  Dove. 

DORSEY  PHARMACEUTICALS 
East  Hanover,  NJ 
Booth  13 

We  invite  you  to  stop  by  Booth  No.  13 
where  Dorsey  Pharmaceuticals’  repre- 
sentatives will  be  happy  to  discuss  its 
products,  among  which  will  be  featured 
Hydergine,  Restoril  and  Mellaril. 

SUPPORT  SYSTEMS 
INTERNATIONAL 
Medical  Services,  Inc. 

Charleston,  SC 
Booth  14 

SSI  Medical  Services,  Inc.  will  occupy 
Booth  No.  14.  Its  representatives  invite 
you  to  stop  by  and  let  them  discuss 


with  you  the  Clinitron  Therapy  Unit 
which  will  be  on  display. 

Representatives:  Donna  L.  Moore, 

R.N.,  and  Paula  Linehan,  R.N. 

FOSTER  MEDICAL  CORPORATION 
Home  Health  Care  Division 
Charleston,  WV 

Booth  15 

Please  stop  by  and  visit  with  repre- 
sentatives at  Booth  No.  15.  Foster 
Medical  Corporation  will  feature  home 
ventilators  and  have  information  on 
respiratory  equipment,  Medicare  guide- 
lines for  rent/purchase  and  oxygen 
guideline  coverage,  and  DME. 

Representatives:  David  E.  Cummons, 
Sam  May,  Dara  Peery,  Barb  Sambs, 
Jack  McVey  and  Denise  Brink. 

A.H.  ROBINS  COMPANY 
Richmond,  VA 

Booth  16 

You’re  cordially  invited  to  visit  the 
A.  H.  Robins  exhibit,  Booth  No.  16, 
and  meet  our  representatives  who  will 
welcome  the  opportunity  to  discuss  our 
products  among  which  Reglan  and 
Micro-K  will  be  featured. 

Representative:  Gus  N.  Addington. 

POST+,  INC. 

Wheeling  and  Charleston,  WV 

Booth  17 

Representatives  for  POST  + , Inc.  will 
be  at  Booth  No.  17  to  greet  you  and  will 
be  happy  to  discuss  the  following 
products:  POST+  Medical/Dental  Sys- 
tem on  IBM  A.T.  and  POST+  Medical/ 
Dental  System  on  IBM  System  36 
( Desktop ) . 

Representatives:  Gregory  A.  Pittner, 
Lawrence  E.  Constantin,  George  Kru- 
pica,  Katrina  Tallarico  and  Nancy 
Lofton. 

SEARLE  PHARMACEUTICAL,  INC. 

Chicago,  IL 

Booth  18 

The  following  products  will  be  fea- 
tured at  Booth  No.  18  and  representa- 
tives of  Searle  Pharmaceuticals,  Inc. 
invite  you  to  visit  and  discuss  the  fol- 
lowing: CALAN®,  DEMULEN  1/35™, 

NORPACE®  CR,  NITRODISC®,  THEO- 
24®  and  FLAGYL  I.V.™ 

Representatives:  Mike  Kincaid  and 

Tim  Smith. 
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RITE  AID  HOME  HEALTH  CARE 
Charleston  and  Morgantown,  WV 

Booth  19 

Representatives  of  Rite  Aid  Home 
Health  Care  will  occupy  Booth  No.  19. 
You’re  cordially  invited  to  stop  by  and 
visit  with  them.  They  would  like  to 
discuss  with  you  some  of  their  products, 
including  home  ventilator,  power  wheel- 
chair, oxygen,  ostomy  products  and 
diabetic  supplies. 

Representatives:  Steve  McDermitt 

and  Joyce  Zinn. 

ATHENA  CONSULTING  & TRAINING 
Dunbar,  WV 

Booth  20 

Athena  Consulting  & Training  will 
occupy  Booth  No.  20  where  representa- 
tives will  be  happy  to  have  you  visit 
and  talk  with  them.  Featured  will  be: 
Medicalis  — Practice  Management  Soft- 
ware, Medicalis  Radiology,  and  Medi- 
calis Anesthesiology.  They  will  have 
information  available  on  desk  top  print- 
shop  laser  printers,  Cordata  computers, 
and  Word  Perfect  word  processing. 

Representatives:  David  H.  Miller, 

Kim  McLaughlin,  Maryrita  Miller,  and 
Larry  McLaughlin. 

UNITED  STATES  AIR  FORCE 
HEALTH  PROFESSIONALS 
Richmond,  VA 

Booth  21 

Representatives  of  the  USAF  Health 
Professionals  will  be  on  hand  in  Booth 
No.  21  with  informational  literature  on 
the  USAF.  You’re  invited  to  stop  by 
and  visit  with  them. 

Representatives : MSGT  Edward 

Blevins  and  Capt.  George  L.  Berberich. 

AMES  DIVISION, 

MILES  LABORATORIES,  INC. 
Elkhart,  IN 

Booth  22 

You’re  cordially  invited  to  stop  by 
Booth  No.  22  where  representatives 
from  Ames  Division,  Miles  Laboratories, 
Inc.  will  feature  Diagnostic  Instru- 
mentation. 

Representatives:  Joe  Dawson  and  A1 
Chesson. 

THE  UPJOHN  COMPANY 
Cincinnati,  OH 

Booth  23 

The  Upjohn  Company  invites  you  to 
visit  Booth  No.  23  where  its  representa- 
tives win  be  prepared  to  discuss  the 
following  products  with  you:  XANAX®, 
HALCION®  and  CLEOCIN®. 


E.  R.  SQUIBB  & SONS 
Princeton,  NJ 

Booth  24  4 

CAPOTEN,  CORGARD,  INSULIN  and 
AZACTAM  will  be  the  products 
featured  at  Booth  No.  24  where  repre- 
sentatives of  E.  R.  Squibb  & Sons  will 
be  on  hand  to  answer  any  of  your 
questions. 

Representatives:  J.  Oliverio,  T.  Foster, 
S.  Broughton,  W.  Williams,  J.  Spencer 
and  P.  Craven. 

GLAXO  INC. 

Research  Triangle  Park,  NC 
Booth  25 

Glaxo  Inc.  will  occupy  Booth  No.  25 
where  the  following  products  will  be 
featured:  Zantac,  Ventolin,  Zinacef  and 
Fortaz.  Representatives  invite  you  to 
stop  by  and  discuss  products  of  interest 
to  you. 

Representatives:  Greg  Wing,  Mike 

Jarrett  and  Stu  Sergent. 

LINDE  HOMECARE 

MEDICAL  SYSTEMS,  INC. 
Charleston,  WV 
Booth  26 

You’re  invited  to  visit  Booth  No.  26 
which  will  be  occupied  by  Linde  Home- 
care  Medical  Systems,  Inc.  They’re 
featuring  a Linde  Mark  4 Oxygen 
Concentrator,  a Linde  Oxygen  Walker 
System  and  Home  Medical  Equipment. 

Representatives:  Diane  Gillespie  and 
Stephen  Gnall. 

McDonough  caperton 

ASSOCIATION  GROUP 
Charleston,  WV 
Booth  27 

Representatives  of  McDonough  Caper- 
ton  Association  Group  invite  you  to  stop 
by  Booth  No.  27  and  discuss  your  cur- 
rent professional  liability  insurance 
coverage,  or  inquire  about  future 
coverage. 

Representatives:  William  G.  MacLean 
and  Thomas  L.  Auman. 

WYETH  LABORATORIES 
Philadelphia,  PA 
Booth  28 

Wyeth  Laboratories’  representatives 
invite  you  to  visit  them  in  Booth  No. 
28  where  they  will  be  happy  to  discuss 
the  following  products  with  you: 
Wytensin,  Sectral  and  Triphasil.  Also, 


subject  to  its  availability,  Orudis  will 
be  featured. 

Representatives:  Art  E.  Wright,  Ted 
J.  Marchal  and  Steve  Sweeney. 

CURTIS  AND  ASSOCIATES,  LTD. 
Charleston,  WV 

Booth  29 

Representatives:  James  G.  Curtis, 

Teresa  Curtis  and  Kay  Holcomb. 

NUCLEAR  MEDICINE  SERVICES,  INC. 
Charleston,  WV 

Booth  30 

Representatives  in  Booth  No.  30,  Nu- 
clear Medicine  Services,  Inc.,  cordially 
invite  you  to  visit  them  where  RAST 
Testing  For  Allergy  Determination  will 
be  demonstrated  by  the  use  of  visual 
aids.  A novel  program  of  total  allergy 
evaluation,  with  preprogrammed  ma- 
terial for  history,  physical  examination 
and  consultation,  will  also  be  demon- 
strated by  this  methodology. 

Representatives:  Steven  A.  Artz,  MD, 
Betsy  Suter  and  Shannon  Crago. 

CHARLESTON  AREA  MEDICAL 
CENTER 
Charleston,  WV 
Booth  31 

Representatives  invite  you  to  stop  by 
Booth  No.  31  where  they  will  be 
featuring  informational  material  includ- 
ing copies  of  physician’s  referral  bro- 
chure-photographs of  CAMC. 

Representatives:  Joseph  T.  Skaggs, 

M.D.,  William  B.  Ferrell,  Jr.,  and  Gary 
C.  Chernenko. 

SMITH  KLINE  & FRENCH 
LABORATORIES 
Philadelphia,  PA 

Booth  32 

Smith  Kline  & French  Laboratories 
invite  you  to  visit  Booth  No.  32  where 
representatives  will  be  on  hand  to 
answer  your  specific  questions  and  to 
provide  information  on  its  products  and 
service. 

Representatives:  Terry  Taylor  and 

Lola  Burchett. 

McDonough  caperton  systems 

Charleston,  WV 
Booth  33 

We  cordially  invite  you  to  visit  the 
McDonough  Caperton  Systems  exhibit 
in  Booth  No.  33  where  displayed  pro- 
ducts of  interest  will  include  IBM 
Personal  Computers,  AT&T  Personal 
Computers  and  the  Physician’s  Office 
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Management  System.  Representatives 
will  be  on  hand  for  demonstrations. 

Representatives:  Brad  Layne  and 

Harold  Preston. 

ABBOTT  LABORATORIES 
North  Chicago,  IL 

Booth  34 

Abbott  Laboratories  will  occupy 
Booth  No.  34  featuring  Tranxen®, 
E.E.S.®,  and  K-TAB®.  Representatives 
invite  you  to  visit  with  them  and  dis- 
cuss their  products. 

Representatives:  Kim  Els  wick  and 

Roy  Leighton. 

SOUTHERN  MEDICAL  ASSOCIATION 
Birmingham,  AL 

Booths  35  & 36 

SMA  will  have  informational  displays 
concerning  available  products  and 


services.  They  invite  you  to  stop  by  for 
a visit  at  Booths  35  & 36. 

Representatives:  Robert  Mosca,  Bar- 
bara Bedford  and  Ssilly  Lindsey. 

RORER-USV  LABORATORIES 
Ft.  Washington,  PA 
Booth  37 

Representatives:  Ralph  Erb,  Chris 

Ward  and  Earl  Lawson. 

WINTHROP-BREON 
LABORATORIES,  INC. 

New  York,  NY 

Booth  38 

Please  stop  by  and  visit  Booth  No.  38 
which  will  be  occupied  by  Winthrop- 
Breon  Labs,  Inc.  Its  representatives 
invite  you  to  discuss  with  them  their 
featured  products  — Tornalate,  Dano- 
crine  and  Inocor. 

Representative:  John  Mamula. 


OHIO  VALLEY 
MEDICAL  CENTER,  INC. 

REHABILITATION  CENTER  AT 
WOODSDALE  PETERSON  HOSPITAL 
Wheeling,  WV 

Booth  39 

You’re  invited  to  visit  Booth  No.  39 
where  representatives  of  the  OVMC 
Rehabilitation  Center  at  Woodsdale, 
Peterson  Hospital  of  Wheeling  will  have 
on  display  pictures  of  typical  rehabilita- 
tion scenes  and  a distribution  of  its 
rehab  brochures.  Representatives  want 
to  present  to  the  medical  community  an 
overview  of  the  physical  rehabilitation 
services  offered  by  OVMC,  including 
information  concerning  an  automobile 
which  is  equipped  to  train  or  retrain 
drivers  who  have  been  afflicted  with  an 
illness  or  injury. 

Representatives:  M.  D.  Reiter,  M.D.; 
David  Liebeskind,  M.D.;  Debbie  Sauder, 
and  Anne  Mullaney. 


1986  Annual  Meeting 
Drawings  For  Door  Prizes 

Several  beautiful  and  useful  door 
prizes  have  been  contributed  for 
give-away  during  the  1986  Annual 
Meeting  at  the  Greenbrier  in  White 
Sulphur  Springs  August  12-17. 

Physicians  will  receive  a coupon 
book  ( courtesy  Expert  Letter  Service 
in  Charleston)  upon  registration  at 
the  Association’s  Registration  Desk. 
Each  time  a physician  visits  an 
exhibit  in  the  Exhibit  Center,  a 
coupon  must  be  signed  by  a repre- 
sentative in  attendance  at  the  exhibit 
booth.  The  coupons  will  be  collected 
by  an  Association  staff  person  from 
exhibitors  and  deposited  in  a box  at 
the  Association  registration  desk  for 
drawing  during  each  of  the  three 


morning  coffee  breaks  on  Thursday, 
Friday  and  Saturday  during  the 
Annual  Meeting.  A physician  must, 
of  course,  be  registered  at  the  meet- 
ing: but,  does  not  necessarily  need 
to  be  present  at  the  time  of  the 
drawing  in  order  to  receive  a door 
prize. 

The  winner  of  the  GRAND 
PRIZE,  a Winter  Weekend  for  two 
at  The  Greenbrier,  will  be  announced 
at  the  Saturday  evening  Reception. 
The  name  of  the  Grand  Prize 
recipient  will  be  drawn  from  the  box 
which  will  contain  coupons  collected 
over  the  three-day  period. 

Exhibitors  Door  Prize 

There  also  will  be  a drawing  for 
exhibitors  in  attendance  at  the  meet- 
ing. Because  firms  send  representa- 


tives who  rotate  time  spent  at  the 
booths,  the  person  to  receive  the 
exhibitor's  door  prize  does  not 
necessarily  need  to  be  present  for 
the  drawing.  The  drawing  for  the 
exhibitor’s  door  prize  will  be  held 
during  the  Saturday  morning  coffee 
break,  and  the  name  will  be  drawn 
from  registration  cards  completed 
and  left  at  the  Association’s  registra- 
tion desk. 

Auxiliary  Door  Prize 

Door  prizes  for  Auxiliary  members 
in  attendance  at  the  meeting  will  be 
taken  from  names  appearing  on 
registration  cards  furnished  by 
Auxiliary  registration  staff.  Draw- 
ings for  these  prizes  will  also  be  held 
during  the  three-day  morning  coffee 
breaks.  The  Auxilian  does  not  need 
to  be  present  to  receive  a door  prize. 
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Annual  Reports 


Insurance  Committee 

It  became  apparent  to  the  Com- 
mittee that  serious  re-examination  of 
all  of  our  present  group  insurance 
coverages  be  made  in  concert  with  our 
40-year  affiliation  with  McDonough 
Caperton  Association  Group.  A bipar- 
tisan meeting  was  called,  and  the 
Committee  met  with  McDonough 
Caperton’s  Senior  Vice  President, 
Mike  Waldron,  and  Barbara  Martin, 
Hazel  Pactor,  and  Margaret  Hartman 
on  January  7,  1986.  To  convey  to 
the  WVSMA  membership  more  suc- 
cinctly the  flavor  of  this  meeting,  the 
minutes  are  made  a segment  of  our 
report: 

“2.  Presentation  of  McDonough 
Caperton  Report.  Mr.  Waldron,  with 
the  help  of  others  of  his  staff,  pre- 
sented the  annual  report  on  the  status 
of  the  various  group  insurance  pro- 
grams in  which  WVSMA  members 
participate.  The  report  noted  that  940 
persons  are  currently  insured  with  the 
Comprehensive  Major  Medical  Pro- 
gram, 359  with  the  Disability  Income 
Protection  Program,  277  with  the 
Term  Life  Program,  168  with  AD  & D 
Program,  157  with  the  Professional 
Office  Overhead  Program,  and  100 
with  the  Hospital  Indemnity  Program. 

“3.  Proposed  Changes  & Rate  In- 
crease on  Major  Medical  Plan.  Mr. 
Waldron  noted  that,  based  on  claims 
experience,  increased  utilization  and 
general  inflation,  MONY  is  requesting 
a 23-per  cent  premium  increase 
effective  March  1,  1986.  Before  the 
insurance  committee  would  agree  to 
such  an  increase,  Mr.  Waldron  indi- 
cated it  should  consider  several  items 
offered  which  could  alter  the  impact 
of  the  rate  increase.  The  five  items 
presented  and  the  Committee’s  actions 
are: 

A.  Limit  coverage  for  private  duty 
nursing  to  $100  per  shift,  90 
shifts  per  calendar  year  (cur- 
rently no  limitation).  On  motion 
after  discussion  the  Committee 
unanimously  accepted  this  new 
limitation. 

B.  Incorporate  a $10,000  lifetime 
cap  on  confinement  in  a general 


hospital  for  mental  or  nervous 
conditions.  After  discussion  and 
on  motion  the  committee  voted 
not  to  accept  this  proposal. 

C.  Adding  a mandatory  second 
surgical  opinion  benefit  to  cer- 
tain elective  procedures.  MONY 
suggested  10  procedures  which 
would  require  such  mandatory 
second  opinions  including 
bunionectomy,  cholecystectomy, 
hemorrhoidectomy,  hip  replace- 
ment, hysterectomy,  inguinal 
hernia  repair,  knee  surgery, 
laminectomy  and  other  spinal/ 
vertebral  surgery,  mastectomy, 
and  tonsillectomy  and/or  ade- 
noidectomy.  After  much  discus- 
sion, the  committee  voted  to 
reject  this  measure. 

D.  Adding  ambulatory  surgical 
benefits;  plan  would  pay  100 
per  cent  R & C charges  for 
ambulatory  surgery  with  no 
deductible.  Procedures  covered 
are  those  normally  performed  in 
a hospital  but  instead  are  per- 
formed in  ambulatory  surgical 
centers  or  special  out-patient 
facilities  with  no  overnight  care 
involved.  MONY  listed  several 
examples  of  such  procedures 
which  the  committee  simply 
amended  out  of  the  provision  in 
voting  to  accept  this  provision 
as  part  of  the  plan. 

E.  Using  a three  deductible  maxi- 
mum per  family  (currently 
using  two).  On  motion,  the 
committee  voted  to  accept  this 
provision. 

Had  all  five  of  the  recommenda- 
tions been  accepted,  MONY  would 
have  reduced  the  23-per  cent  rate  hike 
request  by  small  percentage  factors. 
With  the  committee  accepting  only  a 
couple  of  the  cost-containing  measures 
on  behalf  of  our  physicians  insured 
under  this  group  plan,  we  will  await 
MONY’s  response  as  to  what  the  final 
rate  adjustment  will  be.  MONY  also 
suggested  one  enhancement  of  the 
program  which  would  provide  for  well- 
baby  care  following  birth  when  the 
infant  remains  in  the  hospital  before 
going  home  with  the  mother.  While 


the  committe  was  sympathetic  with 
the  concept  of  insurance  paying  for 
the  well-baby  care  portion  of  the  hos- 
pital bill  not  presently  covered  under 
our  existing  contract,  it  was  also  con- 
cerned with  the  added  premium  cost 
burden.  Insured  members  under  age 
40  would  see  their  premium  rise  by 
$88  per  year  just  to  add  this  benefit. 
It  was  noted  that  by  the  time  a couple 
had  paid  this  premium  for  two  years 
they  would  spend  an  amount  equiva- 
lent perhaps  to  the  cost  they  might 
incur  if  they  had  a baby  in  that  time 
frame.  And  the  payout  of  the 
premium  would  continue  even  though 
the  couple  is  not  having  a baby  an- 
nually or  even  every  other  year.  The 
motion  to  reject  the  addition  of  this 
benefit  was  accepted  and  the  benefit 
will  not  be  added  to  the  existing  in- 
surance package. 

“4.  Discussion  of  Marketing  Plan. 
McDonough  Caperton  representatives 
indicated  that  the  company  as  general 
manager  or  broker  of  the  WVSMA 
group  plans  is  undertaking  a complete 
analysis  of  all  of  the  Association’s 
group  plans  to  determine  where  we 
might  be  able  to  improve  coverages, 
find  more  reasonable  rates  for  the 
various  kinds  of  insurance,  etc.  They 
expect  to  come  back  to  WVSMA  and 
this  committee  in  March  with  a set 
of  proposals  to  improve  the  entire 
insurance  package.  They  also  indi- 
cated that  it  is  their  desire  to  imple- 
ment a marketing  plan  whereby  they 
will  be  able  to  contact  annually  every 
member  who  has  any  of  the  group 
plans  to  make  sure  that  coverages  are 
adjusted  up  or  down  as  changing 
personal  situations,  earnings  and  in- 
flation dictate.  The  Chairman  also 
suggested  that  our  managing  general 
agent  prepare  a brochure  or  booklet 
which  outlines  all  of  our  insurance 
programs  in  a single  piece  and  in- 
cludes sample  rates  (where  age 
dependent),  options  available,  etc. 
Doctor  Leckie  noted  that  Southern 
Medical  Association  ( of  which  some 
600  WV  physicians  are  members)  has 
just  such  a brochure  and  offers  many 
of  the  same  insurance  programs  at 
more  competitive  rates. 
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“5.  New  Products  Suggestions.  At 
WVSMA  request,  McDonough  Caper- 
ton  outlined  some  possible  new  pro- 
ducts which  we  might  consider  tying 
to  membership  in  WVSMA.  Three 
such  products  were  offered: 

A.  A policy  which  offers  24-hour 
accidental  death  and  dismem- 
berment coverage  if  the  insured 
member  is  in  a motor  vehicle 
either  as  a driver  or  passenger 
and  is  wearing  an  approved 
seat  belt  and/or  seat  belt/ 
shoulder  harness.  In  the  event 
of  the  member’s  death  under 
such  circumstances,  the  estate 
would  be  paid  the  sum  of 
$10,000.  The  cost  of  such  a 
group  policy  would  be  $1.50  per 
member  per  year.  Motion:  That 
WVSMA  accept  this  new  in- 
surance product  and  appropriate 
the  money  from  Association 
funds  to  pay  this  premium. 
Adopted  unanimously. 

(Note:  WVSMA  Council  in 

previous  action  has  already 
approved  this  insurance  idea  in 
concept.  Details  will  be  worked 
out  and  members  will  be  noti- 
fied as  to  the  effective  date  and 
details  of  the  plan.) 

B.  Traditional  AD  & D coverage 

if  loss  occurs  while  member  is 
traveling  on  a common  carrier. 
Benefit:  $10,000;  Premium: 

$1.80  annually  per  member. 

C.  AD  & D coverage  for  member 

if  loss  occurs  while  member  is 
travelling  on  a scheduled  air 
carrier.  Benefit:  $10,000;  Pre- 
mium: $1.40  annually  per 

member. 

B & C above  were  considered  to- 
gether and,  after  due  discussion,  a 
motion  to  defer  action  on  adopting 
these  two  coverages  was  adopted. 

D.  Optional  Dental  Coverage.  Cit- 
ing member  inquiries  on  the 
availability  of  dental  insurance 
for  WVSMA  members,  the 
general  agent  presented  a dental 
option  which  could  be  offered 
in  conjunction  with  the 
WVSMA-sponsored  comprehen- 
sive Major  Medical  Plan.  The 
committee  suggested  further 
study  of  the  dental  insurance 
issue  and  instructed  McD-C  to 


explore  the  cost-effectiveness  of 
this  program  with  other  dental 
programs. 

“6.  Products  Review  Suggestions. 
In  keeping  with  the  request  to  review 
existing  insurance  products  for  cur- 
rentness, cost  and  benefits,  Mr. 
Waldron  indicated  that  the  carrier 
offering  the  present  term  life  product 
has  offered  the  following  improve- 
ments in  the  insurance  which  take 
effect  on  April  1.  A 25-per  cent  bene- 
fit bonus  will  be  automatically  added 
at  no  additional  premium  cost.  Thus 
a $10,000  term  life  policy  would 
automatically  pay  $12,500  as  a death 
benefit  even  though  the  face  value  is 
listed  at  $10,000.  The  company  is 
offering  an  opportunity  to  qualify  for 
a significant  discount  based  on  non- 
smoking. Non-smokers  presently  in- 
sured (as  well  as  new  applicants)  who 
answer  a two-question  application  will 
see  their  premium  decrease  as  of  April 

1.  Finally,  the  company  is  eliminating 
the  35-per  cent  benefit  reduction  at 
age  65  and  will  continue  benefits  in 
full  to  the  policy  termination  date  of 
age  70. 

“7.  Professional  Liability  Review. 
Mr.  Tom  Auman  of  McDonough 
Caperton,  appearing  for  Mr.  William 
Maclean,  gave  a brief  report  on  the 
status  of  professional  liability  policy 
renewals  for  1986  and  noted  that 
nearly  1,000  doctors  have  already 
renewed  or  are  in  the  process  of 
renewing  their  coverage  with  CNA. 
The  numbers  of  physicians  resorting 
to  other  coverage  appears  to  be 
minimal.  Mr.  Auman  also  indicated 
that  perhaps  as  many  as  50  of  the 
newly  accepted  insureds  are  non-mem- 
bers who  have  agreed  to  join  WVSMA 
to  be  eligible  for  insurance. 

“8.  Review  of  Other  Programs. 
Chairman  Leckie  noted  that  he  had 
had  both  conversation  and  correspond- 
ence with  parties  representing  SMA 
insurance  plans.  The  committee  agreed 
to  meet  sometime  in  the  next  two 
months  for  the  purpose  of  hearing  a 
presentation  of  SMA  plans  and  how 
a joint  marketing  plan  might  be 
implemented  similar  to  the  arrange- 
ment SMA  has  with  the  Louisiana 
State  Medical  Association.” 

As  alluded  to  above  in  paragraph 
7 of  the  minutes,  the  Southern  Medi- 
cal Association’s  Executive  Vice 


President.  William  J.  Ranieri,  re- 
quested an  opportunity  to  present  a 
proposal  to  the  Insurance  Committee. 
The  essence  of  the  proposal  is  that 
SMA  would  be  very  interested  in 
working  with  WVSMA  in  helping  to 
establish  an  excellent  member  benefits 
program  utilizing  the  SMA  insurance 
program.  To  date,  SMA  has  imple- 
mented their  program  with  Louisiana 
State  Medical  Association  and  the 
Georgia  Medical  Association.  On 
April  8,  1986,  the  Insurance  Com- 
mittee met  with  Mr.  Ranieri  to  con- 
sider SMA’s  proposal  and  to  evaluate 
the  modifications  of  our  present  plan 
as  proposed  by  McDonough  Caperton. 

Mr.  Ranieri  was  well  received,  and 
he  graciously  and  capably  answered 
many  questions  for  the  Committee. 
His  proposal,  for  the  benefit  of  our 
entire  membership,  is  essentially  as 
follows: 

Co-sponsoring  between  the  SMA 
and  WVSMA  can  be  beneficial  to  both 
organizations.  It  would  allow  the 
SMA  to  expand  its  membership  base 
(all  WVSMA  physicians  who  wish  to 
participate  in  the  SMA  Insurance  Pro- 
gram must  first  join  SMA;  dues  are 
$75  annually),  and  at  the  same  time, 
would  allow  the  WVSMA  to  offer 
programs  to  its  members  which  have 
proven  to  be  beneficial  to  physicians. 

The  Insurance  Program  would 
enable  the  WVSMA  members  to 
participate  in  a comprehensive,  in- 
depth  program  at  the  lowest  cost  pos- 
sible. We  suggest  that  the  following 
items  be  discussed  as  we  move  further 
along: 

1.  Maintaining  West  Virginia  State 
Medical  Association’s  identity.  We 
recommend  specially  printed  pam- 
phlets or  brochures  which  would 
identify  this  as  an  insurance  pro- 
gram sponsored  by  your  society, 
“in  cooperation  with  the  Southern 
Medical  Association.” 

2.  Issuing  the  SMA  insurance  bene- 
fits to  all  current  participants  in 
the  WVSMA  insurance  program. 
For  increases  in  coverage  or  new 
participants,  evidence  of  insur- 
ability will  be  required. 

3.  The  WVSMA  would  receive  an 
administrative  fee  of  one  half  of 
one  per  cent  of  all  new  premiums 
(first  year’s  premiums)  collected 
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on  WVSMA  participants,  and  one 
fourth  of  one  per  cent  of  all  current 
and  renewal  premiums. 

4.  Adopting  a letter  of  agreement 
between  West  Virginia  State  Medi- 
cal Association,  Southern  Medical 
Association  and  Connecticut  Gen- 
eral Life  Insurance  Company,  the 
plan  underwriter. 

The  WVSMA  would  be  asked  to 
perform  the  following  functions: 

1.  The  WVSMA  would  provide  the 
SMA  with  a computer  print-out  of 
the  WVSMA  membership  so  that 
we  could  notify  them  of  this  new 
activity  sanctioned  by  the  WVSMA; 

2.  Notify  the  WVSMA  membership 
of  this  new  activity  in  a letter  sent 
out  over  the  WVSMA’s  President’s 
signature;  and 

3.  Notify  the  WVSMA  membership 
of  this  co-sponsoring  arrangement 
through  publication  in  your  journal 
and  newsletter. 

As  of  February  28,  1986,  there  are 
622  members  of  Southern  Medical  in 
your  state.  Of  this  number,  190  are 
in  the  SMA  insurance  program,  and 
453  certificates. 

DESCRIPTION  OF  PLAN 
INCLUDED  IN  THE  SMA 
GROUP  INSURANCE  PROGRAM 

A complete  insurance  program  is 
available  including: 

1.  LIFE  INSURANCE 
(Up  to  $500,000) 

2.  ACCIDENTAL  DEATH  AND 
DISMEMBERMENT 

(Up  to  $150,000 ) 

3.  LONG-TERM  DISABILITY 
INCOME 

( Up  to  $7,000  per  month ) 

4.  SHORT-TERM  DISABILITY 
INCOME 

(Up  to  $2,000  per  month) 

5.  MAJOR  HOSPITAL 
INSURANCE 

I Up  to  $2,000  per  person ) 

80  per  cent  of  hospital  and  nursing 
expenses  payable  after  satisfying 
deductible. 


6.  MAJOR  MEDICAL  INSURANCE 
(Up  to  $2,000,000  per  person) 

80  per  cent  of  all  eligible  expenses 
up  to  $5,000,  then  100  per  cent 
of  all  eligible  expenses 

7.  OFFICE  OVERHEAD  EXPENSE 
DISABILITY  INSURANCE 

(Up  to  $10,000  per  month) 

8.  SURVIVOR  ANNUITY  INCOME 
( Up  to  $1,000  per  month  ) 

LTp  to  $1,000  per  month  to  your 
beneficiary 

9.  DAILY  HOSPITAL  INDEMNITY 
(Up  to  $100  per  day) 

In  addition  to  other  coverages 

10.  UNIVERSAL  LIFE  INSURANCE 

Universal  Life  breaks  the  tradition 
of  fixed  premiums  and  fixed-bene- 
fit insurance.  Policyholders  can 
vary  premium  payments  and  type 
of  coverage  desired.  Interest  and 
cash  value  buildup  is  tax  deferred. 

PHYSICIAN’S  RETIREMENT 
PROGRAM 

The  SMA-IRA  has  the  highest 
interest  available  in  the  industry. 
100  per  cent  of  your  IRA  payment 
earns  interest  — there  are  no  fees  or 
charges  for  setting  up  or  maintaining 
your  plan. 

There  are  two  types  of  Retirement 
Plans  available: 

Self-Employed  Plans: 

Keogh  (HR-10) 

Corporate  Plans 

Outstanding  features  of  these  plans 
include: 

• Total  Plan  Administration  and 
Accounting 

• Low  Management  and 
Administration  Fees 

• All  Reports  and  Filings  for  the 
IRS  and  Department  of  Labor  are 
prepared  for  your  signature 

•Assignment  of  your  own  Personal 
Account  Manager 


In  response  to  the  Committee’s 
recommendations  on  January  7,  1986, 
McDonough  Caperton’s  Mike  Waldron 
presented  on  April  8,  1986,  an  update 
on  our  group  insurance.  The  positive 
aspects  are  categorized  and  delineated 
below. 


Administrative  — computer-gener- 
ated update  of  each  insured’s  cover- 
age; continuous  analysis  of  the  in- 
surance industry  to  assure  the  com- 
petitive quality  of  sponsored  products, 
including  comparisions  of  other  as- 
sociation-sponsored products. 

Product  Development  — - Major 
Medical  to  allow  enrollment  up  from 
age  60  to  age  65;  Term  Life  — added 
a 25-per  cent  bonus  benefit  for  all 
insureds  under  age  60;  added  non- 
smoker  discount;  deleted  35-per  cent 
benefit  reduction  at  age  60  — full 
benefits  continue  to  age  70. 

Professional  Office  Overhead  — re- 
vised from  $5,000  to  allow  up  to 
$7,500  per  month  maximum  benefits; 
new  survivor  benefit  added  allows  a 
lump  sum  of  one  month  benefit  to 
insured’s  estate.  Disability  — in- 
creased monthly  benefits  to  $4,000/ 
month;  increased  continuation  of  full 
benefits  from  age  60  to  age  65; 
arranged  for  insureds  over  age  55  to 
secure  coverage  (or  additional  cover- 
age). 

Medicare  Supplement  — added  a 
new  high,  option  product;  will  conduct 
an  open  enrollment  for  members/ 
employees  over  age  65  on  a bi-annual 
basis;  retained  current  coverage  with 
no  rate  increase. 

Marketing  — have  conducted  two 
mailings  since  January,  1986,  on  Term 
Life  and  Long  Term  Disability;  have 
scheduled  (3)  major  mailing  cam- 
paigns through  September,  1986,  on 
Major  Medical.  Term  Life  and  Medi- 
care Supplement. 


A competitive,  comprehensive  an- 
alysis has  been  received  from  SMA 
which  compares  cost  of  WVSMA  in- 
surance program  with  nine  other  medi- 
cal associations.  This  information  plus 
the  contents  of  your  Insurance  Com- 
mittee’s report  may  lend  guidance  to 
the  Executive  Committee  in  deciding 
which  direction  we  should  pursue  for 
future  group  insurance  coverage. 

Medical  Liability.  Inasmuch  as  our 
very  capable  President,  Dr.  David  Z. 
Morgan,  has  kept  us  well  informed  on 
the  status  of  this  subject,  I will  not 
labor  further  comment. 

Respectfully  submitted. 

Jack  Leckie,  M.  D.,  Chairman 
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Committee  on  Cancer 

The  annual  meeting  of  the  Cancer 
Committee  was  held  August  16,  1985, 
in  Charleston,  and  the  Mid-Winter 
Clinical  Conference  Cancer  Committee 
meeting  January  26,  1986,  also  was 
held  in  Charleston. 

An  update  of  the  Cancer  Registry 
was  presented  by  Dr.  R.  John  C. 
Pearson.  Doctor  Pearson  reported  a 
new  tumor  registry  was  being  estab- 
lished at  Clarksburg.  He  also  indi- 
cated that  an  attempt  was  being  made 
to  increase  the  number  of  tumor 
registries  into  the  CHOP-DS  system. 
He  indicated  that  it  is  difficult  to  get 
new  tumor  registries  started  due  to 
hospital  cost  containment  programs 
and  DRGs. 

The  American  Cancer  Society 
report  was  given  by  Ms.  Shirley 
Barber,  with  approval  of  the  CanSur- 
mount  Program  given  by  the  Com- 
mittee. The  colo-rectal  health  check- 
pilot  study  report  was  conducted  in 
five  counties.  Eighty-one  positive 
stool  blood  studies  were  obtained.  A 
follow-up  report  of  the  workup  of 
patients  with  positive  stools  is  still 
pending.  The  danger  of  a false  nega- 
tive stool  test  was  stressed. 

Ms.  Barber  also  presented  the 
American  Cancer  Society  Mammo- 
graph  baseline  study  for  women  ages 
35  to  39  and  its  objectives.  She  stated 
that  insurance  companies  will  not  give 
reimbursement  for  routine  mammo- 
gram examinations.  Doctor  Watne 
stated  that  there  are  studies  done  on 
mammography  screening.  The  Com- 
mittee suggested  that  the  American 
Cancer  Society  contact  the  Family 
Practice  and  OB/GYN  societies,  pre- 
sent the  importance  of  mammography, 
and  encourage  them  to  convey  its 
importance  as  part  of  their  continuing 
medical  education  programs. 

The  Cancer  Prevention  Study  II 
report  given  by  Dr.  B.  Rebecca  Fidler 
had  11,881  patients  in  it;  7,638  of 
this  group  responded  to  specific  ques- 
tions regarding  West  Virginia  lifestyle. 
Of  the  deaths  in  this  group,  42  per 
cent  were  due  to  heart  disease  and  40 
per  cent  because  of  cancer.  Fung 
cancer  was  responsible  for  32  per  cent, 
gastrointestinal,  26  per  cent;  breast, 


11  per  cent;  prostate,  0.8  per  cent; 
uterus,  0.4  per  cent;  malignant 
melanoma,  0.4  per  cent,  and  others, 
15  per  cent. 

Doctor  Watne  introduced  Linda 
Morningstar  as  a recipient  of  an 
$800,000  grant  for  the  Cancer  Com- 
munication System.  The  functions  of 
this  program  are  cancer  information 
service  and  public  education. 

Doctor  Steven  J.  Jubelirer  was 
introduced  as  the-  new  Chairman  of 
the  CAMC  Cancer  Center.  Doctor 
Jubelirer  discussed  the  CCOP  program 
which  is  now  with  the  Eastern 
Cooperative  Oncology  Group.  Ap- 
proximately 55-60  patients  are  on  the 
protocol.  He  indicated  that  they  are 
seeking  more  physician  participants. 

The  Tumor  Registry  Report  was 
given  by  Dr.  John  Frich.  Doctor  Frich 
discussed  consideration  of  the  CHOP 
and  the  Data  Base  III  systems  for  use 
in  the  West  Virginia  Registry.  No 
decision  has  been  made  yet  as  to  which 
system  will  be  recommended. 

Dr.  David  B.  Gray  discussed  the 
Tumor  Registry  in  Charleston  and  the 
need  for  hospitals  to  circulate  the 
results  of  cancer  data. 

Dr.  Cordell  de  la  Pena  will  present 
to  the  West  Virginia  Association  of 
Pathologists  the  necessity  and  im- 
portance of  reporting  cancer  deaths 
at  the  local  level. 

Doctor  Watne  stated  that  we  have 
42  cancer  field  liaison  members 
appointed  by  the  Chicago  office  of  the 
American  College  of  Surgeons  and 
that  there  will  be  two  replacements 
in  the  near  future.  He  also  announced 
the  forthcoming  meeting  of  the  Field 
Liaison  at  The  Greenbrier  in  May  in 
conjunction  with  the  West  Virginia 
Chapter  of  The  American  College  of 
Surgeons. 

Dr.  Peter  Raich  reported  that  the 
CHOP  study  is  continuing.  He  dis- 
cussed the  Cancer  Communication 
System  which  is  funded  by  the  NCI 
and  its  goal:  to  provide  a Cancer 

information  and  coordination  system 
for  the  public,  physician  and  edu- 
cators. 

Respectfully  submitted, 

Alvin  L.  Watne,  M.  D. 

Chairman 


Committee  on  Impaired 
Physician 

The  Committee  on  the  Impaired 
Physician  of  the  West  Virginia  State 
Medical  Association  has  endeavored 
to  take  a more  active  role  in  the  past 
year.  Members  have  been  consulted 
and  contacted  by  concerned  colleagues 
as  well  as  by  physicians  themselves 
seeking  assistance  and  guidance. 
Recommendations  for  assistance  and 
referrals  for  treatment  have  been 
accomplished. 

Moreover,  of  greater  concern  to  the 
Association,  the  Committee  is  working 
with  the  Council  of  the  State  Associa- 
tion and  the  newly  formed  Judicial 
Commission  to  increase  members’ 
awareness  of  the  availability  and 
potential  benefit  of  active  treatment. 
The  committee  should  be  perceived 
as  a method  by  which  impaired 
physicians  and  their  families  can  be 
referred  to  suitable  treatment  facilities 
within  this  state  or  elsewhere.  The 
Committee  is  not  a punitive  or  case- 
finding or  judgmental  organization 
hut  it  is  developing  approaches  at  the 
local  county  medical  society  level  to 
foster  all  physicians’  awareness  of  the 
potential  for  difficulties  and  problems 
which  should  be,  and  must  be, 
addressed. 

Committee  members  as  well  as  the 
Chairman  have  worked  with  Doctor 
Morgan  and  other  physicians  in  an 
effort  to  formalize  the  roles  of  the 
committee  in  a non-punitive  and 
non-treatment-oriented  approach,  hop- 
ing that  physicians  can  be  encouraged 
to  seek  treatment  voluntarily  before 
serious  licensure  or  ethical  conduct 
issues  come  to  the  attention  of  either 
the  Judicial  Commission  or  the  West 
Virginia  Board  of  Medicine.  Many 
members  of  the  State  Medical  Associa- 
tion have  shown  an  eagerness  and  an 
interest  to  participate  in  the  working 
of  the  Committee,  and  this  should 
bode  well  for  active  involvement  in 
the  future.  Guidance  is  being  sought 
from  resources  within  the  state  as  well 
as  from  programs  out  of  state,  and 
plans  are  being  considered  to  have 
a consultant  provide  additional  exper- 
tise to  further  assist  the  Committee. 

Kenneth  M.  Fink,  M.  D. 

Chairman 
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Committee  on  Medical 
Education  and  Hospitals 

The  West  Virginia  State  Medical 
Association’s  Committee  on  Medical 
Education  and  Hospitals  is  an  ac- 
crediting arm  of  the  Accreditation 
Council  for  Continuing  Medical  Edu- 
cation and  is  charged  with  the 
responsibility  for  accreditation  of 
intrastate  continuing  medical  educa- 
tion programs,  primarily  at  com- 
munity hospitals. 

The  year  1985-86  ( September- 

August)  has  been  an  “off  year”  for 
resurveys  because  most  accreditations 
have  been  granted  for  periods  of  two 
to  four  years.  Committee  members 
and  Association  staff  persons  have 
resurveyed  only  one  CME  program 
at  Reynolds  Memorial  Hospital  in 
Glen  Dale,  granting  a full  four-year 
accreditation  (continued);  and  with- 
drew one  accreditation. 

The  Accreditation  Council  for  Con- 
tinuing Medical  Education’s  Com- 
mittee for  Review  and  Recognition, 
composed  of  James  D.  Ingram,  Di- 
rector of  CME  for  the  Tennessee 
Medical  Association,  and  James  M. 
Long  III,  M.  D.,  of  Spartanburg, 
South  Carolina,  conducted  a site  visit 
to  the  West  Virginia  State  Medical 
Association  on  February  22,  1986,  for 
the  purpose  of  examining  files  and 
reviewing  our  intrastate  CME  accredi- 
tation policies  and  procedures.  The 
results  of  the  CRR  site  visit  will  not 
be  known  to  your  Association  until 
late  in  October  when  the  annual  meet- 
ing of  the  full  CRR  Committee  meets 
to  act  upon  recommendations  from 
subcommittee  accrediting  activities. 

Your  Committee  held  its  annual 
breakfast  meeting  on  January  25, 
1986,  at  the  Marriott  in  Charleston 
(during  the  Association’s  Mid-Winter 
Clinical  Conference)  to  approve  in 


person  retroactively  those  actions 
which  had  been  taken  by  mail  during 
the  preceding  year.  It  also  met  again 
on  February  22  at  the  time  of  the 
CRR  site  visit  and  approved  a recom- 
mendation to  Council  for  its  approval 
of,  and  financial  support  for,  a CME 
needs  assessment  survey  to  be  co- 
sponsored by  WVU  School  of  Medi- 
cine, Charleston  Area  Medical  Center 
and  Marshall  University  School  of 
Medicine,  with  the  overall  goal  of  the 
joint  project  being  to  secure  informa- 
tion from  physicians  to  assist  in  im- 
proving development,  provision  and 
sponsorship  of  CME  in  West  Vir- 
ginia. (Subsequently,  Council  ap- 
proved Committee’s  recommendation, 
and  questionnaires  were  mailed  in 
June  to  physicians  in  West  Virginia. 
A preliminary  report  of  results  of  the 
survey  is  to  be  provided  attendees 
during  the  1986  Annual  Meeting  of 
the  WVSMA  in  August,  and  results  of 
the  survey  are  to  be  published  in  an 
early  winter  issue  of  The  West  Vir- 
ginia Medical  Journal ). 

Staff,  through  your  Committee,  has 
kept  Association  members  informed, 
through  Journal  articles  and  corre- 
spondence, relative  to  the  change  in 
CME  credit  hours  allowed  in  Cate- 
gory 1 of  the  AMA’s  Physician’s 
Recognition  Award.  Initially,  there 
were  six  categories  in  which  a physi- 
cian might  earn  credit  hours.  Credit 
hours  now  fall  into  either  Category  1 
or  2 — a physician  may  earn  all  150 
hours  in  Category  1;  however,  a physi- 
cian must  have  a minimum  of  60  hours 
in  Category  1 in  order  to  receive 
credit  toward  PRA. 

Your  Chairman  and  Mary  Hamil- 
ton, the  WVSMA’s  CME  Accredita- 
tion Coordinator,  plan  to  attend  the 
Annual  ACCME’s  Conference  for  State 
Medical  Societies  in  Chicago  on 
October  9.  As  in  past  years,  we  will 


update  your  Committee  on  Medical 
Education  and  Hospitals  upon  our 
return  from  the  meeting. 

The  Committee  has  its  work  cut 
out  for  it  during  1986-87,  with 
resurveys  anticipated  for  Charleston 
Area  Medical  Center;  West  Virginia 
Academy  of  Ophthalmology;  Veterans 
Administration  Medical  Center  in 
Martinsburg;  Jackson  General  Hos- 
pital in  Ripley;  Wheeling  Area  Con- 
tinuing Medical  Education  (formerly 
the  Ohio  Valley  Medical  Center, 
Wheeling  Hospital);  St.  Francis  Hos- 
pital in  Charleston;  St.  Mary’s  Hos- 
pital in  Huntington;  Weirton  Medical 
Center,  and  American  Heart  Associa- 
tion, West  Virginia  Affiliate  in 
Charleston. 

Working  relationships  with  the 
national  ACCME  office  in  the  Chicago 
area  have  continued  to  be  good.  The 
Association  was  charged  by  its  leader- 
ship in  the  early  1970s  with  develop- 
ing a fair  but  demanding  program 
for  intrastate  accreditation. 

Our  intrastate  accreditation  process 
has  not  been  carried  out  without  some 
problems.  As  reported  earlier,  there 
have  been  some  hospital/ institutions 
which  have  been  denied  accreditation 
or  granted  one-year  probationary  ac- 
creditation so  that  programs  might 
be  amended  to  meet  Committee’s 
standards.  But  the  overall  results 
seem  solid  and  effective. 

We  have  seen  in  past  years,  and 
continue  to  see,  dedication  and  com- 
mitment to  the  program  by  CME 
directors,  physicians  and  staff,  and 
your  Committee  can  assure  you  that 
the  physician,  staff  and  other  expendi- 
tures are  justified  and  provide  an 
invaluable  service  to  the  Association. 

Respectfully  submitted, 

William  0.  McMillan,  Jr.,  M.  D. 

Chairman 
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• Save  money  on  initial  purchase-priced  50%  to  60% 
less  than  similar,  but  more  bulky,  competitive  products 

• Use  it  wherever  you  need  it-small  enough  and  portable 
enough  to  use  anywhere  in  the  office,  or  take  it  right 

to  the  patient’s  bedside,  all  with  no  sacrifice  in 
diagnostic  capability 

• Reduce  paper  wasted  through  false  starts-LCD  display 
shows  actual  waveforms  for  each  lead,  easy  to  see  if 
lead  is  improperly  connected 


• Completely  portable  for  use  in  any 
location-can  be  used  without  a power 
outlet  or  during  power  failures  because  it 
can  be  battery  operated 

• Transmits  data  direct  to  physician’s  office 
for  overread  via  phone  modem 

• Review  and  comparison  on  previous  ECGs  easily 
accomplished-unit  stores  up  to  20  ECGs 


— 11800  Coakley  Circle,  Rockville,  Maryland  20852 

BurdicK  (301)984-6112  (301)444-7977  (215)922-4966  (804)644-8024  (919)848-4333 


E500  electrocardiograph  analysis  cart 

• Much  smaller  in  size  and  weight  than 
competitive  carts— system  weighs  only  65  lbs 

• Assured  patient  safety  with  isolation  built 
into  system 

• Produces  crisp,  clear  reports  with  a high- 
resolution  plotter 

LEWIS  MEDICAL  INSTRUMENTS  INC. 


• Provides  more  comprehensive  data-analyzes  10  full 
seconds  of  data  from  all  12  leads  simultaneously, 
rather  than  just  3 at  a time 


E500-3-channel,  1 2-lead 
interpretive  electrocardiograph 


WVU  Medical 
Center  News 


West  Virginia 
University 


Doctor  Leaves  $1.4  Million  To  WVU 


A Bridgeville,  Pennsylvania,  family 
doctor  who  built  a sizeable  fortune 
through  wise  investments  has  left  $1.4 
million  to  WVU  School  of  Medicine, 
which  he  attended  for  only  two  years 
in  the  1930s.  It  is  the  largest  cash 
bequest  in  WVU  history  and  came  as 
a surprise  to  University  officials. 

Myron  L.  McGarvey,  M.  D.,  who 
died  18  months  ago  at  age  82,  offered 
no  explanation  in  his  will  for  the 
large  gift.  However,  family  members 
believe  it  was  based  on  his  experience 
at  what  was  then  WVU’s  two-year 
medical  school. 

“He  cherished  the  memories  of  the 
time  he  spent  here,”  said  his  sister, 
Orpha.  “He  enjoyed  those  years  — 
from  both  a personal  and  academic 
point  of  view  — to  the  extent  that  he 
wanted  his  estate  to  benefit  the  school 
of  Medicine.” 

The  gift  was  announced  at  a news 
conference  by  WVU  President  Neil  S. 
Bucklew  and  James  A.  Robinson, 
President  of  the  WVU  Foundation, 
Inc. 

Left  to  Dean’s  Fund 

“This  is  a tremendous  material 
expression  of  the  impact  Doctor 
McGarvey  clearly  felt  the  WVU 
medical  school  had  on  his  life  and 
career,”  Doctor  Bucklew  said,  “and 
it’s  a beautiful  example  of  how  alumni 
serve  as  partners  in  the  growth  and 
development  of  the  institution.” 

The  money,  totaling  $1,424,392 
and  making  up  the  bulk  of  Doctor 
McGarvey ’s  estate,  was  left  specifically 
to  the  Dean’s  Fund,  without  restric- 
tion. Dean  Richard  A.  DeVaul,  M.  D., 
said  it  will  in  part  form  the 
McGarvey  Dean’s  Endowment,  in- 
come from  which  will  provide  dis- 
cretionary money  to  support  the 
school’s  academic  mission. 


Doctor  McGarvey  was  born  in  1902 
at  Bridgeville,  a Pittsburgh  suburb 
where  his  father  practiced  medicine. 
When  he  was  six  the  family  bought 
a combined  home  and  office  on  Main 
Street,  and  it  remains  the  family  home 
to  this  day. 

Doctor  McGarvey  attended  the  Uni- 
versity of  Pittsburgh  and  taught 
chemistry  before  entering  the  WVU 
School  of  Medicine  in  1931.  The 
school  then  offered  only  the  first  two 
years  of  medical  training,  and  he 
went  on  to  the  University  of  Pitts- 
burgh for  his  M.  D.  degree.  After  a 
year  of  internship  at  Pittsburgh  hos- 
pitals, he  joined  his  father  in  practice 
at  Bridgeville  in  1936. 

They  practiced  together  for  more 
than  a dozen  years  before  the  father 
retired,  and  Doctor  McGarvey  limited 
his  practice  as  he  approached  70.  He 
had  never  married,  and  died  Decem- 

“ffe  cherished  the  memories 
of  the  time  he  spent  here 

her  31,  1984,  leaving  his  sister,  Orpha 
McGarvey,  as  sole  survivor.  She  lives 
in  the  family  home  in  Bridgeville. 

“I  don’t  recall  him  speaking  of 
special  plans  to  benefit  the  School  of 
Medicine,”  she  said.  “It’s  obvious, 
however,  that  there  was  a strong 
affection  — that  he  liked  the  faculty 
and  appreciated  the  instruction  he 
received  here.” 

Though  he  was  not  a frequent 
visitor  to  the  campus,  McGarvey  was 
a life  member  of  the  School  of  Medi- 
cine Alumni  Association,  and  kept  up 
with  events  at  WVU  through  publica- 
tions sent  to  him  by  the  Association 
and  the  University. 

Ms.  McGarvey  noted  that  her 
brother  had  served  overseas  in  World 
War  II,  and  in  his  later  years 


numbered  world  travel  as  well  as 
photography  among  his  hobbies. 

Dean  DeVaul  said  that  the  bequest 
is  the  first  from  a physician  with  the 
magnitude  of  an  endowed  chair,  which 
requires  a minimum  gift  of  $1  million. 

“These  are  quality  dollars  that  can 
make  the  difference  between  bare-bone 
programs,  projects  and  opportunities, 
and  the  excellence  that  the  School  of 
Medicine  is  trying  to  accomplish,”  he 
said. 

“As  a physician.  Doctor  McGarvey 
appreciated  the  importance  that  these 
kinds  of  dollars  can  make  in  an 
academic  environment.” 

Pequest  a Surprise 

Dean  DeVaul  said  notification  of 
the  bequest  last  spring  came  as  a sur- 
prise. 

“But  Doctor  McGarvey  had  ob- 
viously planned  it  carefully,  because 
his  will  designated  the  bulk  of  his 
estate  to  the  Dean’s  Fund  by  specific 
account  number  — even  though  he 
did  not  notify  us  in  advance,”  he  said. 
Bequests  also  were  made  to  relatives 
and  to  Children’s  Hospital  in  Pitts- 
burgh. Doctor  McGarvey  conducted 
a general  family  practice  and  had 
many  children  among  his  patients. 

School  teaching  was  a tradition  in 
the  McGarvey  family.  Orpha  as  well 
as  Myron  taught  school,  and  Ms. 
McGarvey  obtained  a master’s  degree 
at  a time  when  advanced  degrees  for 
women  were  unusual. 

Their  grandmother  also  was  a col- 
lege graduate,  and  many  other  rela- 
tives including  their  mother  were 
teachers.  Ms.  McGarvey  said  many  of 
them  attended  Slippery  Rock  College. 

The  School  of  Medicine  has  five 
other  endowed  chairs  plus  two  pro- 
fessorships endowed  at  one-half  mil- 
lion dollars  each. 

From  material  furnished  by  the  Medical 
Center  News  Service,  Morgantown,  W.  Va. 
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THE  WHEELING  CLINIC 


WHEELING,  WEST  VIRGINIA  26003 


L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  4554588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R D.  Morris,  D.  0.  (New  Martinsville) 
Peripheral  Vascular  Disease 
J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 

Gastroenterology 
T.  E.  Chvasta,  M.  D. 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology/ Hypertension 

D.  L.  Latos,  M.  D. 

M.  H.  Drews,  M.  D. 

T.  G.  Kenamond,  M.  D. 

Pulmonary 
T.  V.  Burke,  M.  D. 

Rheumatology 
M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 

C.  D Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  T rapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 

DERMATOLOGY 

M.  Baron,  M.  D. 

NEURO-SURGERY 

F.  J.  Payne,  M.  D. 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D 
W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S Govindan,  M.  D 

PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M D 
D.  P.  Hill,  M.  D. 

J.  G.  Tellers,  M.  D. 

Pediatric  Psychiatry 
V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 
Counseling/Group  Therapy 
Biofeedback  Laboratory 
Electrology/Cosmetic  Therapy 
Electrocardiography 
Electroencephalography 
Roentgenology 
Pulmonary  Diagnostics  Lab 
Nutrition  Therapy 


Pensions 

without 

the 

tensions 


Over  75%  of  our  pension  clients  are  in 
the  medical  profession,  so  chances 
are  you’ve  heard  of  us.  The  National 
Bank  of  Commerce  of  Charleston 
Employee  Benefits  Division  is  your 
source  for  full  investment  and  adminis- 
trative services.  And  we’re  your  source 
for  taking  the  tensions  out  of  providing 
a pension  plan. 

That’s  important  to  busy  physicians  and 
health  care  professionals,  and  so  are 
pension  design  and  administrative 
services  unequalled  by  any  other  insti- 
tution in  the  Kanawha  Valley. 

We  feature  total  safety  of  plan  assets,  with 
local  service  representatives  recom- 
mending local  investments.  Our 
Employee  Benefits  Division  also  features: 


• Prototype  Plans 

• A wide  variety  of  self-directed 
investment  options 

• Qualified  TEFRA  Reviews  and 
Amendments 

• Simplified  Employee  Pensions 
(SEP’s) 

• 401  (K)  Plans 

So  think  of  the  experts  you’ve  heard  of 
when  you’re  choosing  someone  to  in- 
vest funds  and  service  a retirement 
plan.  Think  of  The  National  Bank  of 
Commerce  of  Charleston.  Just  call 
Betty  Ireland,  the  head  of  our  pension 
department,  today.  And  think  of  how 
much  easier  providing  an  employee 
pension  will  be! 


The  National 
Bank  of 
Commerce 

of  Charleston 


Employee  Benefits  Division 

Phone  348-4505  or  348-4504 

One  Commerce  Square.  Charleston,  WV  25301 


Betty  Ireland 

Vice  President, 
Pension  Trust 
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MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Medical  School  Gets 
Full  Re-Accreditation 

MU  School  of  Medicine  has  been 
fully  re-accredited  by  the  Liaison 
Committee  on  Medical  Education  for 
a three-year  period. 

Announcement  of  the  re-accredita- 
tion was  made  by  Gov.  Arch  A. 
Moore,  Jr.,  following  a July  8 meeting 
with  MU  School  of  Medicine  Dean 
Lester  R.  Bryant,  M.  D. 

“The  visiting  team  found  and 
reported  many  strengths  in  our  young 
school  of  medicine,”  MU  President 
Dale  F.  Nitzschke  noted.  “Doctor 
Bryant  and  his  faculty  and  staff  are 
to  be  commended  for  the  excellent 
work  they  did  in  preparing  for  the 
accreditation  visit.  All  of  us  are  very 
pleased  with  their  successful  efforts.” 

Strengths  cited  by  the  LCME  in- 
cluded community  and  physician  sup- 
port of  the  school,  a dedicated  faculty 
and  loyal  student  body,  good  clinical 
resources,  caring  student  services  and 
counseling,  and  the  school’s  emphasis 
on  improving  health  care  in  the 
region. 

The  committee  also  praised  the 
efforts  of  Doctor  Bryant  and  Doctor 
Nitzschke,  as  well  as  the  close  working 
relationship  they  have  developed. 

“While  we  naturally  are  pleased 
with  the  full  re-accreditation,  we  do 
have  some  significant  concerns  center- 
ed on  the  adequacy  of  our  state  fund- 
ing,” Doctor  Bryant  said.  “The  com- 
mittee shares  those  concerns  and,  as 
a result,  has  asked  us  to  submit  a 
progress  report  next  year.” 

Doctor  Bryant  said  the  progress 
report  will  deal  with  funding  for  ad- 


ditional needed  faculty  and  support 
staff.  At  that  same  time,  it  will  include 
information  on  the  appointment  of 
new  chairmen  of  physiology  and 
surgery,  the  accreditation  status  of 
OB/GYN  and  psychiatry  residencies, 
and  the  progress  in  implementing  the 
new  incentive  plan.  The  committee 
also  asked  for  continuing  information 
on  applicants,  students  and  alumni. 


Family  Medicine  Student 
Training  Grant  Given 

MU  School  of  Medicine  has  been 
awarded  a three-year,  $27,200  federal 
grant  for  its  plan  to  offer  medical 
students  special  training  in  family 
medicine. 

The  Public  Health  Service  grant 
provides  funds  for  summer  work  ex- 
periences for  24  students,  plus  money 
for  supplies  and  videotape  equipment, 
according  to  Dr.  Robert  B.  Walker, 
Chairman  of  Family  and  Community 
Health. 

“The  goal  of  the  program  is  to  pro- 
duce more  family  physicians  by  show- 
ing medical  students  its  special  chal- 
lenges and  rewards  early  in  their  medi- 
cal training,”  said  Doctor  Walker, 
who  also  is  program  director  for  the 
grant. 

The  Public  Health  Service  gave 
Marshall’s  proposal  the  top  ranking 
of  the  54  received,  calling  Marshall 
“a  strong  new  school”  which  commits 
substantial  resources  to  introducing 
medical  students  to  family  medicine. 

Medical  students  will  use  videotape 
equipment  bought  through  the  grant 
to  improve  their  skills  in  taking 
patients’  medical  histories  and  in 
examining  patients.  In  addition,  the 
grant  provides  work  stipends  for  eight 
students  each  summer. 


Hypertension  Research 
Profiled  In  NIH  Article 

Hypertension  research  of  Marshall 
University  School  of  Medicine  physio- 
logists William  D.  McCumbee  and 
Gary  L.  Wright  has  been  profiled  in 
the  Research  Resources  Reporter  of 
the  National  Institutes  of  Health. 

The  article  discusses  their  study 
of  a red  blood  cell  extract  which 
produces  significant  and  prolonged 
blood  pressure  reductions  in  hyper- 
tensive rats.  It  does  not  affect  the 
blood  pressure  of  normotensive  rats. 

McCumbee  and  Wright  found  evi- 
dence that  the  antihypertensive  factor 
inhibits  the  uptake  of  calcium  ions  by 
segments  of  rat  aortas,  an  action 
which  might  account  for  its  antihyper- 
tensive effect.  However,  the  compound 
has  not  been  purified  to  homogeneity, 
so  it  is  uncertain  whether  the  same 
compound  causes  the  reduction  in 
both  calcium  uptake  and  blood  pres- 
sure. 


Faculty  Promotions 

Eight  members  of  the  School  of 
Medicine  faculty  have  received  pro- 
motions. The  faculty  members,  listed 
by  their  new  rank,  are: 

Professor  — - Mahmood  Heydarian, 
Pediatrics;  Robert  C.  Touchon,  Medi- 
cine; 

Associate  professor  — Binni  M. 
Bennett,  Psychiatry;  Colette  A.  Gus- 
hurst,  Pediatrics;  Joyce  A.  Martin, 
Family  and  Community  Health;  James 
M.  Lewis,  Pediatrics;  Vernon  E. 
Reichenbecher,  Biochemistry; 

Clinical  assistant  professor — Rocco 
A.  Morabito,  Surgery. 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Obituaries 


MARIA  A.  ESPANOL,  M.  D. 

Dr.  Maria  A.  Espanol,  Williamson 
general  practitioner  and  psychiatrist, 
died  June  9 in  a hospital  there  from 
an  allergic  reaction  to  a bee  sting. 
She  was  36. 

Doctor  Espanol  was  a native  of  the 
Philippines  where  she  received  her 
medical  education.  She  also  com- 
pleted residencies  at  Providence  and 
St.  Quiz  Both’s  hospitals  in  Washing- 
ton, DC. 

She  was  a member  of  the  Mingo 
County  Medical  Society  and  Chairman 
of  its  Public  Relations  Committee, 
and  a member  of  the  West  Virginia 
State  Medical  Association. 

Survivors  include  the  husband,  Jose 
S.  Espanol;  two  sons,  Paul  and  Jose 
Espanol,  Jr.,  at  home,  and  a daughter, 
Joanne  Espanol,  at  home. 


MARS 

Medical  Access/ Referral  System 

Your  toll  free  access  to 
immediate  medical  informa- 
tion and  referral  services  at 
West  Virginia  University 
Medical  Center. 

1-800-982-6277 
CALL  FOR: 

1 -800-WVA-M  ARS 

• Consultation  • Referral 

• Med-Line  • Patient  Update 

• Clinic  Appts.  • MRI  Appts. 


Professional  Use  Only! 

West  Virginia  University 
School  of  Medicine 


Electromyography 

and 

Nerve  Conduction 
Studies. 

★ 

Prasadarao  B.  Mukkamala,  MD 

Diplomate  of  American  Board 
of  Physical  Medicine 
and  Rehabilitation. 

Active  member  of 
American  Association 
of  Electromyography 
and  electrodiagnosis. 
(Admitted  by  examination) 

★ 

FOR  APPOINTMENT 
CALL  (304)  344-5153 

★ 

Prasadarao  B.  Mukkamala,  MD 

1200  Quarrier  Street 
Charleston,  WV  25301 


CHAPMAN 

PRINTING 

COMPANY 

★ 

1652  4TH  AVENUE 
CHARLESTON,  WV  25357 

PHONE:  346-0676 


You  can  help  us 
raise  the  colorectal 
cancer  cure  rate. 


“If  everyone  over  50  had 
checkups  for  colorectal 
cancer,  the  cure  rate  could  be 
as  high  as  75%,”  says  Dr. 

LaSalle  D.  Leffall,  Jr.,  past 
president,  American  Cancer 
Society.  “You  can't  cure  it  if 
you  don’t  know  you  have  it.' ’’ 
But  if  it’s  detected  early,  the 
cure  rate  for  colorectal  cancer 
is  very  high.  Your  doctor  can 
perform  the  digital  and 
proctoscopic  exams,  and  you 
take  care  of  the  simple  stool 
blood  test  at  home. 

Since  men  and  women  are 
equally  affected  by  this  disease, 
we  urge  everyone  over  50  to 
get  regular  checkups. 

The  warning  signs  for 
colorectal  cancer  are  a change 
in  bowel  habits  and  blood  in 
the  stool. 

People  with  a family  history 
of  colon  or  rectal  cancer  or 
ulcerative  colitis  are  at  higher 
risk  and  are  urged  to  be 
doubly  cautious. 

Checkup  Guidelines  for 
men  and  women  over  50 
without  symptoms: 

• digital  exam  annually 

• stool  blood  test  annually 

• procto  exam  every  3 to  5 
years  after  2 negative  tests 
1 year  apart. 

No  one  faces 
cancer  alone. 

AMERICAN  CANCER  SOCIETY 
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LET  OUR 

PROFESSIONAL  STAFF 
HELP  YOU  PUT  THE 
PIECES  TOGETHER 


West  Virginia  State  Medical  Association 
Group  Insurance  Administration 
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McDonough  Caperton  Association  Group 

P.O.  Box  3186 
Charleston,  WV  25332 


CALL  1-800-344-5139  EXT.  708 


Thank  you  for  your  loyal  support 


DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 
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County  Societies 


CABELL 

Dr.  Herbert  K.  Naito  Director  of 
the  Department  for  Lipid  and 
Metabolic  Disorders  at  the  Cleveland 
Clinic,  was  the  guest  speaker  for  the 
meeting  of  the  Cabell  County  Medical 
Society  June  22.  His  topic  was 
“Practical  Aspects  of  the  Control  of 
Hyperlipidemias.” 

He  presented  test  strategies  for 
diagnosis  and  selection  of  current 
drugs  to  be  added  to  the  regimen  of 
diet  and  exercise. — Mabel  M.  Steven- 
son, M.  D.,  Secretary. 


MINGO 

The  Mingo  County  Medical  Society 
met  June  11  at  Williamson  Memorial 
Hospital. 

There  was  continued  discussion  on 
the  malpractice  specter  and  plans  for 
the  State  Medical  Association’s  An- 
nual Meeting. 

Expressions  of  grief  were  made  in 
regard  to  the  unexpected  death  of  Dr. 
“Angie”  Espanol  [see  obituary  in  this 
issue  of  The  Journal — ed.],  a beloved 
psychiatrist  and  member  of  our 
Society.  In  additions  to  flowers,  two 
books  were  sent  to  the  library  in  her 
memory. 

It  was  suggested  that  we  write  a 
small  article  for  the  newspaper  sug- 
gesting that  people  make  preparation 
for  unexpected  reactions  to  swimming, 
poison  ivy  and  bee  sting  allergy.  — 
Manolo  Tampoya,  M.  D.  Secretary- 
Treasurer. 


WESTERN 

The  Western  Medical  Society  met 
at  Green  Hills  Country  Club  in  Jack- 
son  County  on  June  10  at  the  invita- 
tion of  Kaiser  Aluminum  & Chemical 
Corporation  after  touring  the  Kaiser 
plant. 

A company  official  stated  Kaiser’s 
desire  to  have  close  contact  with  the 
physicians  of  our  Society. 

A short  business  session  was  held. 
— Ali  H.  Morad,  M.  D.,  Secretary. 


Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8V2 
by  11  in.)  white  paper.  Wide 
margins  at  least  1(4  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  (or  names)  of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
billed  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and,  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor, 
West  Virginia  Medical  Journal, 
Box  4106,  Charleston,  W.  Va. 
25364. 


New  Members 


The  following  physicians  were  wel- 
comed in  June  as  new  members  of  the 
West  Virginia  State  Medical  Associa- 
tion: 

Eastern  Panhandle : 

C.  Stuart  Buchanan,  M.  D.,  1008 
Winchester  Avenue,  Martinsburg 
25401,  dermatology  and  clinical 
pathology 

H.  Brian  Landes,  M.  D.,  1008 
Winchester  Avenue,  Martinsburg 
25401,  dermatology 

Greenbrier  Valley: 

Terry  D.  Lesko,  M.  D.,  Humana 
Hospital,  Davis  Stuart  Road,  Lewis- 
burg  24901,  radiology 

Hancock: 

Jorge  A.  Martinez,  M.  D.,  220 
Country  Club.  Weirton  26062,  anes- 
thesiology 

Kanawha : 

Gregory  Stonestreet,  M.  D.,  5476 
Big  Tyler  Road,  Charleston  25313 

Mason : 

John  D.  Credico,  Jr.,  M.  D.,  Valley 
Drive,  Suite  114,  Point  Pleasant 
25550,  obstetrics  and  gynecology 

Parkersburg  Academy: 

John  Nichols,  M.  D.,  800  Garfield 
Avenue,  Parkersburg  26101,  emer- 
gency medicine 

Medical  Students 

Lisa  Atkinson,  321-5th  Avenue, 
Apt.  1,  Huntington  25701 

Darin  Kent  Bowers,  315  Summers 
Addition,  Milton  25541 


Smoking  Workshop 

A training  workshop  for  leaders  of 
Freedom  From  Smoking  clinics  will 
be  held  in  Charleston  Friday,  Septem- 
ber 5,  from  9 A.  M.  to  5 P.  M.  at 
the  John  XXIII  Pastoral  Center, 
Hodges  Road. 

The  American  Lung  Association  of 
West  Virginia  is  the  sponsor. 

The  cost  of  $40  covers  materials, 
instruction,  luncheon  and  coffee 
breaks.  Phone  (304)  342-6600. 
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Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 


In  Dentistry  To  Associate  With 


Radiology: 

Halberto  G.  Cruz,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 
Gregg  J.  Fromell,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.  D. 


Family  Practice: 

Charles  L.  Arnett,  M.  D. 

R.  Gregory  Juckett,  M.  D. 
James  A.  Arnett,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D 
Telephone:  (304)  457-2800 
WV  (800)  346-2800 


JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S, 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH  D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  SC  THROAT  ASSOCIATES 


OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Charleston George  E.  Toma,  M.D.,  FACS 
Eye  Care f ll | Stephen  P.  Cassis,  M.D. 

Associates  Inc \JMm 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 


CORNEAL  TRANSPLANTS 


PERMANENT  COSMETIC 
EYELINER 


4430  Kanawha  Turnpike 
24  HOUR  South  Charleston,  WV  25309 


344-3937  ANSWERING  SERVICE  768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 5:00  P.M.  (800)  344-3993 
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“An  investment 
in  knowledge 
pays  the  best 
interest.” 

Your  Government  has  published  thousands  of  books 
to  serve  America.  And  now  the  Government 
Printing  Office  has  put  together  a catalog  of  the 
Government’s  “Bestsellers” — almost  a thousand 
books  in  all.  Books  like  The  Space  Shuttle  at 
Work,  Starting  a Business,  U.S.  Postage 
Stamps,  and  National  Parks  Guide  and 
Map.  I daresay  there’s  even  information 
on  one  of  my  favorite  subjects — printing. 

Find  out  what  the  Government  has 
published  for  you — send  for  your 
free  catalog.  Write — 

New  Catalog 

Superintendent  of  Documents 
Washington,  D.C.  20402 


GREENBRIER  PHYSICIANS,  INC. 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-5115 

INTERNAL  MEDICINE 

OBSTETRICS/GYNECOLOGY 

PSYCHOLOGY 

Robert  K.  Modlin,  M.  D. 

James  L.  Pteiff,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

Helen  R.  Perez,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

EAR,  NOSE  & THROAT 

ANCILLARY  SERVICES 

SURGERY 

Amir  A.  Alidina,  M.  D. 

Physical  Therapy 

Tom  Moore,  R.P.T. 
Wood  McCue,  R.P.T. 

General  & Vascular 
H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M.  D. 

Respiratory  Therapy 

B.  L.  Plybon,  M.  D. 

PEDIATRICS 

James  D.  Creasman,  R.R.T. 

ORTHOPEDIC  SURGERY 

William  S.  Dukart,  M.  D. 

Audiology 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

Janice  Centa,  P.  A.,  M.  S 

Gary  M.  Vandevander,  M.S. 

RADIOLOGY 

ADMINISTRATION 

FAMILY  GENERAL  PRACTICE 

Charles  Weinstein,  M.  D. 

Joseph  E.  Shaver,  M.  D. 
E.  T.  Cobb,  M.  D. 

Sandra  W.  Ayers,  Business  Manager 
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ABC’s  of  PAC 

It  is  not  that  complicated  to  understand  and  become  involved  with  your 
state  PAC;  WESPAC,  the  West  Virginia  State  Medical  Association’s  Political 
Action  Committee  and  AMPAC,  the  American  Medical  Association’s 
Political  Action  Committee.  Joining  WESPAC  makes  you  an  automatic 
member  of  AMPAC.  While  it  is  not  as  simple  as  reciting  the  ABC’s,  all  it 
takes  is  that  initial  ACTION  to  learn  about  WESPAC/AMPAC,  BECOME  in- 
volved and  make  that  COMMITTMENT  to  political  action  that  will 
strengthen  medicine’s  impact  on  the  political  process. 


ACTION  — WESPAC/AMPAC  means  action  for  it  brings  bipar- 
tisan support  for  candidates  to  the  West  Virginia  State  Legislature 
and  the  U.  S.  Congress.  Support  comes  in  the  form  of  financial  con- 
tributions, voter  registration  and  get-out-the-vote  drives,  absentee 
ballot  activities,  survey  research  for  candidates  media  and  direct  mail 
advertising,  and  campaign  work. 


BECOME  — Become  informed  about  the  political  process,  by  joining 
WESPAC/AMPAC  and  start  receiving  their  publications  and  mailings,  at- 
tend their  sponsored  political  education  workshops  and  meetings.  Also 
write  letters  to  your  congressman,  state  legislators  and  to  the  editor  ad- 
vocating medicine’s  position  on  certain  issues.  Other  suggested  physi- 
cian/spouse political  activities  include  testifying  at  the  state  Capitol, 
becoming  a legislative  Mason  for  your  specialty  society,  volunteering  your 
time  and  talents  to  the  candidates  of  your  choice. 


COMMITMENT  — Make  that  commitment  today  and  join 
WESPAC/AMPAC.  Serve  on  the  WVSMA  Legislation  Committee  or 
WESPAC  Board.  Sign  on  as  a legislative  key  contact  and  volunteer  to 
assist  the  APB  (Auxiliary  Phone  Bank). 


Categories  for  membership  for  the  period  January  1 to  December  31  are  $100  for  a 
Sustainer  membership  in  which  a Sustainer  Pin  is  issued.  Fifty  dollars  of  the  con- 
tribution goes  to  AMPAC,  the  AMA  political  action  committee.  A $50  regular 
membership  keeps  $30  in  the  state  and  sends  $20  to  AMPAC.  Corporate  checks 
can  be  used  only  for  educational  purposes  since  federal  and  state  election  laws 
prohibit  corporations  from  contributing  to  political  candidates.  Make  your 
personal  check  payable  to  WESPAC  and  mail  today  to  WESPAC,  P.  O.  Box  4106, 
Charleston.  West  Virginia  25364. 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDA  The  following  is  a brief  summary 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  he  more  convenient  in  patient  management  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated  serum 
potassium  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K+  intake  Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH ])  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  They  can  precipitate  coma  in  patients  with  severe  liver 
disease  Observe  regularly  for  possible  blood  oyscrasias,  liver  damage, 
other  idiosyncratic  reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia) 
decreasing  alkali  reserve  witn  possible  metabolic  acidosis.  'Dyazide 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  ol  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  Dyazide', 
although  a causal  relationship  has  not  been  established. 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pax™  unit-of-use  bottles  of  100. 
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In  Hypertension*... 
When  You  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
Your  Assurance  of 
SK&F  Quality 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 


Potassium-  Sparing 

DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 


Over  20  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
"four  assurance  of 
SK&F  quality 


a product  of 

SK&F  CO. 

Carolina,  P R.  00630 


©SK&F  Co  , 1983 


Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae,  Streptococcus  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Note:  Ceclor®  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Ceclor  (cefaclor) 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Summary  Consult  the  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible strains  of  Streptococcus  pneu- 
moniae, Haemophilus  influenzae,  and 
S.  pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications:  Known  allergy  to 
cephalosporins 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic 
patients 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea  Colon  flora  is  altered 

by  broad-spectrum  antibiotic  treatment. 

possibly  resulting  in  antibiotic-associated 

colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended  Ceclor  should  be  admin- 
istered with  caution  in  such  patients 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old  Ceclor 


penetrates  mother's  milk  Exercise 
caution  in  prescribing  for  these  patients 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon  Those  reported  include 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions):  15%:  usually  subside 
within  a few  days  after  cessation  of 
therapy  These  reactions  have  been 
reported  more  freguently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor  No  serious  seguelae 
have  been  reported  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other:  eosinophilia.  2%:  genital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict's  or  Fehling's  solution  and 
Clinitest"  tablets  but  not  with  Tes-Tape" 
(glucose  enzymatic  test  strip,  Lilly) 

© 1986  ELI  LILLY  AND  COMPANY  I060485LR) 
Additional  mlomiation  available  10  the 
profession  on  request  from  Eli  Lilly  and 
Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc. 

Carolina.  Puerto  Rico  00630 


31m, 

600332 


Classified 


MARIETTA,  OHIO  — Emergency  De- 
partment directorship  and  staff  position 
available  at  200  bed  facility.  Board  certifi- 
cation or  Board  eligibility  in  Emergency 
Medicine  or  primary  specialty  preferred. 
Contact:  Emergency  Consultants,  Inc., 

2240  S.  Airport  Road,  Room  37,  Traverse 
City,  Ml  49684;  or  call  1-800-253-1795,  in 
Michigan  1-800-632-3496. 


BLACKSBURG,  VIRGINIA  — Director- 
ship and  full  time  positions  available  at 
146  bed  hospital.  Must  be  board  certi- 
fied/prepared in  Emergency  Medicine  or 
have  prior  emergency  department  ex- 
perience. Please  submit  resume  to 
Emergency  Consultants,  Inc.,  One  Winde- 
mere  Place,  Room  37,  Petoskey,  Ml  49770; 
1-800-253-7092  or  in  Michigan  1-800-632- 
9650. 


STAFF  PSYCHIATRIST  — The  West 
Virginia  Department  of  Health  is  seeking 
a full-time  board  certified  Psychiatrist  to 
serve  as  a member  of  the  medical  staff 
of  Huntington  State  Hospital,  a 350-bed 
acute  psychiatric  facility.  Minimum  qualifi- 
cations include:  a current  license  to 

practice  medicine  in  the  State  of  West 
Virginia,  and  certification  by  the  American 
Board  of  Psychiatry  and  Neurology,  plus 
three  years  of  full-time  professional  ex- 
perience in  the  practice  of  psychiatric 
medicine,  providing  services  to  the 
mentally  ill  and/or  developmentally  dis- 
abled. Salary  commensurate  with  educa- 
tion and  experience.  Interested  and  quali- 


fied candidates  may  respond  by  sending 
their  resumes  to  Charles  J.  Langan,  Ph.D., 
Administrator,  Huntington  State  Hospital, 
P.  O.  Drawer  448,  Huntington,  West  Vir- 
ginia 25709.  Affirmative  Action/Equal 
Opportunity  Employer. 


MEDICAL  PRACTICE  SALES  AND  AP- 
PRAISALS. We  specialize  in  the  valuation 
and  selling  of  medical  practices.  If 
interested  in  buying  or  selling  a medical 
practice  contact  our  Brokerage  Division 
at  The  Health  Care  Group,  400  GSB  Build- 
ing, Bala  Cynwyd,  Pa.  19004  (215) 

667-8630. 


CLINICAL  DIRECTOR/PSYCHIATRIST— 

The  West  Virginia  Department  of  Health 
is  seeking  a full-time,  board  certified 
Psychiatrist  to  lead,  direct,  supervise  and 
evaluate  the  medical  staff  and  Clinical 
Department  of  Huntington  State  Hospital, 
a 350-bed  acute  psychiatric  facility.  Mini- 
mum qualifications  include:  a current 

license  to  practice  medicine  in  the  State 
of  West  Virginia,  and  certification  by  the 
American  Board  of  Psychiatry  and  Neuro- 
logy, plus  three  years  of  full-time  pro- 
fessional experience  in  the  practice  of 
psychiatric  medicine,  providing  services 
to  the  mentally  ill  and/or  developmentally 
disabled,  plus  three  years  administrative 
experience  in  health  care  programs. 
Salary  commensurate  with  education  and 
experience.  Interested  and  qualified  candi- 
dates may  respond  by  sending  their 


resumes  to  Charles  J.  Langan,  Ph.D., 
Administrator,  Huntington  State  Hospital, 
P.  O.  Drawer  448,  Huntington,  West  Vir- 
ginia 25709.  Affirmative  Action/Equal 
Opportunity  Employer. 


PHYSICIANS  WANTED:  For  full  and  part- 
time  positions  in  Urgent  Care  Center  in 
Wheeling,  West  Virginia.  Malpractice, 
CME,  Vacation,  Health  Insurance  provided. 
Flexible  scheduling.  Call  304-232-1020  or 
write  Bruce  Walmsley,  M.  D.,  24  Home- 
stead Ave.,  Wheeling,  WV  26003. 


SEEKING  FULL-TIME  physician  at  an 
Urgent  Care  Center  in  southern  West  Vir- 
ginia on  a fee  for  service  basis  and  equal 
opportunity.  Call  (304)  487-3476  or  write 
to  P.  O.  Box  5530,  Princeton,  WV  24740. 


FOUR  PATIENT  TELEMETRY  UNIT  — 

Freeze  strip  recorder/HR  meter,  never 
been  used.  Call  (304)  372-5022. 


CLASSIFIED  RATES:  $10  for  10  lines; 
for  every  line  over  10  lines  there  will  be 
an  additional  charge  of  $2  per  line.  Cost 
to  be  figured  after  ad  has  been  set  by 
the  printer.  $15  for  confidential  ad  (10 
lines). 

DEADLINE:  Copy  must  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the  Au- 
gust issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV  25364. 
Telephone:  (304)  925-0342. 


SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

L.  C.  Smith,  M.  D 

697-7036 

K.  M.  Fink,  M.  D 

525-8191 

M.  M.  Bateman,  M.  D. 

526-0580 

R.  W.  Hibbard,  M.  D. 

525-9355 

R.  A.  Kayser,  M.  D. 

526-0580 

D.  H.  Webb,  M.  D. 

525-9355 

C.  L.  McGahee,  M.  D. 

526-0580 

J.  Gallemore,  M.  D. 

526-0580 

B.  M.  Hirani,  M.  D. 

523-2625 

J.  Corcella,  M.  D 

525-7851 

R.  Kumar,  M.  D. 

529-2062 

J.  V.  Ottaviano,  M.  D. 

525-7851 

S.  Y.  Marca,  M.  D. 

736-2216 
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• Children’s  Pavilion 

• Adult  Psychiatry 

• Adolescent  Psychiatry 

• Geropsychiatry 


ALL  PROGRAMS  OFFER: 

Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


HIGHLAND  HOSPITAL 


300  56th  Street,  S.E.,  P.  O.  Box  4359 
Charleston,  West  Virginia  25364 

(304) 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D 925-2159 

Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D 925-3430 

Edmund  C.  Settle,  Jr.,  M.  D.  925-0624 


ADULT  PSYCHIATRY 


Gina  Puzzuoli,  M.  D 925-6914 

John  P.  MacCallum,  M.  D 925-6966 

Sid  Lerfald,  M.  D 925-0004 

Elma  Bernardo,  M.  D 768-1212 

Steve  Kissinger,  M.  D 925-6966 

Jerome  Massenburg,  M.  D 925-0349 


CHILD  PSYCHIATRY 


Pablo  M.  Pauig.  M.  D.  343-8843 

Ralph  S Smith,  Jr.,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Serving  the  community  for  over  30  years 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


•• 


••  . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


mm  . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 


brand  of 


flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 


capsules 


References:  1.  Kales  J,  etal . Clin  Pharmacol  Ther  72.691- 
697  Jul-Aug  1971  2.  Kales  A,  elal . Clin  Pharmacol  Ther 
78.356-363,  Sep  1975.  3.  Kales  A,  elal . Clin  Pharmacol 
Ther  79.576-583,  May  1976.  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  32:781-788,  Dec  1982.  5.  Frost  JD  Jr,  DeLucchi  MR: 
J Am  Gerialr  Soc  27541-546,  Dec  1979.  6.  Dement  WC, 
etal:  Behav  Med,  pp.  25-31,  Oct  1978.  7.  Kales  A, 

Kales  JD.  J Clin  PsYChopharmacol  3. 140-150,  Apr  1983. 

8.  Tennant  FS,  et  at.  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl.  Clin  Pharmacol  Ther  21  355-361, 

Mar  1977 


flurazepam  HCI/Roche  (jv 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI: 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam.  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported,  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g., 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


*\  FOR  SLEEP 

After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.  '-8  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety. 7 9 As  always,  caution  patients  about 
-■  driving  or  drinking  alcohol. 

Please  see  adjacent  page  tor  references  and  summary  of  product  information 

DALMANE 

brand  of  __ 

flurazepam  HCI/Roche  © 

sleep  that  satisfies 


Copyright  © 1986  by  Roche  Products  Inc.  All  rights  reserved. 
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Eye  Physicians 

and 


Surgeons 


Keeping  Your  Family  In  Sight 


SOUTH  CHARLESTON  OFFICE 


• DRY  EYE  SPECIALISTS 
• PEDIATRIC  VISION  CARE 
• CONTACT  LENSES 


• CATARACT  SURGERY 

• EYE  EXAMINATIONS 
• LASER  SURGERY 


CHARLESTON  OFFICE 


Muhib  S.  Tarakji,  M.I). 


Herbert  A.  Tipler,  M.I). 


Richard  C.  Rashid.  M.I). 


Medicare  Assignment  accepted  on  al]  medicare  patients. 
Charging-  only  what  medicare  approves  for  covered 
services. 


FOR  APPOINTMENTS  CALL 

South  Charleston 

Across  the  street  from  /Q/Y/|\  ^7  Q ^70^7  1 

Thomas  Memorial  Hospital  1 OUT  I I UU”  I O I JL 

424  Division  Street 


Charleston 

CAMC/General  Division 
General  Medical  Pavilion, 
Suite  100 
415  Morris  Street 


One  Financial  Place* 


you  need  the  one-stop 
financial  resource. 


ONE  FINANCIAL  PLACE  Financial  and  Trust  services  are  available  through  these  One  Valley  Banks 


Kanawha  Valley  Bank,  Charleston,  WV 
Security  Bank,  Huntington,  WV 

One  Valley  Bank  of  Hurricane,  Hurricane,  WV 
Citizens  National  Bank,  Martinsburg,  WV 


New  River  Banking  &.  Trust,  Oak  Hill,  WV 
Mercer  County  Bank,  Princeton,  WV 
Seneca  National  Bank,  Ronceverte,  WV 
The  Bank  of  St  Albans,  St.  Albans,  WV 


MEMBERS  FDIC 


McDonough 

Caperton 

Systems 


Now  serving  over  120  physicians 

We  offer  the  largest,  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  efforts  mean  you  have  a 
choice  . . . 

of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

of  hardware  including  IBM,  AT  & T,  and  IMS 
yjjj^  of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 
^ of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

S{|  of  total  hardware  and  software  support  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

£ of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  ON/OFF  capability. 
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PHYSICIANS. 
SCHEDULE  SOME  TIME 
FOR  YOUR  COUNTRY 

Many  physicians  would  like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve  unit.  We  know  that  making  a weekend 
commitment  can  be  difficult  for  most  physicians.  So  it  is  practical  for 
the  Army  Reserve  units  to  be  flexible  about  time.  It's  worth  discussing. 

Incidentally,  in  addition  to  satisfying  your  own  desire  to  serve 
your  country,  there  are  exceptional  opportunities  Lo  do  something 
totally  different  from  a day-to-day  routine.  Opportunities  to  study  new 
areas  of  medicine,  meet  new  people  in  your  specialty,  and  be  a part 
of  one  of  the  world  's  most  advanced  medical  teams. 

Discuss  the  opportunities  with  our  Army  Medical  Personnel 
Counselor.  Call: 


412-644-4432,  Maj.  Schuder 


ARMY  RESERVE. 
BE  ALLYOU  CAN  BE. 


Every  day  more  and  more 
physicians  are  hearing 
something  remarkable 
from  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-daily 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.1 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you've  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives' 

6-| 


5- 


4- 


Impotence  Weakness 
Men  (n  = 66) 


J|  INDERAL  LA— 160  mg 
| Atenolol — 100  mg 
I Metoprolol— 200  mg 
I I Placebo 

njml 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®1  LA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 

(PROPRANOLOL  PICI) 


LONG  ACTING 
CAPSULES 


or 


INDERIDE  LA 

(PROPRANOLOL  HCI  [INDERAL  LA]/  &^UA<™G 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Feeling  well  and  doing  well,  all  in  one. 


Q|^0£_Q^||^Y  LONG  ACTING  CAPSULES 

80  mg 

120  mg  160  mg 

INDERAL  LA 

a 

IAlLA 

(PROPRANOLOL  HCI) 

V/ 

5 

Q|^Q£_Q^||^Y  LONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL " LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE'  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL'  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets.  Please  see  package  circulars. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL'  LA):  Propranolol  is  contraindicated  in 

1)  cardiogenic  shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block,  3)  bron- 
chial asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 
WARNINGS 

Propranolol  hydrochloride  (INDERAL1  LA):  CARDIAC  FAILURE  Sympathelic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle, 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician  s advice.  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS.  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin.  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL  LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase. 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension. 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus 

NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of 
mouth,  thirst,  weakness,  lethargy  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present  or  during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg,  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia is  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function 
DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal 
laundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL* 1  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular:  Bradycardia;  congestive  heart  failure,  intensification  of  AV  block;  hypo- 
tension, paresthesia  of  hands:  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia,  vi- 
sual disturbances:  hallucinations;  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place,  short-term  memory  loss,  emotional  lability;  slightly  clouded 
sensorium,  and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis;  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis;  erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence; and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal:  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation; jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis;  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache;  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol  barbiturates, 
or  narcotics). 

Hypersensitivity  Purpura,  photosensitivity;  rash;  urticaria;  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis);  fever,  respiratory  distress,  including  pneumonitis;  anaphylac- 
tic reactions 

Other  Hyperglycemia  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

REFERENCE: 

1.  Ravid  M,  Lang  R,  Jutrin  I:  The  relative  antihypertensive  potency  of  propranolol,  oxpre- 
nolol,  atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  1985.145  1321  -1323 
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McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 
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Scientific  Newsfront 


Temporary  Urinary  Diversion  In  Children 


JOSEPH  PLYMALE,  M.  D. 

WILLIAM  F.  TARRY,  M.  D. 

JOHN  A.  BELIS,  M.  D. 

Department  of  Urology,  West  Virginia 
University  School  of  Medicine,  Morgan- 
town 


A comparison  of  the  use  of  per- 
cutaneous nephrostomy,  cutaneous 
vesicostomy,  and  high -loop  ureteros- 
tomy for  temporary  urinary  diversion 
in  children  at  West  Virginia  Uni- 
versity School  of  Medicine  from  1973 
to  1985  has  been  made.  Twenty-three 
consecutive  children  managed  by 
temporary  urinary  diversion  were 
reviewed.  Five  had  percutaneous 
nephrostomy,  13  had  cutaneous  vesi- 
costomy, and  six  had  high-loop  ureter- 
ostomy I one  had  vesicostomy  and 
subsequent  ureterostomy ). 

The  indications  for  temporary 
urinary  diversion  in  children  have 
decreased  but,  when  necessary,  the 
type  of  diversion  selected  should  be 
based  upon  the  etiology,  severity  of 
the  disorder,  and  the  anticipated 
duration  of  diversion. 

A/Tanagement  of  neurogenic  bladder 
by  intermittent  catheterization 
and  pharmacologic  agents,1  early 
closure  of  exstrophy,2  and  an  aggres- 
sive surgical  approach  to  obstructive 
uropathy  and  reflux3  have  significantly 
reduced  the  number  of  permanent 
urinary  diversions  being  performed  in 
children.  Despite  these  developments, 
some  children  may  benefit  from  a 
period  of  temporary  urinary  diversion 
prior  to  reconstructive  surgery  or 
initiation  of  intermittent  catheteriza- 
tion of  the  bladder.4 

The  indications  for  temporary  uri- 
nary diversion  can  he  defined,  and 
the  best  method  for  diversion  can  be 
selected  for  each  clinical  situation. 


Methods  for  temporary  diversion  that 
are  usually  successful  and  easily  re- 
versible are  cutaneous  vesicostomy^  1 1 
and  percutaneous  nephrostomy.12 
High-loop  ureterostomy  or  pyelostomy 
are  seldom  needed,  hut  occasionally 
may  be  required  when  cutaneous 
vesicostomy  or  percutaneous  nephro- 
stomy are  unsuccessful  in  the  treat- 
ment of  azotemia  or  sepsis.13,14 

A comparison  of  the  use  of  per- 
cutaneous nephrostomy,  cutaneous 
vesicostomy,  and  high-loop  uretero- 
stomy for  temporary  urinary  diversion 
in  children  at  West  Virginia  Uni- 
versity School  of  Medicine  from  1973 
to  1985  was  made.  A systematic 
approach  to  therapy  is  outlined,  based 
on  level  of  urinary  obstruction  and 
influenced  by  cause  and  severity  of 
obstruction. 

Methods 

Percutaneous  nephrostomy  was  per- 
formed with  the  sequential  use  of 
ultrasonography  and  fluoroscopy.15 
Adequate  sedation  was  achieved  with 
the  combination  of  demerol  (two 
mg/kg),  phenergan  (one  mg/kg), 
and  thorazine  lone  mg/kgl.  Ultra- 
sonography was  used  for  localization 
of  the  kidneys  and  for  opacification  of 
the  collecting  system  by  fine-needle 
antegrade  pyelography. 

A second  needle  was  placed  into 
the  pre-opacified  collecting  system 
through  a posterolateral  location  in 
the  renal  parenchyma.15  Using  fluoros- 
copy, the  needle  tip  could  be  visual- 
ized as  it  entered  the  collecting 
system.  An  appropriate-sized  nephro- 
stomy catheter  was  placed  over  a 
guidewire,  the  guidewire  was  removed, 
and  the  nephrostomy  tube  was  sutured 
to  the  skin. 

Cutaneous  vesicostomy  was  per- 
formed by  the  Blocksom  technique. 


The  dome  of  the  bladder  is  marsupi- 
alized  to  the  lower  abdominal  skin, 
creating  a vesicocutaneous  fistula 
I Figure  I . The  bladder  dome  is  mobil- 
ized well  into  the  incision  and  sutured 
to  the  rectus  fascia  and  the  skin  edges. 
Suturing  the  dome  of  the  bladder  to 
the  abdominal  wall  prevents  prolapse 
of  the  posterior  bladder  wall  through 
the  vesicostomy.  A large  series  of 
successful  Blocksom  vesicostomies  has 
been  reported  by  Duckett 


Ureterostomy  was  performed  by  the 
high-loop  technique.  This  type  of 


I , 

Figure.  Example  of  location  of  vesi- 
costomy between  umbilicus  and  sym- 
physis pubis. 
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ureterostomy  provided  good  drainage 
of  the  upper  urinary  tract  with  mini- 
mal damage  to  ureteral  blood  supply, 
and  was  easily  closed  later. 

Results 

A total  of  23  consecutive  patients 
managed  by  temporary  urinary  diver- 
sion was  reviewed.  Five  patients 
diverted  by  percutaneous  nephrostomy 
are  listed  in  Table  1.  The  mean 
duration  of  diversion  for  this  group 
was  26  days  with  a range  of  six  days 
to  five  weeks.  All  children  in  this 
group  had  a percutaneous  nephro- 
stomy performed  after  developing 
post-operative  supravesical  urinary 
tract  obstruction,  and  all  had  the 
nephrostomy  tubes  removed  after  suc- 
cessful relief  of  the  obstruction.  A 
dislodged  nephrostomy  tube  was  the 
only  complication  in  this  group. 

Cutaneous  Vesicostomy 

The  13  patients  who  underwent 
cutaneous  vesicostomy  are  listed  in 
Table  2.  In  general,  the  children 
managed  with  vesicostomy  were  much 
younger  I mean  three  and  one  half 
weeks,  range  two  days  to  eight 
months ) than  those  managed  by 
percutaneous  nephrostomy  ( mean  six 
and  one  half  years,  range  four  to  11 
years).  Nearly  all  of  these  children 
had  urinary  retention,  with  or  without 
urinary  infection  and  sepsis.  Seven 
patients  in  this  group  had  a neurogenic 
bladder,  six  of  which  were  associated 
with  myelomeningocele  and  one  with 
a neuroblastoma.  Five  of  the  children 
had  urethral  strictures  associated  with 
imperforate  anus  or  an  intersex 
syndrome.  One  child  had  posterior 
urethral  valves  and  presented  with 


urinary  retention  and  uremia.  Compli- 
cations encountered  wdth  cutaneous 
vesicostomy  were  prolapse  in  one 
child,  stenosis  in  one  child,  and  in- 
adequate decompression  of  the  upper 
urinary  tract  in  one  child  requiring 
subsequent  cutaneous  ureterostomy. 

Vesicostomies  were  maintained  for 
a longer  time  than  percutaneous 
l mean  two  years,  range  one  month  to 
six  years  ) . At  the  present  time,  seven 
I 54  per  cent ) of  the  patients  have  had 
successful  closure  of  the  vesicostomy 
after  the  initial  problem  had  been 
managed  definitively.  The  remaining 
six  patients  (46  per  cent)  are  stable. 

Cutaneous  Ureterostomy 

Cutaneous  ureterostomy  (Table  3 I 
lias  limited  application,  and  few  are 
performed  now.  Five  of  the  six  pro- 
cedures were  performed  before  1976. 
They  were  generally  performed  in 
uremic  children  with  hydronephrosis 
due  to  posterior  urethral  valves.  Four 
of  these  patients  would  be  managed 
by  cutaneous  vesicostomy  today  with 
few'er  complications  and  easy  recon- 
struction. Ureterostomy  may  continue 
to  be  applicable  to  children  such  as 
Patient  5 (Table  3)  who  did  not 
improve  wdth  vesicostomy,  or  Patient 
6 in  whom  bilateral  cutaneous 
ureterostomy  was  more  recently  per- 
formed for  uremia  secondary  to 
bilateral  mid-ureteral  strictures. 

After  ureterostomy,  a urinary  in- 
fection occurred  in  three  patients  ( 50 
per  cent  I . one  patient  had  recurrent 
pyelonephritis,  and  one  patient  had 
stomal  irritation.  Four  of  the  children 


have  had  the  cutaneous  ureterostomy 
closed  while  one  remains  stable,  and 
a second  one  has  progressed  to  renal 
failure  (Patient  4).  The  mean  dura- 
tion for  cutaneous  ureterostomy  was 
generally  quite  long  ( mean  2.7  years, 
range  11  months  to  six  years). 

Discussion 

The  indications  for  both  temporary 
and  permanent  urinary  diversion  in 
children  have  diminished  with  im- 
proved techniques  for  primary  correc- 
tion of  congenital  anomalies  of  the 
urinary  tract.  Primary  reconstruction 
is  generally  successful  in  uncompli- 
cated patients.  A form  of  temporary 
urinary  diversion  may  be  necessary 
when  congenital  urinary  obstruction  is 
complicated  by  azotemia,  sepsis, 
generally  poor  condition  or  specific 
serious  dysfunction  in  other  organ 
systems.8,12,18 

The  method  for  temporary  urinary 
diversion  depends  upon  the  etiology 
of  the  pathologic  process  and  the 
anticipated  duration  of  the  diversion. 
Cutaneous  vesicostomy  as  described 
by  Bloeksom  is  an  easily  reversible 
procedure  that  has  been  used  in  chil- 
dren with  infravesical  obstruction  or 
neurogenic  bladder.  The  procedure 
has  been  used  in  acutely  ill  infants 
with  posterior  urethral  valves,  and  is 
likely  to  be  successful  in  most  patients. 

Cutaneous  vesicostomy  also  has 
been  used  to  treat  infravesical  obstruc- 
tion that  can  be  corrected  with  less 
difficulty  when  a child  is  older.  One 
patient  from  this  series  in  whom 
vesicostomy  was  used  for  obstruction 


TABLE  1 

Percutaneous  Nephrostomy 


Patient 

Age 
in  years 

Sex 

Diagnosis 

Complications 

Treatment 

Duration  of 
Diversion 

1. 

5 

M 

failed  uretero- 
neocystostomy 

none 

repeat 

ureteroneocystostomy 

6 days 

2. 

it 

F 

uretero-ileal 

stricture 

none 

percutaneous 
dilation  of  stricture 

5 weeks 

3. 

4 

M 

bilateral  stricture  of 
ureteroneocystostomy 

dislodged 

nephrostomy 

tube 

repeat 

ureteroneocystostomies 

10  weeks 

4. 

8 

M 

failed  pyeloplasty 

none 

repeat 

pyeloplasty 

2 weeks 

5. 

5 

M 

failed  uretero- 
neocystostomy 

none 

repeat 

ureteroneocystostomy 

1 week 
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TABLE  Z 

Cutaneous  Vesicostomy 


Patient 

Age 

Sex 

Diagnosis 

Clinical  Presentation 

Complications 

Result 

Duration  of 
Diversion 

1. 

1 week 

M 

myelomeningocele 

failure  to  empty  bladder 

prolapse 

stable 

3 years 

2. 

2 weeks 

F 

idiopathic  female 
intersex 

failure  to  empty  bladder 

none 

closed 

2 years 

3. 

3 days 

M 

neuroblastoma, 
neurogenic  bladder 

failure  to  empty  bladder 

none 

stable 

4 years 

4. 

1 week 

M 

posterior  urethral 
valves 

uremia  and  urinary 
obstruction 

none 

closed 

9 months 

5. 

8 months 

M 

myelomeningocele 

failure  to  empty  bladder 

stenosis 

closed, 

intermittent 

catheterization 

6 years 

6. 

1 week 

M 

imperforate  anus 
urethral  stricture 
rectourethral  fistula 

failure  to  empty  bladder 
urinary  infection 

none 

closed 

2 years 

7. 

4 days 

M 

imperforate  anus 
urethral  stricture 

failure  to  empty  bladder 

none 

closed 

1 year 

8. 

5 days 

M 

myelomeningocele 

failure  to  empty  bladder 

none 

stable 

15  months 

9. 

2 days 

M 

caudal  regression 
syndrome,  imperforate 
anus,  solitary  kidney 

failure  to  empty  bladder 

poor  drainage 
vesico-ureteral 
reflux 

closed 

11  months 

10. 

1 week 

M 

imperforate  anus, 
urethral  atresia, 
solitary  kidney 

sepsis,  failure  to  empty 
bladder 

vesico-ure<teral 

reflux 

closed 

2 years 

11. 

4 days 

M 

myelomeningocele 

failure  to  empty  bladder 

none 

stable 

10  months 

12. 

1 month 

M 

myelomeningocele 

failure  to  empty  bladder 

none 

stable 

1 month 

13. 

2 weeks 

F 

myelomeningocele 

failure  to  empty  bladder, 
sepsis 

none 

stable 

8 months 

TABLE  3 

Cutaneous  Ureterostomy 


Patient 

Age 

Sex 

Diagnosis 

Clinical  Presentation 

C omplications 

Result 

Duration  of 
Diversion 

1. 

3 weeks 

M 

posterior  urethral 
valves 

azotemia,  sepsis, 
urinary  ascites 

pyelonephritis 

closed 

2 years 

2. 

4 months 

M 

posterior  urethral 
valves 

azotemia 

none 

closed 

2 years 

3. 

11  years 

M 

refluxing  megaureter, 
solitary  kidney 

renal  failure 

urinary 

infection 

closed 

ureteroneo- 

cystostomy 

6 years 

4. 

7 years 

M 

prune  belly  syndrome 

hydronephrosis, 

sepsis 

urinary 

infection 

stable 

4 years 

5. 

1 week 

M 

imperforate  anus, 
urethral  atresia 
vesicoureteral  reflux, 
solitary  kidney 

no  improvement 
with  vesicostomy 

none 

closed 

11  months 

6. 

8 months 

M 

bilateral  mid  - 
ureteral  stricture 

azotemia,  failure 
to  thrive 

stomal 

irritation 

stable 

2 years 

secondary  to  urethral  duplication  was 
previously  described  in  detail.16  The 
anomaly  was  later  corrected,  and  the 
vesicostomy  was  successfully  closed. 

Cutaneous  vesicostomy  continues  to 
have  a role  in  the  management  of 
neurogenic  bladder  in  children.  Al- 
though permanent  urinary  diversion 
is  seldom  indicated  for  neurogenic 
bladder,  temporary  urinary  diversion 
may  be  indicated  in  infants  whose 


failure  to  empty  the  bladder  results 
in  persistent  infection  or  hydrone- 
phrosis. Temporary  vesicostomy  has 
been  effective  in  most  patients  in 
several  reported  series.6'11  The  vesi- 
costomy is  closed  later  when  the  child 
can  be  managed  by  intermittent 
catheterization  and  pharmacologic 
therapy.  The  procedure  also  can  be 
used  in  infants  with  myelodysplasia 
who  have  progressive  loss  of  renal 


function.8  It  also  may  be  used  in  the 
initial  management  of  high-grade  re- 
flux in  the  neonate. 

Cutaneous  vesicostomy  in  this  series 
was  performed  for  neurogenic  bladder 
or  infravesical  urinary  obstruction 
with  favorable  results.  Seven  of  13 
patients  have  proceeded  to  closure  of 
vesicostomy  while  all  remaining  pa- 
tients continue  to  be  candidates  for 
closure  at  a suitable  time. 
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Percutaneous  Nephrostomy 

Percutaneous  nephrostomy,  the  sec- 
ond form  of  temporary  urinary  diver- 
sion considered  here,  was  first  de- 
scribed by  Goodwin  in  1955. 1 but 
only  recently  has  gained  widespread 
application.  Percutaneous  nephro- 
stomy has  markedly  decreased  the 
need  for  surgical  diversion  of  the 
upper  urinary  tract  in  seriously  ill 
children  when  the  cause  for  hydrone- 
phrosis can  be  resolved  in  a reasonably 
short  period  of  time.  The  procedure, 
either  unilateral  or  bilateral,  provides 
a rapid,  simple  means  to  achieve 
satisfactory  urinary  drainage  for  any 
process  that  can  be  corrected  when 
the  patient’s  condition  has  stabilized. 
The  technique  avoids  an  operative 
procedure  in  an  acutely  ill  child,  and 
can  be  performed  with  modest  seda- 
tion. 

Percutaneous  nephrostomies  can  be 
used  in  infants  without  closed  drain- 
age, i.e.  drain  into  a diaper.  As  in 
adults,  the  procedure  is  a nephro- 
stomy, not  a pyelostomy.  Percutaneous 
nephrostomies  in  children  can  be  hard 
to  maintain,  and  another  form  of 
urinary  diversion  should  be  selected 
if  the  underlying  process  cannot  be 
corrected  in  a short  period  of  time. 
Percutaneous  nephrostomy  in  this 
series  generally  was  performed  for 
complications  of  surgery  of  the  upper 
urinary  tract.  The  complication  was 
resolved  in  each  patient,  and  the 
nephrostomy  tube  was  removed. 

High-Loop  Ureterostomy 

When  ureteral  dysfunction  or  ob- 
struction is  a major  component  in  the 
process  leading  to  the  need  for 
temporary  urinary  diversion  in  an 
acutely  ill  child,  and  percutaneous 
nephrostomy  or  cutaneous  vesicostomy 
are  contraindicated  or  inadequate, 
bilateral  high-loop  ureterostomy  can 
be  performed.  The  advent  of  per- 
cutaneous nephrostomy  and  the  im- 


provement in  surgical  techniques  for 
primary  urinary  tract  reconstruction 
have  reduced  the  need  for  high-loop 
ureterostomy  in  recent  years. 

A high-loop  ureterostomy  generally 
provides  satisfactory  drainage  of 
tortuous  ureters,  and  it  is  easier  to 
reconstruct  than  end  ureterostomy. 
Hendren  restricts  the  procedure  to 
severely  ill  infants  with  dilated,  poorly 
draining  ureters  that  cannot  be  sub- 
jected to  early  reconstruction.18  Other 
authors  report  a greater  use  of  both 
types  of  ureterostomy  in  the  manage- 
ment of  megaureter. 13,14 

Sytematic  Approach  Suggested 

As  a result  of  developments  in 
percutaneous  and  surgical  techniques, 
a systematic  approach  regarding 
temporary  urinary  diversion  in  chil- 
dren is  suggested:  1 ( Primary  correc- 
tion of  the  urinary  anomaly  should  be 
performed  without  urinary  diversion 
when  possible.  2 ) Percutaneous 
nephrostomy  can  usually  be  performed 
without  difficulty  for  short-term  diver- 
sion of  the  upper  urinary  tracts.  3) 
Cutaneous  vesicostomy  can  be  used 
for  extended-term,  temporary  urinary 
diversion  for  infravesical  obstruction 
or  neurogenic  bladder,  and  applies  to 
a majority  of  children  who  will  require 
temporary  urinary  diversion.  4) 
There  is  limited  application  for  high- 
loop  ureterostomy  for  extended-term 
temporary  diversion  of  the  upper 
urinary  tract.  This  procedure  should 
be  reserved  primarily  for  clinical  situ- 
ations in  which  other  methods  of 
temporary  urinary  diversion  have  been 
unsuccessful  or  may  be  expected  to 
be  unsuccessful. 

The  indications  for  temporary 
urinary  diversion  in  children  have 
decreased.  When  diversion  is  indi- 
cated, the  type  of  diversion  selected 
should  be  based  upon  the  nature  of 
the  genitourinary  problem  and  the 
anticipated  duration  of  diversion. 
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A case  of  a 66-year-old,  white  male 
with  primary  sclerosing  cholangitis 
associated  with  diabetes  mellitus 
is  presented.  Clinical,  operative, 
roentgenographic  and  pathologic  evi- 
dence are  presented.  The  patient  was 
still  alive  more  than  five  years  after 
diagnosis.  The  good  prognosis  of  this 
patient  along  with  the  prognosis  of 
primary  sclerosing  cholangitis  in 
general  is  discussed.  Other  features 
of  the  disease  are  also  presented. 

T)rimary  Sclerosing  Cholangitis 
I PSC I is  a rare  disease  of  the 
biliary  tree  affecting  predominately 
males.  It  is  a disease  of  unknown 
etiology.  Review  of  the  literature 
reveals  that  about  half  of  the  cases 
are  associated  with  chronic,  moder- 
ately severe  ulcerative  colitis  and  in- 
flammatory bowel  diseases. 1,2,3  Other 
conditions  include  autoimmune  dis- 
eases. Riedel's  struma  and  fibrous 
peritonitis.4  One  case  was  associated 
with  autoimmune  hemolytic  anemia 
and  hyperthyroidism.5  Rarer  condi- 
tions include  porphyria  cutaneous 
tarda  and  strongyloides.3  We  report 
here  a case  associated  with  diabetes 
mellitus. 

Case  Report 

s.w.  was  a 66-year-old,  white  male 
admitted  with  the  complaints  of  itch- 
ing. jaundice,  clay  stools  and  vomit- 
ing for  one  week.  He  had  a history 
of  epigastric  discomfort  and  intermit- 
tent abdominal  pain  for  three  years. 
There  was  no  history  of  cholangitis. 
He  was  a known  diabetic  and  had 
taken  chlorpropamide  for  several 
years.  He  previously  had  undergone 
vascular  surgery  during  which  halo- 
thane  I Fluothane ) was  used;  one 
blood  transfusion  was  given  during  the 
procedure. 


At  admission  the  patient  was 
afebrile  and  jaundiced  with  pruritis- 
induced  excoriations.  He  had  a mild 
hepatosplenomegaly. 

Laboratory  data  on  admission  re- 
vealed negative  hepatitis  antigens, 
alkaline  phosphatase  of  1092  IU/dl. 
SGOT  107  IU/dl,  LDH  136  IU/dl, 
total  protein  7.3  gm/dl,  and  albumin 
3.7  gm/dl.  The  total  bilirubin  was 
8.3  mg/dl  with  3.5  mg/dl  direct.  The 
prothrombin  time  was  10  sec/ 10. 
The  white  count  was  5900/ul  with 
no  eosinophilia. 

Initially,  the  possibility  of  cho- 
lestatic jaundice  due  to  chlorpropa- 
mide was  entertained  by  the  internist 
who  was  treating  the  patient.  Four 
weeks  after  withholding  Diabinese, 
his  bilirubin  and  alkaline  phosphatase 
went  down  to  3.1  mg/dl  and  256 
IU/1,  respectively. 

Abdominal  sonogram  revealed  non- 
visualization of  the  gallbladder  due  to 
possible  contraction.  His  total  bili- 
rubin was  fluctuating  and  went  back 
up  to  17.6  mg/dl  with  9.0  direct, 
and  his  alkaline  phosphatase  rose  to 
1476  IU/1. 

An  exploratory  laparotomy  had 
been  done  18  days  following  admis- 
sion. The  gallbladder  was  found  to 
be  scarred  and  chronically  inflamed. 
The  common  bile  duct  was  cord-like 
with  a thick  wall  and  narrow  lumen. 
Exploration  of  the  common  bile  duct 
revealed  no  stones.  Biopsies  of  the 
common  bile  duct  and  liver  were  done. 
A cholangiogram  revealed  no  stones, 
but  found  multiple  areas  of  narrowing 
of  the  biliary  tree  consistent  with  the 
diagnosis  of  Primary  Sclerosing 
Cholangitis  (Figure  1). 

Postoperatively,  jaundice  decreased 
gradually  with  T-tube  drainage  and  a 
short  course  of  bile  salt  and  predni- 
sone. The  medications  were  stopped 
because  of  improvement  and  associ- 
ated diarrhea.  His  total  bilirubin 
was  2.2  mg/dl  and  alkaline  phos- 
phatase 85  IU. 

Subsequently,  the  diabetes  was  con- 
trolled by  Tolbutamide  (Orinase  ) for 
four  years  and  insulin  for  the  ensuing 


year.  The  patient  had  no  symptoms 
related  to  the  biliary  tree.  His  total 
protein  was  5.9  gm/dl,  albumin  3.4 
gm/dl,  alkaline  phosphatase  139, 
SGOT  6,  LDH  151  IU/dl  and  total 
bilirubin  1.6  mg/dl. 

Comment 

PSC  is  a rare  disease,  the  recogni- 
tion of  which,  however,  has  been 
increasing  lately,  as  reflected  by  the 
reporting  in  the  last  decade.  This 
increase  is,  perhaps,  partially  due  to 
the  liberalization  of  the  diagnostic 
criteria.  Earlier  definition6,7,4  in- 
sisted on  four  stringent  criteria:  1) 

absence  of  previous  biliary  surgery; 
2)  absence  of  gallstones;  3)  diffuse 
generalized  involvement  of  the  extra 
hepatic  bile  ducts;  and  4 ) exclusion 
of  cholangiocarcinoma  by  reasonably 
long  followup.  While  some  authors 
never  did  require  the  first  criterion,1 
the  liberalization  of  the  third  criterion 
along  with  introduction  of  ERCP8  led 
perhaps  to  increased  reporting.  Ac- 
cording to  Cameron  et  al.,  any  patient 
with  one  or  more  inflammatory  biliary 
tree  strictures  in  whom  iatrogenic 
injury  or  malignancy  could  be  ex- 
cluded is  considered  to  have  PSC. 
They  also  found  the  most  common  site 
of  stricture  at  the  biliary  bifurcation. 
Danzi  et  al?  require  for  their  third 
criterion  operative  demonstration  of 
a fibrotic  process  involving  the  com- 
mon bile  duct,  and  often,  hepatic 


Figure  1.  T-tube  cholangiogram. 
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ducts.  On  roentgenogram  they  found 
strictures  without  dilatation  and  de- 
creased arborization  of  the  involved 
intrahepatic  ducts. 

Diagnosis 

The  diagnosis  of  PSC  is  based  upon 
clinical,  radiological  and  pathologic 
features  which  can  differentiate  PSC 
from  primary  biliary  cirrhosis.9  Our 
patient  had  multiple  strictures  at  the 
area  of  biliary  bifurcation.  The 
cholangiogram  revealed  beading  and 
no  dilatation  of  ducts  proximal  to  the 
strictures.  In  addition,  the  common 
bile  duct  was  thickened  diffusely  and 
inflamed,  and  no  stones  were  re- 
trieved from  it.  The  absence  of  pre- 
vious abdominal  operation  excluded 
iatrogenic  injury.  The  biopsy  of  the 
common  bile  duct  and  the  five-year 
survival  practically  excluded  primary 
cholangiocarcinoma  and  gave  the 
patient  a favorable  prognosis. 

The  pathologic  review  of  the  gall- 
bladder revealed  scarring  and  chronic 
inflammation.  The  common  bile  duct 
biopsy  revealed  scarring  with  non- 
specific chronic  inflammation,  with 
no  evidence  of  atypia  or  malignancy. 
The  liver  biopsy  revealed  nonspecific 
triaditis  and  proliferation  of  radicals. 
There  was  no  inspissated  bile  present 
in  the  bile  canaliculi  and  no  centri- 
lobular  necrosis  ( Figure  2 I . Accord- 
ing to  Chapman  et  al.,  the  histologic 
diagnosis  of  PSC  is  based  on  the  find- 
ing of  periductal  fibrosis  and  varying 
degrees  of  portal  inflammation,  edema 


Figure  2.  The  liver  biopsy  revealed 
nonspecific  triaditis  and  proliferation  of 
radicals. 


and  fibrosis,  duct  and  ductular  pro- 
liferation, and  cholestasis.10 

Association  of  autoimmune  disease 
with  PSC  has  been  reported  in  the 
past.  One  patient  had  a generalized 
lupus  erythematous  and  diabetes  mel- 
litus. 1 1 Our  patient  has  type  II 
diabetes  without  known  autoimmune 
disease. 

Chlorpropamide  is  reported  to  have 
produced  cholestatic  jaundice  as  a side 
effect  in  0.4  per  cent  of  cases.13 
Chlorpropamide-induced  jaundice  re- 
sults principally  from  intracanalicular 
biliary  stasis  rather  than  hepatocellu- 
lar degeneration.14  Serial  and  pro- 
gressive increases  of  the  alkaline 
phosphatase  associated  with  fever, 
rash  and  eosinophilia  occur.  Our 
patient  had  a fluctuating  value  of 
alkaline  phosphatase  and.  on  liver 
biopsy,  no  intracanalicular  biliary 
stasis.  He  also  did  not  have  fever  or 
eosinophilia.  The  onset  of  chlorpropa- 
mide-induced jaundice  is  usually 
within  four  to  six  weeks  after  initiat- 
ing the  therapy.19,16  Furthermore, 
chlorpropamide-induced  hepatitis  is 
known  to  affect  females,  mainly 
blacks.15  For  all  these  reasons,  the 
picture  is  not  of  chlorpropamide 
hepatitis.  Though  our  patient  had 
halothane  anesthesia,  he  does  not  have 
" the  centrilobular  necrosis  associated 
with  halothane  and  haloalkane-in- 
duced  toxicity.17 

Prognosis 

The  prognosis  of  PSC  is  variable. 
Some  cases  relentlessly  lead  to  biliary 
cirrhosis,  liver  failure  and  death.4 
Other  cases  show  early  resolution  and 
an  eight-year  survival.6  Recent  reports 
show7  a higher  percentage  of  five-year 
survival.2  This  variation  in  prognosis 
is  perhaps  due  to  the  fact  that  PSC 
may  represent  several  separate  enti- 
ties.12 The  inclusion  of  these  patients 
under  the  label  of  PSC  helps  the  study 
of  the  cases,  aids  in  the  further  under- 
standing of  the  disease,  and  gives  the 


patient  a label  that  helps  him  in 
understanding  his  disease  and  its 
management. 

ADDENDUM:  The  patient  expired 
later  from  unrelated  disease. 
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Experimental  studies  in  animals 
and  clinical  observations  in  indi- 
viduals and  groups  have  shown  that 
elevated  cholesterol  levels  are  an 
important  factor  in  causing  coronary 
artery  disease.  Primary  and  secondary 
intervention  trials  indicate  that  de- 
creasing cholesterol  levels  will  modify 
that  risk.  Details  of  several  of  these 
studies  are  reviewed. 

Coronary  heart  disease  is  the  major 
cause  of  death  and  disability  in 
the  United  States,  with  an  annual 
mortality  of  over  550,000  persons. 
Deaths  from  all  kinds  of  cancer  com- 
bined account  for  less  than  500,000 
per  year.1  It  has  been  estimated  that 
coronary  heart  disease  costs  more  than 
$60  billion  annually  due  to  direct 
hospital  costs  and  lost  wages  and 
productivity. 

Several  risk  factors  have  been 
identified  which  predispose  indi- 
viduals to  the  development  of  coronary 
artery  disease.  The  primary  factors 
which  may  be  modified  include 
cigarette  smoking,  hypertension  and 
hypercholesterolemia.  Additional  con- 
tributing factors  are  diabetes  mellitus. 
inactivity,  obesity,  family  history, 
male  sex,  and  age.  The  presence  of 
more  than  one  risk  factor  results  in 
enhancement  of  disease  above  the 
additive  one. 

The  importance  (and  treatability) 
of  hypertension  and  cigarette  smoking 
is  well  accepted,  although  there  is  still 
some  controversy  regarding  the  best 
therapy  for  hypertension  as  well  as 
the  extent  to  which  it  should  be 


treated.  The  pathogenetic  role  of 
cholesterol  has  been  suspected  for 
several  decades,  and  the  recent  publi- 
cation of  the  results  of  the  Lipid  Re- 
search Council’s  Primary  Prevention 
Trial  has  increased  the  concern  over 
hyperlipidemia  and  coronary  heart 
disease. 

Epidemiology 

Epidemiologic  studies  have  long 
suggested  that  there  is  a close 
relationship  between  blood  cholesterol 
and  both  the  presence  as  well  as  the 
extent  of  coronary  artery  disease. 
There  is  a close  correlation  between 


It  should  be  noted  that  West 
Virginia  has  had  the  least  de- 
crease, so  it  and  other  Appa- 
lachian states  note  have  among 
the  highest  rates  of  cardiovascu- 
lar mortality  in  the  United 
States.  Perhaps  our  patients 
need  special  attention. 

serum  cholesterol  and  LDL  cholesterol 
and  mortality  rates  among  various 
countries.2  Oriental  countries  have 
both  a low  level  of  cholesterol  and  a 
low  rate  of  coronary  heart  disease. 
Greece  and  Italy  have  an  intermediate, 
while  the  highest  rates  are  found  in 
Finland.  Within  Finland,  the  highest 
rates  are  in  the  eastern  county  of 
North  Karelia.  This  area  had  a mean 
serum  cholesterol  level  of  274  mg/dl 
in  men  aged  30-60.  A special,  com- 
munity-based intervention  program 
which  was  established  in  order  to 
reduce  risk  factors  in  the  area  will  be 
discussed  again  in  another  section. 

The  international  studies  were  cross- 
sectional  ones.  The  Framingham 
study  was  a prospective  one  in  which 
it  was  also  found  that  hyper- 


cholesterolemia was  associated  with 
an  increased  rate  of  coronary  heart 
disease.3 

The  importance  of  diet  (and  pre- 
sumably serum  cholesterol)  and  heart 
disease  has  been  studied  in  individuals 
who  migrate  from  an  area  of  low  to 
high  heart  disease  incidence.  Japanese 
who  migrate  to  Hawaii  or  California 
have  had  both  an  increase  in  serum 
cholesterol  as  well  as  an  increase  in 
coronary  heart  disease.4  A recent 
study5  examined  brothers  who  were 
born  in  Ireland,  but  one  migrated  to 
Boston  while  the  other  remained  in 
Ireland.  Serum  cholesterol  and  mor- 
tality rates  were  higher  in  the  brother 
who  had  moved  to  the  United  States. 

No  population  has  been  reported 
which  has  a high  rate  of  coronary 
heart  disease  and  a low  level  of  blood 
cholesterol. 

Animal  Studies 

Experiments  in  various  animals6,7 
lend  support  for  the  theory  that  blood 
cholesterol  plays  an  important  role  in 
atherosclerosis.  Pigs,  rabbits  and  non- 
human primates  develop  athero- 
sclerotic lesions  when  fed  a diet  high 
in  cholesterol  and  saturated  fats.  The 
effect  of  intimal  injury  in  producing 
atherosclerosis  is  increased  if  hyper- 
cholesterolemia is  present.  This  model 
may  be  somewhat  like  the  human 
circumstance  in  which  the  athero- 
sclerosis of  hypertension,  which  pro- 
duces intimal  injury,  is  magnified  if 
the  individual  also  has  hyperlipidemia. 
The  induction  of  atherosclerosis  by 
diet  in  animals  is  achieved  by  feeding 
them  a diet  very  much  different  than 
their  usual  one.  This  has  led  to  con- 
cern regarding  the  relevance  of  these 
findings  to  man.  Alternatively,  per- 
haps man  should  eat  more  like  a rab- 
bit and  thereby  avoid  atherosclerosis! 
Of  additional  interest  has  been  the 
finding  that  reduction  of  lipid  levels 
by  dietary  changes  is  associated  with 
regression  of  atherosclerotic  lesions. 
Similar  regression  or  lack  of  progres- 
sion has  been  noted  in  animals  with 
exercise  training. 

Homozygous  Hypercholesterolemia 

There  is  also  a human  experimental 
model  — that  of  homozygous  Type  II 
hyperlipidemia.  Cholesterol  levels  are 
elevated  at  birth  and  are  usually  over 


SEPTEMBER,  1986,  VOL.  82  333 


500  mg/dl.  The  abnormality  is  due 
to  LDL  receptor  deficiency  or  a defect 
in  the  receptor  activity.  Coronary 
heart  disease  presents  in  the  second 
decade  of  life  with  angina,  myocardial 
infarction  or  sudden  death.  Survival 
into  the  third  decade  is  unusual.  Even 
in  this  group  with  extreme  elevation 
in  cholesterol  levels,  there  is  still  a 
relationship  between  cholesterol  levels 
and  degree  of  coronary  artery  disease 
as  measured  by  angiography.8  Al- 
though normal  levels  of  cholesterol 
have  been  difficult  to  achieve  in  these 
patients,  both  plasmaphoresis  and  ileal 
bypass  surgery  have  resulted  in  im- 
proved levels  of  cholesterol  and  stabil- 
ization of  disease.  Isolated  cases  of 
regression  of  disease  have  also  been 
reported. 

Decrease  in  Coronary  Artery  Disease 

Although  coronary  artery  disease  is 
still  the  most  comon  cause  of  mortality 
in  the  United  States,  the  disorder  has 
actually  declined  substantially  since 
about  1950.  The  decrease  in  death 
rate  was  over  40  per  cent  in  1982 
compared  to  1950,  and  was  noted 
among  all  segments  of  the  popula- 
tion.9 It  should  be  noted  that  West 
Virginia  has  had  the  least  decrease, 
so  it  and  other  Appalachian  states  now 
have  among  the  highest  rates  of 
cardiovascular  mortality  in  the  United 
States.  Perhaps  our  patients  need 
special  attention. 

Dietary  changes  have  occurred  in 
the  population  since  the  1950s.10  The 
purchase  of  whole  milk  and  cream  has 
decreased  by  almost  25  per  cent,  the 
use  of  butter  by  more  than  a third. 
The  per  capita  consumption  of  eggs 
is  15  per  cent  less,  and  of  major  note 
is  an  increase  in  the  consumption  of 
vegetable  oils  by  75  per  cent.  The 
estimated  dietary  intake  of  cholesterol 
was  600-800  mg/day  in  the  1950s 
Framington  data.  In  the  1970s  it  was 
less  than  500  mg/day,  and  is  even 
lower  today.  These  observations  may 
be  relevant  to  the  finding  of  a decrease 
in  the  mean  plasma  cholesterol  leveL 
from  1960  to  1970  in  both  the 
HANES  and  the  Lipid  Research 
Council  (LRC)  surveys. 

A decrease  in  the  smoking  rate 
among  men  and  treatment  of  hyper- 
tension also  may  have  a significant 


role  in  accounting  for  the  decrease  in 
disease.  But  if  the  change  in 
cholesterol  is  of  some  importance, 
this  is  more  evidence  that  cholesterol 
levels  are  influential  in  promoting 
coronary  artery  disease. 

An  important  question  regarding 
serum  cholesterol  levels  is  whether 
there  is  a linear  relationship  to  the 
amount  of  disease  or  whether  a risk 
is  present  only  at  higher  levels. 
Epidemiologic  studies  suggest  that  the 
relationship  is  a curvilinear  one  — 
with  little  increase  at  plasma  levels  of 
less  than  150  mg/dl  — such  as  in  the 
Orient.  A marked  increase  occurs  in 
populations  with  levels  above  200 
mg/dl  — such  as  in  the  United  States; 
intermediate  risk  occurs  in  Italy  and 
Greece  where  levels  are  150-200 
mg/dl.  The  Framingham  and  other 


A marked  increase  occurs  in 
populations  ivith  levels  above 
200  mg/ dl  — such  as  in  the 
United  States;  intermediate  risk 
occurs  in  Italy  and  Greece 
ivhere  levels  are  150-200  mg/ 
dl. 

epidemiologic  studies  likewise  have 
shown  a sharp  increase  in  coronary 
heart  disease  in  man  w'ith  cholesterol 
levels  above  220  mg/dl. 

These  observations  make  it  impor- 
tant to  consider  values  of  cholesterol 
differently  than  other  laboratory  tests. 
In  this  circumstance,  95-per  cent  confi- 
dence values  for  defining  normal  levels 
may  not  be  appropriate. 

Clinical  Trials 

An  important  consideration  is 
whether  lowering  the  cholesterol  level 
will  make  any  difference  in  cardiovas- 
cular disease,  morbidity  or  mortality. 
The  question  has  been  approached  in 
two  ways:  1)  treatment  of  patients 
without  symptomatic  heart  disease  — 
primary  prevention  trials,  or  2)  treat- 
ing those  with  established,  sympto- 
matic heart  disease  — secondary  pre- 
vention trials.  There  have  been 
several  in  each  category  which  will  be 
reviewed  but,  first,  a few  general  com- 
ments are  appropriate.  Atherosclerosis 
is  a slow,  gradual  process.  It  starts 
in  childhood11  with  fatty  streaks  and 
progresses  to  vascular  occlusion  only 


after  30-40  years.  Cholesterol  within 
plaques  or  atherosclerotic  lesions  is 
exchangeable  with  serum  but  only 
slowly  so,  with  a turnover  of  about  a 
year.  This  slow  rate  of  progression 
and  regression  makes  a prolonged 
trial  necessary  before  a change  in 
lesions  could  be  expected.  Until 
recently,  changes  in  lumen  diameter 
or  plaque  regression  have  been  diffi- 
cult to  measure,  even  angiographi- 
cally,  because  of  problems  of  obtaining 
exactly  the  same  projection.  Second- 
ary trials  are  somewhat  easier  to  per- 
form because  smaller  numbers  of 
patients  are  usually  needed  in  order 
to  demonstrate  angiographic  changes. 
In  primary  trials,  asymptomatic  sub- 
jects are  involved,  so  angiography 
cannot  be  justified,  either  because  of 
patient  risk  or  the  large  numbers  of 
patients  to  be  considered.  End  points 
in  type  I trials  are  usually  a fatal  or 
non-fatal  cardiac  event  or  death  from 
another  cause.  Because  the  annual 
expected  death  rate  in  the  group  of 
people  at  risk  (middle-aged  men)  is 
only  five  per  cent,  large  numbers  of 
people  must  be  studied  for  a prolonged 
period  of  time  in  order  to  establish 
whether  a change  in  rate  of  death  has 
occurred.  Such  a large  study  requires 
large  numbers  of  investigators  as  well 
as  patients,  and  is  very  expensive. 
Further,  the  enthusiasm  and  involve- 
ment of  investigators  may  vary  from 
place  to  place  and  thereby  make 
results  difficult  to  interpret.  These 
reasons  account  for  the  paucity  of 
clinical  studies. 

Primary  Prevention  Trials 

The  primary  prevention  trials  to  be 
considered  include:  the  WHO  multi- 
factorial risk  factor  intervention  study 
— and  subsets  of  reports  from  the 
LJnited  Kingdom  ( LTK ) and  Belgium, 
the  Oslo  study,  the  Finnish  North 
Karelia  study,  the  European  clofibrate 
study,  MRF1T,  and  the  most  recently 
reported.  LRC  study.  Dietary  instruc- 
tion alone  was  used  in  the  WHO,  Oslo, 
North  Karelia  and  MRFIT  studies 
while  the  LRC  and  clofibrate  studies 
used  both  diet  and  drugs. 

The  WHO  multifactorial  trial 
started  in  the  United  Kingdom  and 
wras  later  extended  to  include  three 
other  European  countries  — Belgium, 
Italy,  Poland  (Kracow  and  Warsaw) 
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to  form  the  WHO  European  Col- 
laborative Trial  in  the  Multifactorial 
Prevention  of  CHD.  The  total  partici- 
pants numbered  60,881.  The  partici- 
pating centers  were  autonomous  but 
a common  protocol  was  adapted  to 
allow  comparison  and  combination  of 
results  between  nations. 

The  design  of  the  study  involved 
men  aged  40-59,  and  the  randomiza- 
tion was  by  factories,  not  individuals. 
Factories  were  matched  for  size, 
nature  of  industry  and  region.  One 
of  the  pair  was  selected  for  inter- 
vention, the  other  served  as  a control. 
All  male  employees  were  invited  to  a 
screening  examination.  Those  with  the 
highest  levels  of  multifactor  risk  I 13 
per  cent)  of  the  total  received  more 
intensive  personal  advice  from  the 
company  physician.  There  was  also  a 
general  program  of  information  and 
propaganda  with  letters,  booklets, 
posters  and  film  shows. 

Risk  factors  addressed  were:  1) 
dietary  advice  — decrease  dietary 
saturated  fat  and  cholesterol,  2 ) stop 
smoking,  3 ) weight  reduction  for 
those  greater  than  15  per  cent  over- 
weight, 4)  exercise  — a brisk  daily 
walk  or  calisthenics,  and  5)  control 
of  hypertension  — thiazides  for  those 
whose  blood  pressure  was  greater  than 
160  mmHg.  End  points  were  1) 
Fatal  coronary  heart  disease  (CHD); 
2 ) Fatal  and  nonfatal  myocardial  in- 
farction (MI),  and  3)  All  deaths. 

Half  of  the  factory  pairs  were  fol- 
lowed for  five  years,  the  rest  for  six. 
The  UK12  center  included  24  factories 
and  18,210  men. 

United  Kingdom 

The  changes  noted  in  the  UK  were 
small  — there  was  no  difference  in  the 
majority  of  men’s  cholesterol  level 
which  started  at  215  mg/dl.  In  the 
high-risk  group,  with  a 256  mg/dl 
level,  a 2.7-per  cent  decrease  wras 
noted.  Weight  changed  little;  blood 
pressure  decreased  by  2.7  per  cent  in 
the  high-risk  group.  Overall  there 
was  a four-per  cent  decrease  in 
multiple  risk  factors,  and  an  11-per 
cent  decrease  in  the  high-risk  group. 

Although  there  was  no  significant 
difference  between  control  and  treat- 
ment groups,  the  results  from  the  UK 
study  cannot  really  be  interpreted  as 


negative  because  there  was  little 
modification  of  risk  factors,  especially 
cholesterol  level. 

Belgium 

The  Belgian13  study  was  similar  - — 
15  pairs  of  factories  with  19,409  males 
ages  40-59  were  involved.  In  this 
case,  however,  intervention  was  done 
by  a study  team  that  moved  from 
factory  to  factory  for  intervention.  In 
factories  with  canteens,  the  chef  was 
advised  on  dietary  modifications. 
About  21  per  cent  of  men  were 
designated  as  high  risk  and  received 
multiple  individual  counselling  ses- 
sions. 

The  primary  prevention  trials 
to  be  considered  include:  the 

W'HO  multi  factorial  risk  factor 
intervention  study  — and  sub- 
sets of  reports  from  the  United 
Kingdom  (UK)  and  Belgium , 
the  Oslo  study , the  Finnish 
North  Karelia  study,  the  Euro- 
pean clofibrate  study , MRFIT, 
and  the  most  recently  reported , 
LRC  study. 


Nonfatal  MI  was  26  per  cent  less 
frequent  in  the  intervention  group; 
total  mortality  was  17.5  per  cent  less 
in  this  group  1 p < 0.04  ) . There  was 
a significant  decrease  in  serum 
cholesterol  from  a baseline  mean  of 
230  mg/dl;  a decrease  in  cigarette 
smoking  and  improvement  in  blood 
pressure  were  also  noted.  This  is  a 
positive  study  in  that  changes  in  risk 
factors  were  associated  with  improved 
rates  of  coronary  heart  disease. 

Italy,  Poland 

The  Italian  study  showed  a decrease 
in  the  combined  risk  factor  level  of 
28.2  per  cent;  in  Kracow,  only  4.2 
per  cent.  In  Kracow  the  reduction  in 
the  high-risk  group  was  41.3  per  cent; 
in  Italy.  22.3  per  cent. 

Combining  all  the  centers,14  there 
was  an  11-per  cent  decrease  in  com- 
bined risk  estimate  and  a 19.4-per 
cent  reduction  in  the  high  risk. 
Although  the  coronary  heart  disease 
rate  decreased  by  7.4  per  cent,  the 
coronary  heart  disease  death  by  3.9 
per  cent,  and  fatal  and  nonfatal  MI 
by  3.9  per  cent,  none  of  these  was 


statistically  significant.  Overall,  how- 
ever, the  effect  on  coronary  heart 
disease  in  the  various  centers  cor- 
related with  their  changes  in  risk 
factors. 

Oslo  Study 

In  the  Oslo  Study,  all  Oslo  men 
aged  40-49  were  invited  for  screening 
during  1972-73. 15  Those  men  with 
elevated  risk  scores  (upper  quartile) 
based  on  cholesterol,  smoking  and 
blood  pressure  were  chosen  for  study. 
Random  assignment  resulted  in  604 
men  in  the  intervention  group,  with 
628  serving  as  controls.  Detailed 
and  specific,  individualized  diet  in- 
structions were  given  by  a dietitian 
and  physician  and  repeated  every  six 
months.  Subjects  were  followed  for 
five  years. 

Mean  cholesterol  values  were  325 
mg/dl  in  both  groups  initially,  and 
decreased  to  263  in  the  intervention 
group  compared  to  341  in  the  control 
group.  Triglycerides  did  not  change 
from  200  mg/dl  in  the  control  group 
but  decreased  from  190  to  129  in  the 
intervention  group.  The  mean  tobacco 
consumption  was  45  per  cent  less  in 
the  intervention  than  the  control 
group:  25  per  cent  quit  in  the  inter- 
vention group  compared  to  17  per  cent 
in  the  control  group. 

The  incidence  of  myocardial  infarc- 
tion and  sudden  death  was  47  per  cent 
lower  in  the  intervention  group  (p  = 
0.028).  Total  mortality  and  total 
cardiovascular  events  were  less  in  the 
intervention  group  but  this  was  not 
significant. 

Finland 

The  North  Karelia16  study  directed 
attention  to  a Finnish  county  with  very 
high  rates  of  coronary  heart  disease. 
This  community-based  program  was 
started  in  1972  and  was  directed 
toward  educational  efforts  for  smoking 
cessation,  cholesterol-lowering  diets, 
and  hypertension.  The  control  group 
was  another  county  in  eastern  Finland 
where  no  intervention  occurred.  The 
study  examined  risk  factors  and  CHD 
rates  after  five  and  10  years.  About 
9.000  persons  aged  30-59.  men  and 
women,  were  involved. 

Smoking  decreased  in  North  Karelia 
among  men.  but  not  women,  compared 
to  controls.  Cholesterol  decreased 


SEPTEMBER,  1986,  VOL.  82  335 


from  274  to  243  mg/dl  in  men.  It 
did  not  change  in  women.  Both 
systolic  and  diastolic  blood  pressures 
decreased  significantly  in  both  men 
and  women  in  North  Karelia. 

By  the  end  of  the  70s  there  was  a 
decrease  in  the  coronary  mortality  in 
North  Karelia.  The  reduction  among 
males  was  significantly  greater  than 
the  rest  of  the  country.  The  changes 
in  smoking  habits  may  account  for 
the  majority  of  the  improvement,  but 
changes  in  cholesterol  level  may  also 
have  played  a positive  role. 

European  Clofibrate  Trial 

The  European  Clofibrate  Trial1 
started  in  1965  and  treatment  lasted 
an  average  of  5.3  years.  Centers  were 
in  Edinburgh.  Budapest  and  Prague 
( 15,745  men  aged  30-59  were  scre- 
ened). The  men  were  divided  into 
three  groups  depending  on  their 
cholesterol  value.  Those  in  the  third 
with  the  highest  values  were  divided 
into  a treatment  and  control  group  of 
5,000  each.  The  third  with  the  lowest 
cholesterol  levels  served  as  another 
control  group.  The  treatment  group 
received  1.6  gms  clofibrate;  the  con- 
trols received  an  olive  oil  placebo. 

There  was  a nine-per  cent  decrease 
in  cholesterol  level  from  an  initial 
level  of  249  mg/dl.  There  was  a 
25-per  cent  decrease  in  nonfatal  Mis 
but  no  difference  between  groups  for 
other  ischemic  heart  disease.  Among 
individuals,  the  largest  decrease  in 
MI  rate  was  in  those  taking  clofibrate 
who  had  the  highest  initial  and 
greatest  fall  in  cholesterol  levels. 
Triglycerides  were  not  measured 
initially  but  were  not  higher  in  the 
treatment  group  in  Edinburgh. 

The  overall  concern  regarding  this 
study  was  the  excess  of  total  mortality 
in  the  treatment  group,  with  an  in- 
crease in  various  kinds  of  cancer  and 
liver,  gallbladder  and  intestinal  dis- 
ease. When  subjects  were  reassessed 
eight  years  after  stopping  the  drug, 
there  was  no  longer  an  excess  mor- 
tality, so  the  drug  appeared  to  be 
implicated.  No  information  is  avail- 
able as  to  whether  the  protection  from 
ischemic  heart  disease  events  con- 
tinued after  stopping  treatment.  These 
results  have  caused  concern  about  the 
use  of  clofibrate. 


MRFIT  Study 

The  MRFIT  study18  was  a primary 
prevention  trial  composed  of  12,866 
men,  35-57  years  of  age,  who  were 
in  the  upper  10-15  per  cent  of  cardiac 
risk.  They  were  randomly  assigned  to 
a usual  care  ( UC  ) and  a special  inter- 
vention I SI  I group.  Treatment  con- 
sisted of  stepped-up  care  for  hyper- 
tension, counseling  for  smoking  ces- 
sation. and  dietary  advice  to  lower 
cholesterol.  They  were  followed  for 
seven  years. 

There  was  no  difference  in  coronary 
heart  disease  mortality  between  the 
groups.  Cholesterol  levels  decreased 
in  the  SI  group  from  254  to  236 
mg/dl;  in  the  E^C  group  it  also  fell 
from  254  to  240.  The  decrease  in 
both  groups  was  primarily  in  LDL 
cholesterol  because  HDL  levels  re- 
mained stable. 

By  the  end  of  the  70s  there 
teas  a decrease  in  the  coronary 
mortality  in  ISorth  Karelia.  The 
redaction  among  males  was 
significantly  greater  than  the 
rest  of  the  country.  The  changes 
in  smoking  habits  may  account 
for  the  majority  of  the  improve- 
ment, bat  changes  in  cholesterol 
level  may  also  have  played  a 
Itositive  role. 

This  study  may  show  the  influence 
of  a national  concern  over  dietary  fat 
and  cholesterol,  with  changes  occur- 
ring in  both  groups.  It  indicates  the 
need  in  such  studies  for  a simul- 
taneous, not  a historical,  control 
group. 

Lipid  Research  Clinics  Study 

The  final  study  to  be  considered 
is  the  LRC  — Lipid  Research  Clinics 
study19  covering  3,806  men  aged  35- 

TABLE 

Changes  in  Lipids  — LRC  Study 


59  with  a plasma  cholesterol  of  265 
mg  dl  or  greater.  All  were  instructed 
in  a cholesterol-lowering  diet.  They 
then  received  either  cellulose  placebo 
or  cholestyramine,  24  gmTlay.  They 
were  followed  7-10  years.  Participants 
actually  took  about  16  gm  cho- 
lestyramine. Each  group  gained  ap- 
proximately two  kg  in  weight.  Study 
results  are  shown  in  the  Table. 

The  incidence  rate  of  coronary 
heart  disease  ( CHD  ) was  19  per  cent 
lower  in  the  cholestyramine  group. 
There  was  a seven-per  cent  decrease 
in  overall  mortality,  which  was  not 
significant.  There  were  more  gastroin- 
testinal diseases  in  the  cholestyramine 
group  but  not  significantly  so. 

This  study  has  been  cited  as  show- 
ing that  a reduction  in  total  cholesterol 
of  10  per  cent  will  result  in  a 20-per 
cent  reduction  in  the  incidence  of 
CHD.20 

Secondary  Prevention  Trials 

There  are  several  type  II  studies 
which  are  of  interest.  In  type  II 
studies,  coronary  artery  disease  is 
already  present,  so  angiography  may 
be  used  to  measure  small  changes. 

The  NHLBI  I National  Heart  Lung 
and  Blood  Institute)21  studied  143 
patients,  of  whom  81  per  cent  were 
male,  and  who  were  randomly  as- 
signed to  receive  cholestyramine  or 
placebo.  They  were  followed  for  five 
years.  Cholesterol  was  significantly 
lower  in  the  treatment  group.  CAD 
progressed  in  49  per  cent  of  the 
placebo  group,  and  32  per  cent  of  the 
control  group.  There  were  no  signifi- 
cant side  effects  from  the  drug. 

A similar  study  was  done  by 
Nikkila22  in  Finns.  Twenty-eight 
patients  were  compared  to  20  controls 
from  another  study.  Followup  was 
after  seven  years.  If  dietary  response 


Baseline 

Placebo 

Diet 

7th  Year 

Baseline 

Cholestyramine 

Diet 

7th  Year 

TC  mg/dl 

292 

279 

277 

292 

280 

257 

LDL  mg/dl 

216 

204 

198 

215 

205 

175 

HDL  mg/dl 

45 

44 

46 

45 

44 

47 

TG  mg/dl 

158 

153 

173 

160 

156 

183 

Total  Cholesterol  (TC),  Low-density  Lipoprotein  Cholesterol  (LDL), 
High-density  Lipoprotein  Cholesterol  (HDL)  and  Triglycerides  (TG) 
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was  not  adequate,  elofibrate  and 
nicotinic  acid  were  added.  Cholesterol 
levels  decreased  in  the  treatment 
group,  and  all  clinical  and  angio- 
graphic criteria  favored  the  choles- 
tyramine group. 

Rosenhamer24  studied  555  survivors 
of  myocardial  infarction.  The  treat- 
ment group  received  elofibrate  and 
nicotinic  acid.  Cholesterol  decreased 
by  15  per  cent,  and  mortality  was 
significantly  less  in  the  treatment 
group  at  six  years  I one  year  after 
cessation  of  therapy  ) . 

Surgical  therapy  has  also  been 
used.24  Part  of  the  distal  ileum  which 
interferes  with  hile  acid  resorption  is 
excluded.  The  excluded  segment  is 
much  shorter  than  if  the  procedure  is 
done  for  obesity  and  no  other  side 
effects  are  reported.  The  decrease  in 
cholesterol  level  with  this  procedure 
is  about  40  per  cent,  and  some  cases 
of  angiographic  regression  of  disease 
have  been  reported. 

Twenty-one  of  25  patients  with  CAD 
showed  improvement  in  cholesterol 
and  less  progression  of  disease  after 
treatment  with  30  grams  of  colestipol 
day.25  This  was  an  uncontrolled  trial, 
but  the  four  patients  who  had  signifi- 
cant progression  of  disease  were  also 
those  who  did  not  have  a good 
response  of  their  serum  cholesterol 
levels. 

The  American  Heart  Association 
has  issued  a special  report  in  which 
specific  recommendations  for  dietary 
and  pharmacologic  treatment  of  hyper- 
lipidemia are  given.  This  may  be 
found  in  Arteriosclerosis  4:445A- 
468A,  1984,  and  is  recommended  to 
readers  as  an  excellent  reference. 
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Special  Article 


AMP  AC’s  Campaign  Manager  School 


“Participants  study  elements 
of  political  campaigning 
that  include  fund  raising, 
the  media,  budgeting, 
volunteer  coordination, 
political  strategy  and 
campaign  theme 
development.  ” 


NANCY  CRANDALL 

Norton  Shores,  Michigan,  Immediate  Past 
President,  Michigan  State  Medical  Society 
Auxiliary 


Editor’s  Note : Reprinted  with  per- 
mission from  the  May,  1986,  issue  of 
Michigan  Medicine,  official  Journal  of 
the  Michigan  State  Medical  Society. 

One  recent  Sunday  morning  I found 
myself  flying  the  “friendly  skies” 
to  Arlington,  Virginia,  for  an  AMPAC- 
sponsored  Campaign  Manager  School. 
The  course,  the  second  AMPAC  has 
held,  is  a five  and  one-half  day  inten- 
sive workshop,  conducted  by  faculty 
from  the  Institute  of  Strategic  Man- 
agement. Leonard  G.  Hirsch.  Ph.D.. 
Director,  is  a well-known  Washington 
political  consultant. 

The  purpose  of  the  program  is  to 
train  members  of  the  medical  commu- 
nity, physicians,  spouses  and  friends 
of  organized  medicine  in  the  methods 
of  managing  a political  campaign. 
Participants  study  elements  of  politi- 
cal campaigning  that  include  fund 
raising,  the  media,  budgeting,  volun- 
teer coordination,  political  strategy 
and  campaign  theme  development. 
AMPAC  stresses  that  participation  in 
the  school  requires  a serious  commit- 
ment. both  during  the  week  and  after. 
It  is  advised  that  only  those  with 
time,  specific  intent  and  prior  politi- 
cal experience  attend. 

My  own  participation  stemmed 
from  conversations  with  Kevin  Kelly 
at  MSMS  and  Jack  Hitaling,  AMPAC 
Assistant  Director.  My  political  ex- 
perience includes  two  election  cam- 
paigns of  my  own  — I am  currently 
serving  a second  four-year  term  on 
my  local  city  council.  And  I had  had 


volunteer  involvement  in  other  politi- 
cal campaigns.  There  is  the  possibility 
of  a future  campaign  for  other  office 
for  me  and  this  school  would  be  good 
preparation  in  that  event. 

Day  One:  I arrived  in  Washing- 
ton. D.C.,  at  noon  Sunday,  and  at  the 
hotel  in  Virginia  in  time  to  register 
and  receive  a huge  notebook  and 
folder  packed  with  information.  We 
began  promptly  at  1 P.  M.  with  a 
welcome  by  Peter  Lauer,  Executive 
Director  of  AMPAC  who  introduced 
Doctor  Hirsch.  Doctor  Hirsch  out- 
lined the  program,  gave  an  overview 
of  our  activities  for  the  week,  and  laid 
some  ground  rules.  Then  he  intro- 
duced Wilma  Goldstein,  Director  of 
Survey  Research  for  the  National 
Republican  Committee,  and  Joel  Brad- 
shaw. political  consultant  for  the 
Democratic  National  Committee.  We 
were  divided  into  small  groups  to  get 
acquainted. 

There  were  45  participants:  three 
physicians,  23  Auxilians,  several  PAC 
staff  people,  several  who  are  employed 
by  legislators  on  their  staffs,  and 
medical  society  staff  members.  Men 
and  women  and  a wide  range  of  age 
and  political  experience  were  repre- 
sented. 

Roles  and  Responsibilities 

We  heard  a description  of  the 
“campaign  world"  and  about  the  roles 
and  responsibilities  of  those  involved. 
We  heard  a lecture  on  strategy,  one 
on  polling,  and  after  a break  for  din- 
ner. a talk  on  targeting. 

We  were  divided  into  four  groups 
of  11  or  12  people.  It  was  explained 
that  we  were  to  conduct  a campaign 
using  material  given  to  us  about  the 
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District,  the  results  of  a poll  which 
had  been  conducted,  and  several  other 
pieces  of  information  describing  the 
area  and  candidates.  We  were  as- 
signed to  role  play  either  a Republican 
incumbent  or  a Democratic  challenger. 

Our  assignments  were  to  take  us, 
step-by-step,  through  a campaign  end- 
ing with  a presentation  on  Thursday 
morning.  Critiques  and  grading  would 
take  place  and  the  victor  would  be 
announced  at  dinner  Thursday  even- 
ing. 

With  an  AMPAC  staff  person  acting 
as  facilitator,  we  adjourned  to  separate 
rooms  with  assignments  to  make  a 
targeting  plan,  formulate  a campaign 
strategy,  and  write  a campaign  an- 
nouncement speech.  We  had  to  decide 
on  duties  and  roles  of  each  member 
of  the  group,  and  were  given  reading 
assignments  each  night  which  most 
never  quite  finished  before  falling 
into  an  exhausted  sleep.  Bedtime 
Sunday  was  1 A.  M. 

Day  Two:  On  Monday  morning 
the  “candidates”  presented  practice 
speeches.  Since  I had  become  the 
candidate  for  our  group  — “Allen” 
— I unofficially  declared  my  candi- 
dacy for  the  3rd  Congressional  Dis- 
trict of  the  State  of  Euphoria.  Dis- 
cussion of  each  of  the  speeches  was 
followed  by  a lecture.  Jay  Bryant,  a 
Washington  media  consultant,  gave  a 
highly  entertaining  talk  on  theme 
and  message.  The  afternoon  lessons 
centered  on  planning,  tactics,  and  the 
management  system,  and  included 
some  role  playing  in  a “staff  meeting.” 
After  a break  for  dinner,  we  learned 
about  scheduling  and  advance  work, 
then  divided  into  our  groups  for  more 
work  on  our  congressional  campaign. 


Day  Three:  Most  of  Tuesday  was 
spent  exploring  the  financial  aspects 
of  a campaign:  the  budget,  fund- 

raising, and  a session  on  party  financ- 
ing and  PACs  by  Mr.  Lauer  and  Tom 
Nides  from  the  Democratic  Con- 
gressional Campaign  Committee.  Late 
afternoon  and  evening  centered 
around  field  operation,  technology 
and  volunteers  in  a campaign.  Then, 
on  to  more  work  developing  a budget, 
cash  flow  plan  and  income  plan. 

Day  Four:  Wednesday  morning 
Jill  Buckley  and  Jay  Bryant,  media 
consultants,  explored  with  us  the  roles 
of  both  paid  and  earned  media  in  a 
campaign.  We  saw  videotapes  of 
several  campaign  ads  and  discussed 
details  and  reasons  for  what  we  were 
seeing.  In  the  afternoon,  we  heard 
about  voter  contact  and  suggested 
“get  out  the  vote”  efforts. 

William  Sweeney,  President  of 
Washington  Resources  and  Strategy, 
spoke  to  us  about  opposition  research 
and  how  to  use  it.  Mr.  Sweeney  had 
that  day  returned  from  the  Philippines 
where  he  had  been  a part  of  an  Inter- 
national Poll  Watch  effort  during  the 
presidential  election.  He  was  ex- 
tremely informative  as  he  described 
his  experiences  there. 

Our  group  met  all  afternoon  and 
all  evening  to  finish  our  campaign 
plan.  We  had  made  some  basic  de- 
cisions about  theme  and  strategy,  then 
divided  up  to  do  our  individual  role 
assignments.  Late  in  the  evening,  we 
regrouped  to  put  it  all  together  for 
our  presentation.  This  session  lasted 
until  nearly  2 A.  M.,  at  which  time 
the  hotel  fire  alarm  sounded,  and  we 


all  adjourned  to  the  hotel  lobby.  We 
cheered  the  firefighters  as  they  made 
sure  there  was  no  fire  anywhere. 
Most  of  us  finally  retired  around  3 
A.  M. 

Day  Five:  Thursday  — Election 
Day!  Each  group  presented  its  cam- 
paign and  explained  howT  and  why 
each  part  was  done,  including  props, 
staging,  humor,  and  anything  else! 
Each  was  entertaining  as  well  as  in- 
structive. This  exercise  took  most  of 
the  day  and  included  evaluations  and 
voting. 

Thursday  evening.  AMPAC  hosted 
a cocktail  hour  followed  by  the  victory 
dinner.  Each  group  was  a winner  in 
some  category,  and  one  group  won 
the  overall  campaign  — not  ours,  how- 
ever ! 

Day  Six:  Friday  morning  we  met 
to  review  the  whole  program.  There 
was  much  discussion,  and  some  good 
suggestions  were  made.  At  intervals 
during  the  week.  Doctor  Hirsch  had 
directed  our  attention  to  personal  and 
group  dynamics,  and  we  continued  to 
evaluate  those  processes.  In  a cam- 
paign as  in  most  endeavors,  the  inter- 
action of  the  people  in  the  group  is 
vitally  important. 

After  some  closing  remarks  by  our 
consultants  and  Pete  Lauer,  the  con- 
ference officially  ended.  Unofficially, 
many  remained  to  say  goodbye  to 
new  friends  and  acquaintances  and 
to  wish  one  another  well  in  the  cam- 
paigns that  await  us. 

This  was  a unique  experience,  one 
that  I am  sure  will  be  valuable  to  me. 
I enjoyed  the  people,  the  learning, 
and  am  grateful  to  AMPAC  and 
MDPAC  for  the  opportunity  to  attend. 
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The  Choice  Is  Ours 


“Welcome,  it  is  your  time  now,” 
the  tall,  silver-haired  President  said 
with  a smile.  Did  I catch  a twinge 
of  sadness  with  that  sigh  of  relief? 

Transition  — and  there  is  much  to 
be  done!  The  societal  and  socio- 
economic pressures  upon  our  profes- 
sion are  great. 

There  is  actually  an  opportunity  to 
complete  some  of  the  tasks  facing  our 
profession.  In  the  coming  months,  I 
will  be  outlining  several  programs  in- 
cluding the  traditional  ones  of  continu- 
ing medical  education  and  programs 
to  deal  with  the  serious  problem  of 
liability  insurance;  there  will  be  non- 
traditional  ones  involving  coalition 
building  and  programs  to  improve  the 
efficiency  of  private  practice.  We  will 
be  learning  how  to  work  more 
effectively  with  out  best  asset,  our 


West  Virginia  State  Medical  Associa- 
tion Auxiliary 

The  West  Virginia  State  Medical 
Association  is  in  a strong  position. 
We  have  an  excellent  corps  of  pro- 
fessionals in  our  State  Office.  We 
have  had  dedicated  leadership  and 
wise  counsel,  and  have  laid  the 
foundation  on  which  we  can  develop 
successful  programs. 

Howr  successful  we  will  be  depends 
in  a large  measure  on  how  much 
dedication  we  can  bring  to  organized 
medicine.  I know  you  will  be  dedi- 
cated to  your  patients  and  the  care 
of  the  sick  — that  is  understood;  but 
will  you  bring  a measure  of  that  dedi- 
cation to  organized  medicine? 

In  my  judgment,  there  is  little  we 
can  do  as  individual  physicians  to 
influence  the  forces  now  focusing  on 


our  profession,  but  as  members  of 
organized  medicine  we  can  modify 
and  influence  these  forces.  Will  we? 
The  choice  is  ours.  I know  my  choice. 


Charles  E.  Turner,  M.  D.,  President 
West  Virginia  State 
Medical  Association 
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Heartening  Results  In  CME  Survey 


A33-per  cent  return  following  a 
second  mailing  has  sponsors  of 
the  recent  state  CME  survey  smiling. 

A report  on  preliminary  results  was 
given  during  the  August  WVSMA 
Annual  Meeting,  and  we  just  had  time 
to  include  some  of  the  findings  in  this 
issue  of  The  Journal. 

As  producers  of  a medical  journal, 
we  can’t  help  but  feel  gratified  to 
learn  that  the  second  highest  level  of 
agreement  — concerning  10  factors 
associated  with  physician  participation 
in  CME  — was  that  textbooks,  journal 
articles  and  other  written  materials 
have  great  relevance  as  sources  of 
CME.  I About  94  per  cent  felt  strongly 
about  the  value  of  these  sources  for 
their  CME. ) 

The  first  and  third  levels  of  agree- 
ment. respectively,  among  the  10  fac- 
tors were  that  practicing  physicians 


Tell  It  Like  It  Is 

Tjhysicians  must  continue  to  tell 
their  story. 

That  story  is  one  of  dedication  to 
quality  medical  care  at  reasonable 
prices  in  the  face  of  multiple  pres- 
sures named  “cost  containment." 

We  continue  to  hear  criticisms 
of  the  high  cost  of  medical  care  which 
always  translates  to  “doctors  charge 
too  much”  or  “doctors  make  too  much 
money.”  Perhaps  some  data  gathered 
from  the  just-released  Soco-Economic 
F netbook  for  Surgery  1986  may  help 


enjoy  interacting  with  their  colleagues 
from  the  academic  world  ( 94.3  per 
cent  I,  and  that  CME  does  have  a value 
in  addressing  problems  encountered  in 
daily  practice  (93.2  per  cent). 

Early  results  indicate  that  physi- 
cians very  definitely  value  CME  as 
an  important  factor  both  in  dealing 
with  practice  problems  and  as  a 
factor  that  contributes  to  the  well 
being  of  their  patients. 

These  are  just  some  of  the  pre- 
liminary results,  but  they  indicate  that 
the  survey  will  yield  significant  find- 
ings. A full  report  will  appear  in  a 
later  issue  of  The  Journal. 

The  sponsors  of  the  survey,  which 
consisted  of  3,265  questionnaires 
mailed  with  1,063  returns  to  date,  are 
the  CME  offices  at  West  Virginia  Uni- 
versity School  of  Medicine,  Charleston 
Area  Medical  Center  and  Marshall 
University  School  of  Medicine  in 


in  the  defense  of  physicians  as  they 
tell  their  story. 

In  1950,  physicians  received  21.7 
per  cent  of  the  health  care  dollars 
spent;  in  1984,  physicians’  services 
accounted  for  only  19.5  per  cent  of 
the  dollar  spent.  Hospital  care  in  1950 
consumed  30.4  per  cent  of  the  health 
care  dollar  and,  by  1984,  took  40.8 
per  cent  of  it.  Nursing  home  care  in 
1950  took  only  1.5  per  cent  of  the 
dollar  hut  by  1984  accounted  for  8.3 
per  cent  of  the  dollar  due  to  the  ever- 


cooperation  with  WVSMA  and  the 
West  Virginia  Chapter  of  the  Ameri- 
can Academy  of  Family  Physicians. 

Robert  E.  Kristofco  and  Sharon  A. 
Hall.  CME  directors  at  WVU  in 
Morgantown  and  CAMC,  respectively, 
presented  the  preliminary  convention 
report,  and  also  are  co-authors  of  the 
preliminary  written  report  of  survey 
results  distributed  during  the  meeting. 

The  sponsors  asked  The  Journal  to 
thank  the  West  Virginia  doctors  who 
returned  the  CME  questionnaires,  and 
we  are  happy  to  oblige. 

One  final  bit  of  news  which  is  “icing 
for  the  cake.”  The  joint  sponsorship 
of  this  undertaking  has  begun  to 
attract  national  attention.  The  princi- 
pal authors  have  been  invited  — even 
before  publication  of  its  final  results 
to  present  a paper  on  the  coopera- 
tive nature  of  the  survey  to  a meet- 
ing of  the  AM  A concerned  with  CME. 


rising  number  of  elderly  who  now  are 
living  long  enough  to  need  such  care. 

When  the  critics  of  health  care  rail 
about  the  high  cost  of  medicine  and 
health  care  they  talk  as  though  the 
sum  total  of  all  money  spent  somehow 
goes  to  physicians.  They  conveniently 
forget  the  amount  spent  on  hospitals, 
drugs,  eyeglasses,  dentists,  chiroprac- 
tors, research,  hospital  construction, 
nursing  homes  and  all  other  ex- 
penditures including  over-the-counter 
nostrums  and  remedies  wrhich  added 
together  make  up  the  category  loosely 
called  health  care  expenditures. 
Phoney  arthritis  cures,  health  food 
store  expenditures,  and  in  some  cases, 
even  athletic  shoes,  diet  programs, 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 
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etc.  are  added  into  the  total  “health” 
financial  outlay. 

In  this  cost-saving  era  much  is 
made  of  the  amount  of  government 
expenditures  as  well.  It  is  of  interest 
to  note,  however,  that  the  government 
outlay  for  health  was  just  3.6  per  cent 
of  the  national  budget  in  1984  com- 
pared with  27.8  per  cent  spent  for 
defense,  13.2  per  cent  spent  for  in- 
come security  (including  retirement, 
disability,  unemployment  and  public 
assistance  I and  12.7  per  cent  spent 
for  interest  on  the  national  debt. 

Looked  at  another  way,  Americans 
in  1984  spent  20.3  per  cent  of 
their  income  on  food,  beverages  and 
tobacco,  30.6  per  cent  on  housing  and 
household  operations  and  13.6  per 
cent  on  transportation  while  spending 
11  per  cent  of  their  disposable  in- 
comes on  medical  care. 

Or  looking  at  the  consumer  price 
index  using  1967  as  the  base  I 100  ) 


year,  we  note  that  it  now  takes 
$379.50  to  purchase  medical  care 
which  could  he  bought  for  $100  in 
1967.  While  that  sounds  horrendous 
on  the  face  of  it,  one  must  not  lose 
sight  of  the  fact  that  in  1967  we  did 
not  have  heart  transplants,  coronary 
bypass  surgery,  lithotripters,  CT  scan- 
ners, or  a host  of  other  modern  life- 
saving and  life-extending  or  life- 
improving advances  available.  By 
contrast,  the  fuel  oil  and  coal  which 
$100  purchased  in  1967  now  costs 
$641.80  — nearly  twice  the  increase 
in  medical  care  spending. 

Finally,  looking  at  physician  aver- 
age earnings,  there  is  no  reason  to 
he  apologetic.  The  national  average 
in  1984  for  all  physicians  including 
all  specialties  was  $108,400,  while  the 
national  average  for  family  practi- 
tioners was  $71,100  and  for  pediatri- 
cians was  $74,500.  (Figures  are  net, 


after  expenses  but  before  taxes  of  any 
kind  are  paid. ) These  figures  include 
the  most  exotic  specialties  from  the 
higher-cost  states  as  well  as  the 
poorest.  It  takes  no  mathematical 
genius  to  know  that  West  Virginia 
doctors  are  below  the  national  average 
given  the  general  economic  conditions 
of  the  state  and  the  high  cost  of  pro- 
fessional liability  insurance. 

The  next  time  a critic  speaks, 
remind  that  person  of  his  or  her  need 
to  know  specifically  of  what  he  or  she 
speaks.  Medical  care  costs  which  in- 
clude hospital  charges,  buildings,  in- 
surance premiums,  drugs,  ancillary 
services,  dental  costs,  home  remedies, 
over-the-counter  purchases  like  band- 
aids  and  aspirin  as  well  as  physician 
costs  are  terribly  misleading. 

Doctors  do  not  take  the  lion’s 
share  of  the  health  care  dollar,  but 
they  too  often  take  the  blame. 


Our  Readers  Speak 

Medicine  In  A Mechanized  Age 


Medicine  is  both  science  and  art. 
It  cannot  be  purely  science  or  wholly 
art.  Of  all  human  endeavors,  Medi- 
cine can  be  considered  as  the  loftiest 
and  noblest  that  an  individual  can 
possibly  aspire  to  undertake  as  a 
career.  The  reason  is  simple.  A 
doctor  has  to  deal  with  human 
beings.  To  relieve  pain,  to  console 
and  to  cure  are  the  triad  by  which 
a doctor  conducts  himself  in  the  per- 
formance of  his  duty. 

Medical  students,  in  order  to  pre- 
pare adequately  and  capably  for  their 
mission,  spend  time  in  college  in 
terms  of  years  of  dedication  and 
determination,  learning  painstak- 
ingly the  science  and  art  that  is 
Medicine.  In  the  process,  they  are 
compelled  to  catch  up  with  the 
tremendous  advances  in  scientific 
knowledge  at  a fast  tempo  and  wfithin 
a very  limited  time.  That  students 


circumscribe  themselves  purely  with 
the  scientific  aspects  of  Medicine  is 
more  often  than  not  the  end  result  — 
that  is.  if  they  are  not  conscious  that 
Medicine  is  not  only  a science  but 
also  an  art. 

This  is  a new  era  in  Medicine, 
and  with  its  attendant  advances  in 
knowledge  and  medical  procedures, 
one  can  hardly  predict  which  skill, 
aptitude,  or  unique  knowledge  will 
he  required  of  the  physician  in  the 
future.  The  variable  picture  of 
future  human  problems  and  increas- 
ing technological  aids  gives  to  Medi- 
cine a dynamic  mood.  And  as 
science  advances  steadily  and  steep- 
ly, it  will  reach  a point  where 
mechanical  diagnosis  with  the  aid  of 
electronic  apparatuses  becomes  a 
reality. 

What,  then,  is  the  implication  of 
the  “mechanization”  of  Medicine? 


Does  it  mean  that  the  physician  will 
step  backward  and  let  the  “robots” 
do  his  work  for  him?  This  concept 
of  “mechanical  medicine”  is,  how- 
ever. hardly  the  terminal  point  of 
these  scientific  trends.  The  true 
significance  of  this  scientific  achieve- 
ment is  in  fact  the  enhancement  of 
the  art  of  Medicine.  The  equation 
of  science  to  art  will  give  way  to 
a broader  expression  of  medical 
science  and  medical  art.  It  will, 
therefore,  not  be  too  whimsical  to 
say  that  a complete  physician  in 
future  times  to  come,  aided  by  his 
robots  and  freed  from  the  meticulous 
procedures  involved  in  diagnosis  and 
treatment,  will  have  more  time  and 
energy  to  care  for  his  patients,  more 
scientifically  and  more  artfully  than 
ever. 

Romeo  Y.  Lim,  M.  D. 

1306  Kanawha  Boulevard,  East 

Charleston,  \VV  25331 
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General  News 


Impaired  Physician , Adolescence,  Geriatrics , Ethics  to  he  Discussed 


1987  Mid -Winter  Conference  Plans  Announced 


Problems  of  adolescence  . . . con- 
cerns in  geriatrics  . . . ethical  dilem- 
mas for  the  1980s  and  beyond  . . . 
These  are  some  of  the  CME  subjects 
planned  for  the  20th  Mid-Winter 
Clinical  Conference  next  January 
23-25. 

The  annual  CME  event  will  open 
Friday,  January  23,  at  the  Charleston 
Marriott  and  end  at  noon  on  Sunday, 
January  25.  with  scientific  sessions 
scheduled  Friday  afternoon,  Saturday 
morning  and  afternoon,  and  Sunday 
morning. 

The  1987  physicians’  session  Friday 
evening  will  focus  on  the  impaired 
physician  and  the  WVSMA’s  Judicial 
Commission  which,  under  the  provis- 
ions of  the  Association’s  new  consti- 
tution and  bylaws  approved  last  year, 
has  final  authority  in  matters  per- 
taining to  ethics,  grievances  and 
physician  discipline. 

Food  for  healthy  living  will  be  the 
subject  of  the  concurrent  Friday  even- 
ing public  session,  with  plans  for  a 
special  two-hour  “healthful”  cooking 
demonstration  and  luncheon  co-spon- 
sored by  the  WVSMA’s  Auxiliary, 
beginning  at  noon  that  same  day. 

Alzheimer’s  Disease 

Dr.  Albert  F.  Heck  of  Charleston 
will  speak  on  Alzheimer’s  disease  dur- 
ing the  geriatrics  discussion  Saturday 
afternoon,  and  Dr.  Eugene  A.  Stead, 
Jr.,  from  Duke  LTniversity  will  be  a 
speaker  for  the  Sunday  morning 
ethics  session. 

Doctor  Heck  is  Professor  of  Neuro- 
logy at  West  Virginia  l niversity. 
Charleston  Division,  a post  he  as- 
sumed in  1982  after  serving  on  the 
faculty  at  the  University  of  Tennessee. 
He  also  is  staff  neurologist  at  Charles- 


ton Area  Medical  Center,  and  Di- 
rector, Neurological  Training,  WVU 
Charleston  Division. 

Born  in  Baltimore,  he  was  graduated 
from  Johns  Hopkins  University  there, 
and  received  his  M.  D.  degree  in 
1958  from  the  University  of  Maryland. 

Doctor  Heck  interned  at  Mercy 
Hospital  in  Bartimore,  and  was  a fel- 
low in  neurology,  National  Institutes 
of  Health,  at  the  University  of  Mary- 
land Hospital. 

He  is  certified  by  the  American 
Board  of  Psychiatry  and  Neurology, 
and  is  a member  of  a number  of  com- 


mittees and  organizations.  Offices 
held  include  that  as  Vice  President  of 
the  American  College  of  Angiology. 

Doctor  Heck  is  the  author  or  co- 
author of  15  abstracts,  three  book 
chapters  and  40  articles. 

Duke  Professor 

Doctor  Stead  was  Florence  Mc- 
Alister Professor  of  Medicine  and 
Chairman.  Department  of  Medicine  at 
Duke  from  1947-1967,  and  now  is 
professor  emeritus  in  that  appoint- 
ment. He  also  was  physician-in-chief 
at  Duke  Hospital  during  those  years. 

(Continued  on  Next  Page) 


AMA  PRESIDENT  VISITS  CHARLESTON— Dr.  John  J.  Coury,  Jr.,  President  of 
the  American  Medical  Association,  was  honored  at  a reception  held  by  WVSMA  in 
Charleston  July  31.  A noon  speaking  engagement  August  1 with  the  Charleston 
Rotary  Club  initially  brought  Doctor  Coury  to  Charleston  but  he  also  worked  into 
the  busy  day  visits  to  Charleston  Area  Medical  Center,  talks  to  medical  students, 
and  TV  and  other  media  interviews.  Shown  with  Doctor  Coury  (right)  are,  from 
left,  Dr.  Harry  S.  Weeks,  Jr.,  Wheeling,  a WVSMA  AMA  Delegate;  Shelley  Moore 
and  Governor  Arch  A.  Moore,  Jr. 
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Albert  F.  Heck,  M.  D. 


Doctor  Stead  is  Editor  of  the  North 
Carolina  Medical  Journal  and  past 
editor  of  Medical  Times  and  Circula- 
tion. He  is  past  secretary  and  presi- 
dent of  both  the  American  Society  for 
Clinical  Investigation  and  the  Associa- 
tion of  American  Physicians,  and 
also  is  past  chairman  of  the  Ethics 
Committee  of  the  American  Heart 
Association. 

Born  in  Atlanta,  Doctor  Stead  has 
received  a number  of  awards  and 
honorary  degrees  from  professional 
groups  and  educational  institutions. 

He  received  both  his  undergraduate 
and  M.  D.  (19321  degrees  from 
Emory  University,  and  took  his  intern- 
ship and  other  postgraduate  work  at 
Peter  Bent  Brigham  Hospital,  Harvard 
and  the  University  of  Cincinnati. 

Subject  Areas 

The  Saturday  morning  session  on 
adolescence  will  explore  such  problems 
as  substance  abuse,  depression  and 
suicide,  and  pregnancy.  The  geriatrics 
session  Saturday  afternoon,  in  ad- 
dition to  Alzheimer’s  disease,  will  in- 
clude discussion  of  polypharmacy, 
immunization,  exercise,  nutrition  and 
immobility,  and  depression. 

The  Sunday  morning  speakers  on 
ethics  will  cover  code  issues,  organ 
donations  and  the  comatose  patient. 

The  conference  again  is  being 
sponsored  by  WVSMA,  MU  and  WVU 
schools  of  medicine,  and  Charleston 
Area  Medical  Center. 


Eugene  A.  Stead,  Jr.,  M.  D. 


Members  of  the  Program  Committee 
are  Drs.  William  0.  McMillan.  Jr.. 
Charleston.  Chairman:  Maurice  A. 
Mufson.  Huntington:  Joseph  T. 

Skaggs,  Charleston;  Richard  G.  Starr. 
Beckley;  John  W.  Traubert,  Morgan- 
town, and  C.  Carl  Tully,  South 
Charleston. 


Leukemia  Research 

The  Leukemia  Socity  of  America 
is  offering  two  new  awards  to 
encourage  research  at  both  the  basic 
science  and  clinical  levels  in  the  fields 
of  leukemia  and  related  diseases.  The 
two  awards  are  accepted  on  a quarterly 
basis  (January  1,  April  1.  July  1 and 
October  1 ) . 

Proposals  will  be  evaluated  on  a 
competitive  basis  by  the  Leukemia 
Society’s  Grant  Review  Subcommittee. 

For  application  forms  and  ad- 
ditional information  write  to:  Re- 

search Grant  Coordinator,  The  Leu- 
kemia Society  of  America,  733  Third 
Avenue,  New  York,  New  York  10017. 


Correction 

The  names  of  Drs.  John  B.  Markey, 
Charleston,  and  W.  W.  Mills,  Kenova. 
inadvertently  were  omitted  from  the 
list  of  WESPAC  members  appearing 
in  the  June  issue  of  The  Journal. 

Doctor  Markey  is  a sustaining 
member;  Doctor  Mills,  regular. 

The  Journal  regrets  these  omissions. 


Continuing 

Education 

Activities 


Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1986.  as  compiled 
by  Ernest  W.  Chick,  M.  D.,  MU 
Director  of  Continuing  Medical  Ed- 
ucation; Robert  E.  Kristofco,  WVU 
Assistant  to  the  Dean /Continuing 
Medical  Education;  J.  Zeb  Wright, 
Ph.D.,  Director  of  Continuing  Educa- 
tion Outreach  and  Community  Affairs, 
WVU  Charleston  Division;  and 
Sharon  Hall,  Director  of  Continuing 
Education,  Charleston  Area  Medical 
Center  ( also  in  charge  of  WVU 
Charleston  Division  on-campus  CME). 
The  schedule  is  presented  as  a con- 
venience for  physicians  in  planning 
their  continuing  education  program. 
(Other  national,  state  and  district 
medical  meetings  are  listed  in  the 
Medical  Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  he  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  by  calling  Doctor  Chick  at 
(304)  526-0515;  Kristofco,  (304) 
293-3937;  Wright,  (304)  347-1243; 
and  Hall,  (304)  348-9580. 

West  Virginia  University 

*Sept.  6,  Morgantown,  Common  Spine 
Problems 

Sept.  10,  Charleston,  Home  Health 
Seminar 

Sept.  13,  Charleston,  Searching  Med- 
line: A Guide  for  the  Health  Pro- 
fessional 

*Sept.  19-20,  Morgantown,  Ob-Gyn 
Teaching  Days 

Sept.  24,  Charleston,  Teleconference: 
"Who  Lives,  Who  Dies,  Who 
Decides?” 

Oct.  1,  Charleston,  Faculty  Research 
Day 
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*Oct.  10-11,  Morgantown,  Internal 
Medicine  Update  ’86 
Oct.  14,  Charleston,  The  Role  of 
Autologous  Bone  Marrow  Trans- 
plantation for  Solid  Tumors 
Oct.  18,  Morgantown,  7th  Annual 
Ophthalmology  Conference 
Oct.  18,  Charleston,  WV  Thoracic 
Society 

"Oct.  23-24,  Morgantown,  12th  Hal 
Wanger  Family  Practice  Conference 
Oct.  24,  Charleston,  Emergency  Care 
Seminar 

*Oct.  25,  Morgantown,  Pediatric 
Octoberfest 

*Nov.  1,  Morgantown,  Cardiology 
Update 

Nov.  5,  Charleston,  Adolescent  Obesity 
"Nov.  22,  Morgantown,  Magnetic 
Resonance  Imaging 
Dec.  11,  Charleston,  Newer  Treat- 
ments for  Lung  Cancer 

° in  conjunction  with  WVU  football 
games 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Bluefield,  Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room, 
3rd  Thursday,  Noon-2  P.  M.  — 
Sept.  18,  “Colon  Carcinoma,” 
Steven  Jubelirer,  M.  D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday. 
8-10  A.M.  — Sept.  10,  “Outpatient 
Chemotherapy,”  Arvind  Shah,  M.D. 

Oct.  8,  “Pediatric  Cardiology” 
( speaker  to  be  announced ) 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— Sept.  3,  “Workup  of  Bleeding 
Disorders  & Related  Cancer  Prob- 
lems,” Steven  Jubelirer,  M.  D. 

Greenbrier,  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  P.  M.  — 
Sept.  16,  “Occupational  Lung  Dis- 
eases,” Dominic  Gaziano,  M.  D. 

Madison,  Boone  Memorial  Hospital, 
2nd  Tuesday,  7-9  P.  M.  — Sept.  7, 
“Diet  & Cancer,”  Sue  Warren, 
M.  D. 

Oct.  14,  “Update  Respiratory 
Therapy,”  Mahendra  Patel.  M.  D. 


Nov.  11,  “Acute  Medical  Emergen- 
cies & Transport,”  John  Walker. 
R.N.,  & Nancy  Crittenden.  R.N. 

Oak  Hill,  Plateau  Vocational  Center 
( Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — - Sept.  23,  “Colonos- 
copy,” Brittain  Mcjunkin,  M.  D. 

Oct.  28,  “LTpdate  Cardiovascular 
Surgery”  (speaker  to  be  an- 
nounced ) 

Summersville,  Summersville  Memorial 
Hospital,  1st  Tuesday,  6:30-8:30 
P.  M.  — Sept.  2,  “Evaluation  of 
Adrenal  Function,”  Richard  Klein- 
mann,  M.  D. 

Oct.  7 ( vacation  l 

Nov.  4,  “Pulmonary  Function  Test- 
ing,” Bippin  Avashia,  M.  D. 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
Sept.  17,  “Reading  Chest  X-Rays,” 
Bippin  Avashia,  M.  D. 

Oct.  15,  “ENT,”  Nabil  Aragheb. 
M.  D. 

Nov.  19,  “Update  Hematological 
Malignancies”  (speaker  to  be  an- 
nounced ) 

Whitesville,  Raleigh-Boone  Medical 
Center.  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Sept.  24,  “LTpdate 
Dermatology,”  Robert  Point,  M.  D. 

Oct.  22,  “Update  Emergency  Medi- 
cine,” Edward  Wright,  M.  D. 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — Sept.  4,  “Leukemia  & 
Blood  Products,”  Victorino  Teleron, 
M.  D. 


September  Conferences 
Scheduled  In  Clarksburg 

Following  are  one-hour  CME  con- 
ferences for  September  (not  including 
those  held  before  press  time)  sched- 
uled at  United  Hospital  Center  in 
Clarksburg  through  the  Family  Prac- 
tice Residency: 

Sept.  8,  “Thrombolytic  Therapy:” 
Sept.  15,  “Pre-op  Cardiac  Evalua- 
tion:” Sept.  23,  “Eczemas;”  and  Sept. 
24,  “Carcinoids.” 

For  additional  information,  call 
(3041  624-7589. 


Class  Of  90 
Begins  At  WVU 

Sixty-six  men  and  24  women  began 
their  first  year  of  study  August  25  in 
the  West  Virginia  LTniversity  School 
of  Medicine. 

The  group  includes  85  West  Vir- 
ginians, two  each  from  Maryland  and 
Pennsylvania,  and  one  from  Florida. 

Of  the  71  who  received  their  pre- 
medical education  in  West  Virginia, 
51  attended  WVU.  Nine  attended 
Marshall  University,  four  were  stud- 
ents at  Fairmont  State  College,  and 
three  are  Wheeling  College  alumni. 
Bethany  College,  LTniversity  of  Char- 
leston, West  Virginia  Institute  of 
Technology  and  West  Virginia  Wes- 
leyan College  also  are  represented. 

West  Virginians  in  the  class  are 
from  26  counties.  Monongalia’s  total 
of  16  reflects  partly  the  change  of 
legal  address  many  students  make 
during  undergraduate  years  at  WVU. 
Kanawha  County  has  14  residents  in 
the  class;  Marion  and  Ohio  each  have 
seven;  Cabell  and  Hancock,  five  each, 
and  Wood,  four. 

Names  listed  represent  those  ac- 
cepted as  of  July  25.  The  list  does  not 
include  names  of  alternates  who  may 
be  admitted  if  withdrawals  occur. 
Members  of  the  class,  their  home- 
towns, and  the  colleges  or  universities 
they  attended  include: 

Berkeley.  Hedgesville  — Andrew 
J.  Bernes,  Midwestern  State;  Martins- 
burg  — Florence  Hanna,  VA  Medical 
Center,  Grace  College; 

Braxton:  Sutton  — Stephen  R. 

Martin.  WVU; 

Brooke:  Bethany — Keith  L.  Hassan, 
Knox  College;  Wellsburg  — Robert 
D.  Whitehead,  MU; 

Cabell:  Huntington  — Joseph  M. 
DeBord,  WVU;  Pedro  M.  Montero, 
MET;  Vernon  Francis  Morenas,  MU; 
and  Felicity  M.  Warren,  MU;  Milton 
— James  Lee  Cummings  II,  MU; 

Fayette:  Montgomery  — Mary  M. 
Shaaban,  West  Virginia  Institute  of 
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Technology;  Mt.  Carbon  — James  C. 
Young.  MU; 

Grant:  Maysville  — - Lynn  Kep- 
linger,  WVU; 

Hampshire:  Romney  — Chris  S. 
McCauley.  WVU; 

Hancock:  Weirton  — Paul  Capito. 
WVU;  Eric  H.  Davis,  Bethany  Col- 
lege; Robert  M.  Gerbo,  WVU;  Samuel 
D.  Licata.  WVU;  and  Tony  P.  Sellitti, 
WVU; 

Harrison:  Clarksburg  — Michael 

I.  Oliver io,  WVU;  John  V.  Onestin- 
ghel,  WVU;  and  Robert  D.  Snyder, 
Wheeling  College; 

Jefferson:  Kearneysville  — Karen 
Saville,  WVU; 

Kanawha:  Charleston  — John  J. 
Hollandsvvorth,  University  of  Charles- 
ton; Matthew  S.  Koval.  W VU;  David 
P.  Malone,  WVU;  Mark  A.  Margolis, 
Connecticut  College:  David  R.  Maxon. 
WVU;  Steven  T.  Richardson,  WVU: 
Yuthapong  Sukkasem.  WVU;  Laura 
Summers,  LIniversity  of  Kentucky: 
Chesapeake  — Timothy  R.  Deer.  West 
Virginia  Institute  of  Technology;  St. 
Albans  — Diane  Edwards,  WVLI; 
South  Charleston  — Robert  Cavender, 
WVU;  William  G.  Faulkes,  WVU; 
Joyce  S.  Neilan,  Yale  University;  and 
Jack  F.  Shamblin,  WVLI; 

Marion:  Barrackville  — Trudi 

Brown.  Fairmont  State  College;  Fair- 
mont — Christopher  A.  Ashton.  Fair- 
mont State  College;  Volkan  0.  Taskin. 
WVU;  Robert  C.  Thomas,  Fairmont 
State  College;  and  Patricia  M.  Tsai, 
WVLT;  Fairview  — James  B.  Legan. 
WVU;  Rivesville  — Stephen  M.  Pick- 
stone,  WVU; 

Marshall:  Glen  Dale  — David  M. 
Anderson,  Wheeling  College,  and 
Irene  J.  Zervos,  WVU; 

Mineral:  Ridgeley  — Barry  D. 

Dayton,  WVU; 

Mingo:  Williamson  — Torin  P. 

Walters,  WVU; 

Monongalia:  Independence  — Jon 
S.  LaPIante,  WVLI;  Morgantown  — 
Kenneth  S.  Allen,  University  of  Colo- 
rado; Anita  G.  Clausner,  WVU; 


Timothy  M.  Daly,  WVLI;  Carolyn  P. 
Engle,  WVU;  Michael  W.  Gabriele. 
WVU;  Alan  R.  Hess,  WVU;  Teresa 
B.  Miller.  WVLI;  Gregory  Moses,  MU: 
Mitchell  F.  Nutt.  WVU;  Teresa  Raich. 
WVLI;  Stanley  D.  Schaeffer.  Purdue 
University:  Robert  D.  Silberg,  Temple 
l niversity:  Amrit  R.  Singh,  WVU; 
Christian  L.  Traynelis,  WVU;  and 
Charles  W.  White.  University  of  Vir- 
ginia; 

Morgan:  Berkeley  Springs  — 

Pamela  G.  Largent.  WVU; 

Ohio:  Wheeling  — - Susan  Entrees. 
Allegheny  College;  Christopher  Giza, 
Dartmouth  College;  Rey  Pangilinan, 
University  of  Notre  Dame;  Paul 
Papadimitriou,  WVU;  David  Rust. 
WVU:  Flisabeta  Sengewalt.  Wheeling 
College;  and  Andrew7  Thomas,  WVLI; 

Pendleton:  Seneca  Rocks  — Re- 

becca F.  Wimer,  WVU; 

Preston : Bruceton  Mills  — Barbara 
J.  Lewis,  Seton  Hill  College:  Hope- 
mont  — Chia-Ling  Wang,  WVU: 
Kingwood  — James  V.  Gainer,  Uni- 
versity of  Virginia; 

Raleigh:  Beckley  — Sara  L.  Neal. 
MU; 

Randolph:  Elkins  — Aaron  W. 

Hensley.  West  Virginia  Wesleyan 
College; 

Wayne:  Ceredo  — Keith  E.  Leap. 
II.  MU; 

Webster:  Webster  Springs  — 

Gerald  C.  Hamrick  Jr.,  Fairmont  State 
College; 

Wirt:  Elizabeth  — Douglas  S.  Tice. 
WVU: 

Wood:  Mineralwells  — Joel  C. 

Michael,  WVU;  Parkersburg 
Michael  Barrett,  WVLI;  Sloane  R. 
Blair.  University  of  Georgia;  Vienna 
Robert  T.  DePond.  WVU. 

Out-of-State:  Florida,  Rockledge  — 
John  D.  Whited,  LIniversity  of  South 
Florida;  Maryland,  Gambrills 
Robert  A.  Yapundich,  WVU;  Green- 
belt  — Joseph  B.  Selby,  LIniversity 
of  Maryland;  Pennsylvania,  Clairton 
Mark  S.  Richard.  WVU;  Elwood 
City  — Joseph  R.  Burcik,  LIniversity 
of  Pittsburgh. 


Medical  Meetings 


Sept.  12-18— Am.  College  of  Radiology, 

Baltimore. 

Sept.  15-17— Am.  College  of  Nutrition, 

Washington,  DC. 

Sept.  15-18— Am.  College  of  Emergency 

Physicians.  Atlanta. 

Sept.  20— WVSMA  Loss  Control  Seminar, 
Parkersburg. 

Sept.  22-26— Ain.  College  of  Chest  Physi- 
cians. San  Francisco. 

Sept.  25-28— Am.  Society  of  Internal  Medi- 
cine, Seattle. 

Sept.  27-28— Arab  Am.  Medical  Assoc., 

Charleston. 

Sept.  27-Oet.  2— Am.  Academy  of  Family 
Physicians,  Washington,  DC. 

Oct.  5-8— Am.  Neurological  Assoc.,  Boston. 

Oct.  8-10— Traumatic  Head  Injury  Con- 
ference, Braintree,  Mass. 

Oct.  14-18— Medical  Group  Management 
Association,  Loss  Angeles. 

Oct.  15-17— Am.  College  of  Gastroentero- 
logy, Atlanta. 

Oct.  18— WVSMA  Loss  Control  Seminar, 

Beckley. 

Oct.  19-24— Am.  College  of  Surgeons,  New 
Orleans. 

Oct.  19-24— Am.  Academy  of  Physical  Medi- 
cine & Rehabilitation,  Baltimore. 

Nov.  2-7— Am.  Society  of  Therapeutic 
Radiology  & Oncology,  Los  Angeles. 

Nov.  8— WVSMA  Loss  Control  Seminar, 
Huntington. 

Nov.  9-13— Am.  Academy  of  Ophthalmo- 
logy, New  Orleans. 

Nov.  12-16— Am.  Medical  Women’s  Assoc., 
St.  Louis. 

Nov.  15-18— Am.  Assoc,  for  Clinical  Im- 
munology & Allergy,  Ft.  Lauderdale, 
Fla. 

1987 

Jan.  15-17— Neurosurgical  Society  of  the 
Virginias,  Hot  Springs,  Va. 

Jan.  23-25— 20th  Mid-Winter  Clinical  Con- 
ference, Charleston. 
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Soiromate  /£\Hi=i>©© 


with  plotter 


We  Got  small  to  Play  BIG. 


A Toast 
to  Our  New 
Transducer 

Place  the  whole  transducer  in  sterilizing  solution. 
No  need  to  disassemble!  No  tubing!  No  piping! 
It's  as  easy  as  dropping  an  olive  into  a martini. 

Small  and  Light 

Accuracy  and  lunch-box-like  portability  make 
the  AS-500  perfect  in  any  setting-hospital, 
office,  or  industrial. 

Two  Spirometers  in  One 

When  the  unit  is  disconnected  from  its  plotter, 
the  AS-500  works  as  a single  test  screener  with 
a built-  in  printer. 


Convenient  and  Versatile 


An  easy-to-read  LCD  gives  spirograms  for  instant 
analysis  and  instructional  messages  for  better 
patient  prompting.  Easy  automatic  calibration 
assures  ± 3%  accuracy,  and  triggering  can  be 
either  automatic  or  manual. 


\ BIG  Capabilities 


1 


Best-test  selection  (1-9  tests),  pre  and  post  BD 
capability,  flow  volume  loops,  patient-record 
formats, a sophisticated  array  of  diagnostic 
interpretations  with  accompanying  comm- 
ents, a VC  test,  and  a 12-second  MW  test 
make  this  an  all  encompassing  portable 
spirometer. 

Vast  capabilities  in  a diminutive  package  at 
an  infinitesimal  price  offer  compelling 
reasons  to  take  a closer  look  at  the  AS-500. 

Yes,  BIG  indeed. 

And,  of  course,  it  meets  all  the  ATS  standards. 


AS-300:  A younger  family  member  which  performs  many  of  the  functions 
of  the  AS-500  at  an  even  more  affordable  price. 


LEWIS  MEDICAL  

INSTRUMENTS  INC. 

Precision  instruments  to  the 
health  profession  for  over  20  years 


(301)  984-61 12 -Washington,  D.C. 

(301 ) 444-7977  — Baltimore,  Maryland 
(804)  644-8024  — Virginia 
(919)  848-4333  — North  Carolina 
(215)  922-4966  — Pennsylvania 


WVU  Medical 
Center  News 


■kA /■  West  Virginia 

y 


University 


From  material  furnished  by  the  Medical 
Center  News  Service,  Morgantown,  W.  Va. 


Neurosurgery  Chairman 
Keeps  Up  Tradition 

Howard  H.  Kaufman,  M.  D.,  has 
his  work  cut  out  for  him.  As  Chair- 
man (July  1)  of  the  Department  of 
Neurosurgery,  he  heads  an  active 
service  at  WVU  Medical  Center. 

Chosen  from  among  the  many 
candidates  interviewed  to  succeed  G. 
Robert  Nugent,  M.  D.,  who  had 
reached  mandatory  retirement  age  as 
Chairman,  Doctor  Kaufman  counts 
being  Professor  and  Associate  Chair- 
man at  WVU  since  1983  a distinct 
advantage  in  trying  to  carry  on 
Doctor  Nugent’s  long  tradition  of 
excellence. 

What’s  the  key  to  doing  this?  “Just 
don’t  slow  down,”  Doctor  Kaufman 
said. 

That’s  not  likely,  since  committee 
work  and  research  activities  vie  for 
his  attention  regularly  with  patient 
care,  teaching  and  administrative 
duties. 

“With  other  Medical  Center  special- 
ists, we’re  developing  an  interdiscipli- 
nary spine  service.  Low  back  pain  is 
a tremendous  problem  not  just  in 
West  Virginia  but  throughout  the 
nation.  But  the  focus  can’t  be  from 
just  one  direction.  Many  times  we 
need  a variety  of  experts  together  . . .” 

Doctor  Kaufman  heads  the  resi- 
dency program  in  neurosurgery  and 
coordinates  each  resident’s  research 
training.  He  is  a lecturer  for  third- 
year  medical  students  and  in  the 
neurosurgery  elective  for  fourth-year 
students.  He  has  also  helped  organize 
courses  in  neurosurgical  nursing. 

Doctor  Kaufman’s  research  has 
been  in  the  areas  mainly  of  head 


injury  and  stroke,  including  such  sub- 
jects as  treatment  of  gunshot  wounds 
to  the  head,  congenital  spine  problems, 
and  noninvasive  testing  for  asympto- 
matic carotid  disease. 

A magna  cum  laude  graduate  of 
Yale  LTniversity,  Doctor  Kaufman 
received  his  medical  degree  from 
Columbia  University  College  of  Physi- 
cians and  Surgeons. 

After  a surgery  internship  at  the 
Lhiiversity  of  Minnesota  Hospital,  he 
spent  a year  as  registrar  at  the  Na- 
tional Hospital  for  Nervous  Diseases 
in  London  and  two  years  as  clinical 
associate  in  surgical  neurology  at  the 
National  Institute  of  Neurological 
Disease  and  Stroke.  He  completed  a 
residency  in  neurological  surgery  at 
the  Neurological  Institute  of  New 
York,  Columbia  Presbyterian  Medical 
Center.  Last  year,  he  received  its 
distinguished  alumni  award. 

He  came  to  WVLf  after  eight  years 
as  a member  of  the  neurosurgery 
faculty  in  the  L^niversity  of  Texas 
Medical  School  at  Houston. 


Howard  H.  Kaufman,  M.  D. 


An  examiner  in  1985  for  the 
American  Board  of  Neurological 
Surgery,  he  has  served  on  the  editorial 
hoards  of  Neurosurgery  and  Clinical 
Neurosurgery,  and  is  a consultant  for 
several  scientific  book  publishers.  He 
has  just  been  named  a consultant  for 
devices  to  the  Food  and  Drug  Ad- 
ministration and  to  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals. 

Doctor  Kaufman  has  been  given  a 
$40,000  grant  by  Sandoz  Laboratories 
to  organize  a national  symposium  on 
pediatric  brain  death,  to  be  held  next 
year  in  Washington,  D.  C. 


Raich  Named  Cancer 
Society  Professor 

A WVU  professor  of  medicine  has 
been  named  American  Cancer  Society 
Professor  of  Clinical  Oncology  by  the 
West  Virginia  division  of  ACS.  The 
award  is  part  of  a grant  offered  to  a 
limited  number  of  medical  schools  in 
the  United  States  to  support  outstand- 
ing faculty  clinicians  in  the  field  of 
cancer. 

Peter  C.  Raich,  M.  D.,  Chairman 
of  the  Section  of  Hematology/ 
Oncology,  was  selected  for  the  award 
on  the  basis  of  his  professional  quali- 
fications, and  facilities  and  supporting 
staff  available  at  WVU  Medical  Center 
and  the  Mary  Babb  Randolph  Cancer 
Center  where  he  is  Associate  Director 
for  Clinical  Research. 

The  award  includes  a five-year 
grant  of  $125,000  to  support  programs 
to  strengthen  or  initiate  cancer  edu- 
cation and  clinical  research  at  WVLT 
and  statewide. 

“The  professorship  will  bring  to- 
gether a number  of  disciplines  in- 
volved in  cancer  research,  education 
and  treatment.”  Doctor  Raich  said. 

He  recently  was  elected  President 
of  the  West  Virginia  Division  of  ACS. 
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Obituaries 


WIRT  W.  DUFF,  M.  D. 

Dr.  Wirt  W.  Duff,  who  practiced 
in  Elkview  (Kanawha  County)  for 
50  years,  died  July  28  at  his  home 
there.  He  was  83. 

Born  in  Jackson  County,  he  at- 
tended West  Virginia  University  and 
was  graduated  from  the  University  of 
Louisville  Medical  School. 

Survivors  include  the  wife,  Gene- 
vieve Duff;  a son.  Robert  L.  Duff, 
Poca:  two  brothers,  Dr.  John  W.  Duff, 
Jr.,  and  Eugene  Duff,  both  of  Florida, 
and  three  sisters,  Lessie  Burdette, 
Thelma  VanWinkle  and  Delta  Smith, 
all  of  Charleston. 


DONALD  R.  ROBERTS,  M.  D. 

Dr.  Donald  R.  Roberts,  retired 
Elkins  family  physician,  died  July  14 
at  his  home.  He  was  73. 

Dr.  Roberts  was  a former  staff  mem- 
ber of  Davis  Memorial  Hospital  in 
Elkins,  and  a Past  President  of  the 
Tygart's  Valley  Medical  Society. 

He  came  to  Elkins  in  1939  but 
enlisted  in  the  Army  in  1941  as  a 
regimental  surgeon,  serving  in  North 
Africa.  Sicily,  Germany,  and  the  Bat- 
tle of  the  Bulge  in  Normandy.  He  was 
in  the  “Fourth  Wave”  in  Normandy 
and  was  in  charge  of  taking  over  the 
concentration  camp  at  Dachau.  His 
records  were  sent  to  the  Nuremberg 
trial. 

Doctor  Roberts  was  honorably  dis- 
charged in  1945  as  a lieutenant 
colonel,  earning  a Bronze  Star  Medal 
and  two  Oak  Leaf  Clusters. 

Born  in  Mount  Vernon,  New  York, 
he  was  graduated  from  West  Virginia 
University,  and  received  his  M.  D. 
degree  in  1937  from  Washington 
University,  St.  Louis,  Missouri.  He 
interned  at  Missouri  Baptist  and  St. 
Louis  County  hospitals  in  St.  Louis. 

Doctor  Roberts  was  a former  Presi- 
dent of  the  West  Virginia  Academy 
of  General  Practitioners,  which  pre- 
ceded the  present-day  West  Virginia 
Chapter,  American  Academy  of 
Family  Physicians.  He  was  a charter 
member  of  the  AAFP. 

(Continued  on  Page  357) 


Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8V2 
by  11  in.)  white  paper.  Wide 
margins  at  least  1J4  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  (or  names)  of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
Th  is  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Gost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
billed  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and.  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
tin*  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor. 
West  Virginia  Medical  Journal. 
Box  4106.  Gharleston.  W.  Va. 
25364. 


New  Members 


The  following  physicians  were  wel- 
comed in  June  as  new  members  of  the 
West  Virginia  State  Medical  Associa- 
tion: 

Cabell: 

William  Lavery,  M.  D.,  1151  Hal 
Greer  Boulevard.  Huntington  25071, 
ophthalmology 

Gretchen  E.  Oley,  M.  D.,  Marshall 
University  School  of  Medicine,  1801 
6th  Avenue,  Huntington  25701,  in- 
ternal medicine 

Central: 

Arthur  Wesley  Olson,  M.  D.,  Fair- 
view  Heights  Road,  Summersville 
26651.  family  practice 

John  D.  Shank,  M.  D..  Drawer  F, 
350  Fairview  Heights  Road,  Summers- 
ville 26551,  family  practice 

McDowell: 

Regino  L.  Garcia,  M.  D.,  Clairmont 
Medical  Center,  Box  800,  Bradshaw 
24817,  general  surgery /general  prac- 
tice 

M ercer : 

Florencio  P.  Neri.  Jr.,  M.  D.,  531 
Quail  Valley,  Princeton  24740,  emer- 
gency medicine/general  practice 

Razia  Sultana  Ahmad,  M.  D.,  P.  0. 
Box  729.  Bluefield  25701,  pediatrics 

Monongalia: 

Henry  L.  Abrons,  M.  D.,  WVU 
Medical  Center,  Morgantown  26506, 
pulmonary  diseases/internal  medicine 

Patricia  J.  Harrison,  M.  D.,  1200 
J.  D.  Anderson  Drive,  Morgantown 
26506,  family  practice /emergency 
medicine 

Norval  Leroy  Rasmussen.  M.  D.. 
224  V ilson  Avenue,  Morgantown 
26505.  emergency  medicine 

Andrew  Summers,  M.  D.,  1283 
Crestwood  Drive,  Morgantown  26505. 
emergency  medicine 

W estern : 

Cynthia  S.  Reese,  M.  D.,  P.  0.  Box 
369,  Ripley  25271,  general  practice 
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DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 


P SK &F  CO. 
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There's  never  been 
a better  time  for  her... 
and 

PREMARIN 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month! 4 The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.5 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN*  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN' 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN 

(Conjugated  Estrogens  Tablets) 


PREMARIN 

(Conjugated  Estrogens) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 

Cream 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS  ) 

PREMARIN  Brand  ol  conjugated  estrogens  tablets.  USP 

PREMARIN"  Brand  of  conjugated  estrogens  Vaginal  Cream  in  a nonliquetying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  tor  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer.  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  Stales  with  population-based  cancer  reporting  systems  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  "natural  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equiestrogemc  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens  during  early  pregnancy  may  seriously 
damage  the  offspring.  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol . a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1 000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 ,000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion . There 
is  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug , she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol, 
equilemn,  and  17a-dihydroequilemn  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0 3mg,0  625  mg, 0 9 
mg,  1 25  mg,  and  2.5  mg  strengths  of  conjugated  estrogens  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP)  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions  ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized 
Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established.  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions:  1 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans.  (See  Boxed  Warning  ) At  thepresent 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  oi  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement;  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  tor  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives.  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  ol  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  m patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  ot  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  Fpr  this  reaspn,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding 
mastodyma,  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen 
a Increased  sulfobromophthalem  retention 

b Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X,  decreased  antithrombin  3;  increased  nor- 
epinephrine-mduced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
f Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea;  premenstrual-like  syndrome; 
amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine  fibromyomata;  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion;  cystitis-like  syndrome;  tenderness,  enlargement,  secretion 
(of  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  jaundice,  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued,  erythema  multiforme;  erythema  nodosum,  hemorrhagic  eruption;  loss  of 
scalp  hair;  hirsutism,  steepening  of  corneal  curvature;  intolerance  to  contact  lenses;  headache,  migraine, 
dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance;  aggrava- 
tion of  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN  ‘ Brand  ol  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-term  use  only  For  treatment  of  moderate  to  severe  vasomotor  ymptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically  Adiust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg.  three  weeks 
on  and  dne  week  off) 

Patients  with  an  intact  uterus  sheuld  be  memtored  fdr  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN’  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only.  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  mtravaginally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 


L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  0.  (New  Martinsville) 
Peripheral  Vascular  Disease 
J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D 
Gastroenterology 
T.  E.  Chvasta,  M.  D 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C.  A.  Vasquez,  M.  D 
Nephrology/Hypertension 

D.  L.  Latos,  M.  D. 

M.  H.  Drews,  M,  D. 

T.  G.  Kenamond,  M.  D. 

Pulmonary 
T.  V.  Burke,  M.  D. 

Rheumatology 

M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D, 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass.  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W,  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 

DERMATOLOGY 

M.  Baron,  M.  D. 

NEURO-SURGERY 

F.  J.  Payne,  M D. 


NEUROLOGY 

H L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S.  Govindan,  M.  D. 

PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

J.  G.  Tellers,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 
Counseling/Group  Therapy 
Biofeedback  Laboratory 
Electrology/Cosmetic  Therapy 
Electrocardiography 
Electroencephalography 
Roentgenology 
Pulmonary  Diagnostics  Lab 
Nutrition  Therapy 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 
Ronceverte/Fairlea/Lewisburg,  West  Virginia 
1-800-642-5161  or  304-647-5115 


INTERNAL  MEDICINE 

Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 

General  & Vascular 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

B.  L.  Plybon,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D. 


OBSTETRICS/GYNECOLOGY 

James  L.  Pfeiff,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M.  D. 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M.  D. 

PEDIATRICS 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

RADIOLOGY 

Charles  Weinstein,  M.  D. 


PSYCHOLOGY 

Connie  Bradley-Mann,  Ph.  D. 

ANCILLARY  SERVICES 
Physical  Therapy 

Tom  Moore,  R.P.T. 

Wood  McCue,  R.P.T. 

Respiratory  Therapy 

James  D.  Creasman,  R.R.T. 

Audiology 

Gary  M.  Vandevander,  M.S. 

ADMINISTRATION 

Sandra  W.  Ayers,  Business  Manager 
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Comprehensive  rehabilitation  requires  a 
diverse  array  of  specialists. 


OVMC  Rehabilitation 
Center 

Homestead  Avenue 
Wheeling,  WV  26003 
(304)  232-5533 


~'J  at  Woodsdale 


The  only  CARF  approved  inpatient  physical  rehabilitation  program  in  West  Virginia. 


Team  Rehab  is  the  very  core  of  the 
OVMC  Rehabilitation  Center  at 
Woodsdale.  It  is  a team  of  diversified 
professionals— each  an  expert  in  the 
rehabilitation  field— all  sharing  one  com- 
mon goal:  to  direct  the  patient,  the  key 
team  player,  to  return  to  a lifestyle  of  max- 
imum independence,  productivity  and 
enjoyment. 

The  lives  they  rebuild  once  seemed  shattered  by 
the  trauma  of  a stroke,  head  or  spinal  column  in- 
jury, amputation  or  neurological  disorder.  The 
resulting  disabilities  are  often  numerous  and  com- 
plex. Because  each  disability  requires  the  focus  of  a 
trained  professional,  the  team  concept  is  the  most 
effective  approach  to  rehabilitation. 

Vitally  important  is  the  atmosphere  of  constant 
motivation  and  encouragement  the  patient  en- 
counters at  the  Rehabilitation  Center:  three  to  six 
hours  of  intensive,  comprehensive  rehabilitation  a 


day,  plus  the  continual  contact  with  others 
who  have  similar  goals.  The  patients  and 
team  members  are  busy,  but  not  too  busy 
to  share  encouragement,  a joke  or  even  an 
occasional  tear.  Deep  and  lasting  friend- 
ships usually  develop. 

The  team  also  works  to  ensure  that  the 
patient’s  success  continues  after  discharge 
as  well.  The  patient’s  home  environment  is  careful- 
ly evaluated  to  determine  modifications  or  changes 
that  will  be  needed,  and  referrals  to  post-discharge 
agencies  and  outpatient  treatment  are  often  made. 

The  members  of  Team  Rehab  have  been  drawn 
from  rehabilitation  training  programs  from  across 
the  nation,  and  come  from  backgrounds  as  diverse 
as  those  of  their  patients.  Over  the  next  several 
months,  we  will  feature  a series  of  personality  por- 
traits of  some  of  the  members  of  the  team  to  give 
you  a clearer  picture  of  the  men  and  women  who 
make  up  Team  Rehab. 


Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

In  Dentistry  To  Associate  With 

Radiology:  Internal  Medicine: 

Halberto  G.  Cruz,  M.  D.  Karl  J.  Myers,  Jr.,  M.  D. 

_ ..  . Wm.  A.  SanPablo,  M.  D. 

Pathology:  Gregg  J.  Fromell,  M.  D. 

Fulvio  Franyutti,  M.  D. 

Pediatrics: 

Sur9ery;  E.  G.  Kreider,  M.  D. 

J.  W.  Woodford,  M.  D.  Beth  E.  Rezet,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 

Family  Practice: 

Charles  L.  Arnett,  M.  D. 

R.  Gregory  Juckett,  M.  D. 
James  A.  Arnett,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D. 
Telephone:  (304)  457-2800 
WV  (800)  346-2800 

JAMES  T.  SPENCER,  JR„  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH  D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Charlestorty^^5^V  George  E.  Toma,  M.D.,  FACS 

Eye  CsiYQ  1 Stephen  P.  Cassis,  M.D. 

Associates  Inc 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 


CORNEAL  TRANSPLANTS 


PERMANENT  COSMETIC 
EYELINER 


4430  Kanawha  Turnpike 
24  HOUR  South  Charleston,  WV  25309 


344-3937  ANSWERING  SERVICE  768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 5:00  P.M.  (800)  344-3993 
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Upjohn 


A Century 
of  Caring 

1886-1986 


US* 


Motrin800mg 

ibuprofen 


©1986  The  Upjohn  Company 


J-61 38  January  1986 


) Oral 

* Suspension 
125  mg/5  ml 


250-mg  Pulvules 


Oral 

Suspension 
250  mg/5  ml 


500-mg  Pulvules® 


Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


l_pni5TA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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DO  YOU  KNOW  that  over  1,000  Auxilians  are  working  for  you,  your  spouse  and  your  communi- 
ty in  West  Virginia?  The  Auxiliary  to  the  West  Virginia  State  Medical  Association  is  part  of 
a network  of  the  80,000  physician  spouses  belonging  to  the  AMA  Auxiliary  who  are  united  by 
a common  bond  for  a common  goal:  to  improve  the  health  and  quality  of  life  for  all  people. 


WEST  VIRGINIA’S  PROGRAMS  HIGHLIGHTED 


Auxiliary  Phone  Bank 
and  Legislative 
Programs 


AMA-ERF 


Ronald  McDonald 
House 


Friendships 


Health  Career 
Loan  Fund 


Health  Education 
& Projects 


AUXILIANS  HAVE  FOUND  THAT  MEMBERSHIP  DOESN’T  COST  BUT  RATHER  PAYS  TO 
BELONG.  AUXILIANS  HELP  INFLUENCE  THE  FUTURE  DIRECTION  OF  MEDICINE  IN  THEIR 
COMMUNITIES.  DO  YOU  WANT  TO  BE  A PART  OF  THAT  PLAN?  We  know  there  are  many 
spouses  in  West  Virginia  who  have  the  talent,  skill  and  desire  to  become  involved  and  have 
yet  to  join.  This  is  an  open  invitation  to  join. 

PHYSICIANS  PLEASE  BRING  THIS  NOTICE  TO  THE  ATTENTION  OF  YOUR  SPOUSE. 
Simply  ask  your  spouse  to  return  the  form  below  to  find  out  more. 


□ YES,  I wish  to  become  a member  of  the  Auxiliary  to  the  West  Virginia  State  Medical  Associa- 
tion, the  AMA  Auxiliary  and  my  local  chapter.  Please  indicate  your  name,  address,  and  phone 
number.  A local  representative  will  be  in  touch  with  you. 

NAME 

ADDRESS 

CITY STATE ZIP  CODE 

PHONE  NUMBER 


When  it’s  time  to  call  for  critical  cardiology  services 
for  your  patients,  make  the  choice  many  physicians, 
hospitals  and  clinics  in  the  Pittsburgh  Area  so  often 
make.  Choose  CRI  . . . Cardiac  Rehabilitation  Institute. 


C\KIHAT 

Rehabilitation  Institute 


Choose  CRI  for  the  widest  range  of  cardiology  services: 

• Non-invasive  peripheral  vascular  and 
echocardiography  imaging 

• Electrocardiography 

• Nuclear  cardiology  and  stress  testing 

• Holter  monitoring 

Choose  CRI  for  professional  expertise  and  capabilities. 

Trained  and  board  certified  cardiologists,  cardiovascular 
nurses  and  medical  technologists  use  state-of-the-art 
equipment,  advanced  technologies  and  proven  methods 
to  administer  and  interpret  cardiological  tests  and 
procedures.  CRTs  considerable  experience  and 
advanced  capabilities  get  you  highly  accurate  test 
results  quickly  ...  so  you’re  never  in  doubt  and 
left  waiting. 

Choose  CRI  for  convenience.  Completely  equipped 
mobile  units  staffed  by  trained  technologists  bring  CRTs 
capabilities  and  expertise  practically  to  your  doorstep 
and  there's  never  a compromise  in  quality.  And  now 
CRI  offers  complete  nuclear  cardiology  services  in  a 
specially  equipped  40-foot  mobile  unit . . . the  only 
mobile  unit  of  this  type  in  the  United  States  approved 
and  licensed  by  the  Nuclear  Regulatory  Commission. 

Choose  wisely.  Choose  CRI  for  complete,  professional, 
accurate  cardiology  services,  tests  and  procedures. 

Cardiac  Rehabilitation  Institute 

5438  Centre  Avenue,  Shadyside,  Pittsburgh  15232. 
412/682-6201. 


Classified 


INTERNAL  MEDICINE 

Internist  — BE/BC  to  join  multi-specialty 
group  in  small  rural  West  Virginia  com- 
munity. Salary  75  K with  excellent  fringe 
benefits  including  paid  mal-practice.  Reply 
to  West  Virginia  Medical  Journal,  c/o 
Community  Health  Classifieds,  P.  0.  Box 
4106,  Charleston,  WV  25364. 


UROLOGY 

Urologist — BE/BC  to  join  multi-specialty 
clinic  in  rural  West  Virginia  community. 
Salary  75  to  80  K with  excellent  fringe 
benefits.  Reply  to  West  Virginia  Medical 
Journal,  c/o  Community  Health  Classifieds, 
P.  0.  Box  4106,  Charleston,  WV  25364. 


PHYSICIANS  WANTED:  For  full  and  part- 
time  positions  in  Urgent  Care  Center  in 
Wheeling,  West  Virginia.  Malpractice, 
CME,  Vacation,  Health  Insurance  provided. 
Flexible  scheduling.  Call  304-232-1020  or 
write  Bruce  Walmsley,  M.  D.,  24  Home- 
stead Ave.,  Wheeling,  WV  26003. 


CLASSIFIED  RATES:  $10  for  10  lines; 
for  every  line  over  10  lines  there  will  be 
an  additional  charge  of  $2  per  line.  Cost 
to  be  figured  after  ad  has  been  set  by 
the  printer.  $15  for  confidential  ad  (10 
lines). 

DEADLINE:  Copy  must  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the  Au- 
gust issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV  25364. 
Telephone:  (304)  925-0342. 


MEDICAL  PRACTICE  SALES  AND  AP- 
PRAISALS. We  specialize  in  the  valuation 
and  selling  of  medical  practices.  If 
interested  in  buying  or  selling  a medical 
practice  contact  our  Brokerage  Division 
at  The  Health  Care  Group,  400  GSB  Build- 
ing, Baia  Cynwyd,  Pa.  19004  (215) 

667-8630. 


CHAPMAN 
PRINTING  CO. 
★ 

1652  4TH  AVENUE 
CHARLESTON,  WV  25312 

PHONE:  346-0676 


OBITUARIES— 

I Continued  from  Page  349  ) 

He  also  was  an  honorary  member 
of  the  Tygart’s  Valley  Medical  Society, 
West  Virginia  State  Medical  Associa- 
tion and  American  Medical  Associa- 
tion. 

Survivors  include  the  wife,  Mrs. 
Margaret  R.  Roberts;  two  sons.  Dr. 
Peter  R.  Roberts  of  Wellington,  New 
Zealand,  and  Dr.  Samuel  K.  Roberts, 
Elkins:  and  three  daughters,  Mrs. 
Margaret  F.  Perdue,  State  College. 
Pennsylvania;  Mrs.  Scottie  Wiest, 
Elkins,  and  Mrs.  Heather  Biola  of 
Berkley  Lake,  Georgia. 


SEEKING  FULL-TIME  physician  at  an 
Urgent  Care  Center  in  southern  West  Vir- 
ginia on  a fee  for  service  basis  and  equal 
opportunity.  Call  (304)  487-3476  or  write 
to  P.  O.  Box  5530,  Princeton,  WV  24740. 

MARS 

Medical  Access/ Referral  System 

Your  toll  free  access  to 
immediate  medical  informa- 
tion and  referral  services  at 
West  Virginia  University 
Medical  Center. 

1-800-982-6277 
CALL  FOR: 

1-800-WVA-MARS 

• Consultation  • Referral 

• Med-Line  • Patient  Update 

• Clinic  Appts.  • MRI  Appts. 


Professional  Use  Only! 

West  Virginia  University 
School  of  Medicine 


SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

L.  C.  Smith,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

M.  M.  Bateman,  M.  D. 

526-0580 

R.  W.  Hibbard,  M.  D. 

525-9355 

R.  A.  Kayser,  M.  D. 

526-0580 

D.  H.  Webb,  M.  D. 

525-9355 

C.  L.  McGahee,  M.  D. 

526-0580 

J.  Gallemore,  M.  D. 

526-0580 

B.  M.  Hirani,  M.  D. 

523-2625 

J.  Corcella,  M.  D. 

525-7851 

R.  Kumar,  M.  D. 

529-2062 

J.  V.  Ottaviano,  M.  D. 

525-7851 

S.  Y.  Marca,  M.  D. 

736-2216 
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Army  Reserve 322 

Ayerst  Laboratories 322A,  B,  C,  D,  350B.  C,  D 
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Saint  Mary’s  Hospital 357 
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HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  P.  O.  Box  4359 
Charleston,  West  Virginia  25364 

(304)  925-4756 

• Children’s  Pavilion 

• Adult  Psychiatry 

• Adolescent  Psychiatry 

• Geropsychiatry 

ALL  PROGRAMS  OFFER: 

Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D.  925-2159 

Pablo  M Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-3430 

Edmund  C.  Settle,  Jr.,  M.  D 925-0624 


ADULT  PSYCHIATRY 


Gina  Puzzuoli.  M.  D 925-6914 

John  P MacCallum,  M D 925-6966 

Sid  Lerfald,  M D.  925-0004 

Elma  Bernardo,  M.  D.  768-1212 

Steve  Kissinger,  M.  D.  925-6966 

Jerome  Massenburg,  M.  D.  925-0349 


CHILD  PSYCHIATRY 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S Smith.  Jr..  M.  D.  925-0349 

John  P MacCallum,  M D 925-6966 


Serving  the  community  for  over  30  years 


358  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


ROCHE 

ME 

MEDICATION 

EDUCATION 


The  New  Roche  Product  Books 


• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a permanent  general  reinforcement  of  your  oral  counseling 


An  ongoing  Roche  commitment  to  patient  education 

Roche  has  always  believed  that  knowledge  is  each  individual’s  key  to  good 
health  and  has  long  been  committed  to  providing  health  care  information  to 
both  professionals  and  the  public.  However,  we  have  also  always  believed  that 
the  health  care  professional  is  and  should  be  the  prime  source  of  medication  in- 
formation to  patients.  The  Roche  Medication  Education  (ME)  program,  begun 
in  1978,  is  one  example  of  this  commitment. 

In  the  past  seven  years,  over  50  million  “WHAT  IF’’  and  “HOW  TO’’  booklets 
have  been  provided  by  Roche  for  distribution  to  patients  by  physicians  and 
other  health  care  professionals. 

Because  you  are  the  prime  source  of  medication  information  for  your  patients, 
we  invite  you  to  look  over  the  booklets  listed  below  and  request  a complimen- 
tary supply  of  those  applicable  to  your  practice. 

Complete  the  coupon  and  mail  it  to  Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 


NAME 


STREET  ADDRESS 


Medicines  that  matter 
from  people  who  care 


CITY 


STATE 


ZIP 


ROCHE 

MEDICATION 

ME 

EDUCATION 


We  Wrote  the  Books  on  Patient 
Medication  Education. . . 


Copyright  © 

1986  by  Hoffmann*La  Roche  Inc. 
and  Roche  Products  Inc. 

All  rights  reserved. 


You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  problem 

on/1  vnnr  troolmont  urifli 


You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  problem 
and  your  treatment  with 


To  order  a complimentary  supply  of  Roche  Product  Books,  please  see  preceding  page. 
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CRLexperience 

and  technology 


Unmatched  quality 
and  unequaled 
dependability  in 
cardiology  and 
related  services. 


CRI,  Cardiac  Rehabilitation 
Institute,  blends  years  of 
experience  and  outstanding 
technological  capabilities  and 
expertise  to  deliver  cardiology 
and  related  services  that  are 
unmatched  for  quality, 
unequaled  for  accuracy, 
unstinting  in  dependability. 

CRI  puts  experience  and 
technology  to  work  for 
physicians  and  their  patients 
with  a team  of  dedicated 
professionals  who  work  hard 
applying  their  exceptional 
talents,  skills,  and  knowledge 
. . . board  certified  cardiologists, 
trained  cardiovascular  nurses, 
and  skilled  medical 
technologists  using  state-of- 
the-art  equipment,  advanced 
technologies,  and  proven 


methods  to  administer  and 
interpret  tests  and  procedures 
quickly  and  with  unmatched 
accuracy. 

CRI  provides  the  widest  range 
of  cardiology  and  related 
services: 

• Non-invasive  peripheral 
vascular  imaging 

• Echocardiography  (M-Mode, 
2D  and  Doppler) 

• Ultrasonic  abdominal  studies 


• Nuclear  cardiology  and 
stress  testing 

• Pulmonary  spirometry 

• Holter  monitoring 

• Mobile  units,  including 
NU-Car  40:  40  foot  nuclear 
cardiology  unit 

Depend  on  CRI,  Cardiac 
Rehabilitation  Institute .. .for 
the  technology  and  the 
professional  talents  that  get 
the  job  done  on  time, 
every  time. 


fSS  CARDIAC 
■■  REHABILITATION 


INSTITUTE 

5438  Center  Avenue.  Pittsburgh,  PA  15232 
Phone:  412/682-6201 


ONCE  AGAIN, 
VOIVO  DDNT  LEAVE 
WELL  ENOUGH 

ALONE. 


Most  people  would  be  happy 
to  build  a car  with  an  average  life 
expectancy  of  15.6  years* 

But  Volvo  engineers  are 
harder  to  satisfy  than  most  peo- 
ple. That’s  why,  for  1986,  they’ve 
made  improvements  in  the  Volvo 
240.  Improvements  that  include 
heated  front  seats,  more  com- 
prehensive rust  proofing  and  a 


re-styled  body  aimed  at  bringing 
the  aerodynamics  of  the  240  to 
a new  low. 

Which  is  another  reason  why 
it’s  high-time  you  stopped  by  our 
Volvo  showroom  for  a test  drive. 

* Based  on  an  actuarial  analysis  of  the  1983-1984  U.S. 
Registration  Data  conducted  by  Ken  Warwick  & 
Associates.  Due  to  many  factors  including  mainte- 
nance, driving  conditions  and  habits,  your  Volvo  may 
not  last  as  long.  Then  again,  it  may  last  longer.  Sum- 
mary available  at  your  Volvo  dealer. 


THE  VOLVO  240 


See  VOLVO  at  TAG  GALYEAN 

1010  Washington  St.  East  — Heart  ’O  Town  Holiday  Inn 
Telephone  344-1776 


'86  Volvos  come  with  a 3-year  limited  warranty  that  puts  no  limit  on  mileage.  See  your  Volvo  dealer  for  terms  and  conditions.  © ises  voivo  north  America  corporation 


McDonough 

Caperton 

Systems 


Now  serving  over  120  physicians 

We  offer  the  largest,  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  efforts  mean  you  have  a 
choice  . . . 

of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

jJ^of  hardware  including  IBM,  AT  & T,  and  IMS 
^ of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

* of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

* of  total  hardware  and  software  support  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

* of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 
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Value  Added 
Dealer 


Personal 

Computers 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  ON/OFF  capability. 
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One  Financial  Place 


you  need  our  financial 
planning  services. 


Maximize  the  rewards  of  your  success.  Call  one  of  our  professionals  nearest  you. 


ONE  FINANCIAL  PLACE  Financial  and  Trust  Services  are  available  through  these  $ One  Valley  Banks 
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Every  day  more  and  more 
physicians  are  hearing 
something  remarkable 
from  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-daily 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.1 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives1 

6-1 
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Impotence  Weakness 
Men  (n  = 66) 


| INDERAL  LA— 160  mg 
| Atenolol — 100  mg 
| Metoprolol — 200  mg 
1 | Placebo 

miml 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®1  LA.  For  control. 
Comfortable  control.  Once  a day. 
It's  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 


(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


iNDlRIDE  LA 


(PROPRANOLOL  HCI  [INDERAL  LA]/ 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


LONG  ACTING 
CAPSULES 


Feeling  well  and  doing  well,  all  in  one. 


Q|^Q£_Q^|LY  LONG  ACTING  CAPSULES 

INDERAL  LA 

(PROPRANOLOL  HCI) 


QJ^Q£_0^j|^Y  LONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


80  mg 

120  mg 
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80/50 

120/50 

160  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS ) 
INDERAL  - LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL 8 LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets.  Please  see  package  circulars. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL  LA):  Propranolol  is  contraindicated  in 
1)  cardiogenic  shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block,  3)  bron- 
chial asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 
WARNINGS 

Propranolol  hydrochloride  (INDERAL  LA):  CARDIAC  FAILURE  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure. Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physicians  advice  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted , however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL  ‘ LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine.  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension. 


CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg  kg  day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia is  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration. 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function 
DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension: paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System:  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia;  vi- 
sual disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place;  short-term  memory  loss:  emotional  lability;  slightly  clouded 
sensorium:  and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation;  mesenteric  arterial  thrombosis;  ischemic  colitis 
Allergic:  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  ach- 
ing and  sore  throat;  laryngospasm  and  respiratory  distress 
Respiratory:  Bronchospasm 

Hematologic  Agranulocytosis  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous:  Alopecia,  LE-like  reactions;  psoriasiform  rashes;  dry  eyes;  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal:  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation; jaundice  (intrahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis 
Central  Nervous  System:  Dizziness,  vertigo;  paresthesias:  headache,  xanthopsia 
Hematologic  Leukopenia  agranulocytosis:  thrombocytopenia  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics). 

Hypersensitivity:  Purpura,  photosensitivity;  rash;  urticaria;  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis;  anaphylac- 
tic reactions 

Other . Hyperglycemia;  glycosuria;  hyperuricemia,  muscle  spasm;  weakness;  restless- 
ness: transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 

REFERENCE: 

1 . Ravid  M,  Lang  R.  Jutrin  I:  The  relative  antihypertensive  potency  of  propranolol,  oxpre- 
nolol,  atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  1985.145  1321  -1323 
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McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


Physicians  Always  Are 
Referring  To  Our  Reputation. 


Physicians  refer  to  Saint 
Albans  because  of  our  excel- 
lent reputation  as  Virginia’s 
only  bill-service,  private,  not- 
for-profit  psychiatric  hospital. 

Since  1916,  that  reputation 
has  been  built  on  compre- 
hensive care.  We  have  billy 
accredited  treatment  programs 
for  adults,  adolescents  and 
substance  abusers.  Specialized 
programs  for  senior  adults, 
the  treatment  of  eating  dis- 
orders, phobias  and  pain 
management  also  are  offered. 

Today,  the  cost  of  such  care 
is  on  the  conscience  of 
patients  and  physicians.  We 
keep  that  in  mind,  too,  and  are  proud  that  Saint  Albans  has  the  lowest  current  average 
patient  daily  charge  of  any  private  psychiatric  hospital  in  Virginia. 

When  you  refer  patients  to  Saint  Albans,  you  can  rely  on  our  reputation  for  the 
best  possible  care  at  the  lowest  possible  cost.  That’s  why  physicians  have  been  refer- 
ring to  us  with  confidence  for  70  years.  Call  today,  toll-bee  1 -800-368-3468,  for  a 
bee  brochure  on  Saint  Albans  Psychiatric  Hospital  or  write  to  “Reputation,”  P.O. 


Box  3608,  Radford,  VA  24143. 


Soint  Albans 
Psychiatric  Hospital 


Private,  Not-For-Profit,  Full-Service 
Psychiatric  Care 


Radford,  Virginia 
1-800-368-3468 

Active  Medical  Staff: 

D.  Wilfred  Abse,  M.D.  Basil  E.  Roebuck,  M.D. 

lames  K.  Barnes,  M.D.  0.  LeRoyce  Royal,  M.D. 
Hal  G.  Gillespie,  M.D.  Morgan  E.  Scott,  M.D. 

G.  Paul  Hlusko,  M.D.  Don  L.  Weston,  M.D. 

Ronald  L.  Myers,  M.D. 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


i r Data  General 


Personal 

Computers 


ELSnmF  systems,  ins. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(800)  441  -8386 


PHYSICIANS. 

SCHEDULE  SOME  TIME 

FOR  YOUR  COUNTRY 

Many  physicians  would  like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve  unit.  We  know  that  making  a weekend 
commitment  can  be  difficult  for  most  physicians.  So  it  is  practical  for 
the  Army  Reserve  units  to  be  flexible  about  time.  It’s  worth  discussing. 

Incidentally,  in  addition  to  satisfying  your  own  desire  to  serve 
your  country,  there  are  exceptional  opportunities  to  do  something 
totally  different  from  a day-to-day  routine.  Opportunities  to  study  new 
areas  of  medicine,  meet  new  people  in  your  specialty,  and  be  a part 
of  one  of  the  world’s  most  advanced  medical  teams. 

Discuss  the  opportunities  with  our  Army  Medical  Personnel 
Counselor.  Call: 


412-644-4432,  Maj.  Schuder 


ARMY  RESERVE. 
BE  ALLYOU  CAN  BE. 


CONFIRMED  BY  CLINICAL  EVIDENCE 


ZANTAC®  150  h.s. 

ranitidine  HCl/Glaxo  150  mg  tablets 


EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


In  two  randomized,  double-blind,  and  wel 1 -control  led  clinical 
trials,  ZANTAC  150  mg  h.s.  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 


Percent  of  patients  with  observed  duodenal  ulcer  recurrence 


0-4 
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No . 
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USA1 

rani ti di ne 
150  mg  h.s. 

9% 
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150  mg  h.s. 
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14%+ 

23%+ 
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21% 

34% 
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241 

400  mg  h.s. 

*p=0.02 

tp=0.01 

*p<0.004 
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All  patients  were  permitted  prn  antacids  for  relief  of  pain. 


These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


The  superiority  of  ranitidine  over  cimetidine  in  these  trials 
indicates  that  the  dosing  regimen  currently  recommended  for 
cimetidine  is  less  likely  to  be  as  successful  in  maintenance 
therapy. 


Convenient  once-a-night  dose  with  a 
low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 


No  significant  interference  with  the  hepatic  cytochrome 
P-450  enzyme  system  at  recommended  doses 


ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


Zantac  150 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 

Glaxo /<S* 


Zantac  150 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime  for  maintenance  therapy 
in  heated  duodena!  ulcer  patients 
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1 Silvis  SE,  Griffin  J,  Hardin  R,  et  al  Final  report  on  the  United 
States  multicenter  trial  comparing  ranitidine  to  cimetidine  as 
maintenance  therapy  following  healing  of  duodenal  ulcer  J Clin 
Gastroenterol  1985, 7(6)  482  487. 

2.  Gough  KR.  Korman  MG.  Bardhan  KD.  et  al  Ranitidine  and 
cimetidine  in  prevention  of  duodenal  ulcer  relapse  A double- 
blind, randomised,  multicentre,  comparative  trial  Lancet 
1984m  659-662. 

3.  Data  available  on  request,  Glaxo  Inc. 

ZANTAC  * 150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC B 300  Tablets 
(ranitidine  hydrochloride) 

See  complete  product  information  before  prescribing  The  follow 
ing  is  a brief  summary. 

INDICATIONS  AND  USAGE:  ZANTAC®  is  indicated  in: 

1 Short-term  treatment  of  active  duodenal  ulcer  Most  patients 
heal  within  four  weeks 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers. 

3 The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollinger-Ellison  syndrome  and  systemic  mastocytosis). 

4 Short-term  treatment  of  active,  benign  gastric  ulcer  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat 
ment  has  not  been  demonstrated 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom- 
atic relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy.  Therapy  for  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer,  hyper 
secretory  states,  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain 

CONTRAINDICATIONS:  ZANTAC®  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug 
PRECAUTIONS:  General:  1 Symptomatic  response  to  ZANTAC® 
therapy  does  not  preclude  the  presence  of  gastric  malignancy.  2. 
Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  in  patients  with  impaired  renal  function  Caution 
should  be  observed  in  patients  with  hepatic  dysfunction  since 
ZANTAC  is  metabolized  in  the  liver. 

Laboratory  Tests:  False  positive  tests  for  urine  protein  with 
Multistix*  may  occur  during  ZANTAC  therapy,  and  therefore  test- 
ing with  sulfosalicylic  acid  is  recommended 
Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P 450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P 450-linked  oxy- 
genase enzymes  in  the  liver  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavai lability  of  certain  drugs  by  some  mechanism  as  yet  un- 
identified (eg,  a pH-dependent  effect  on  absorption  or  a change  in 
volume  of  distribution). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigemc  or  carcinogenic  effects  in  lifespan  stud- 
ies in  mice  and  rats  at  doses  up  to  2,000  mg/kg/day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests 
(Salmonella,  E coli)  for  mutagenicity  at  concentrations  up  to  the 
maximum  recommended  for  these  assays 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduc 
tion  studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to 
160  times  the  human  dose  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  preg- 
nancy only  if  clearly  needed 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age 


groups  The  incidence  rates  for  adverse  events  and  laboratory 
abnormalities  were  also  not  different  from  those  seen  in  other  age 
groups 

ADVERSE  REACTIONS:  The  following  have  been  reported  as  events 
in  clinical  trials  or  in  the  routine  management  of  patients  treated 
with  oral  ZANTAC®.  The  relationship  to  ZANTAC  therapy  has  been 
unclear  in  many  cases  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo.  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre 
dominantly  in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre- 
mature ventricular  beats 

Gastrointestinal.  Constipation,  diarrhea,  nausea/vomiting,  and 
abdominal  discomfort/pain 

Hepatic:  In  normal  volunteers,  SGPT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  in  6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days  With  oral  administration  there  have 
been  occasional  reports  of  reversible  hepatitis,  hepatocellular  or 
hepatocanalicular  or  mixed,  with  or  without  jaundice 
Musculoskeletal:  Rare  reports  of  arthralgias 
Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocy- 
topenia, thrombocytopenia,  and  pancytopenia 
Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  no  antiandro- 
gemc  activity,  and  cimetidine-mduced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted.  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  of  libido  have  been  reported  in  male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population. 

Integumental:  Rash,  including  rare  cases  suggestive  of  mild  ery 
thema  multiforme,  and,  rarely,  alopecia. 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg.  bronchospasm, 
fever,  rash,  eosinophilia)  and  small  increases  in  serum  creatinine 
DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter 
nate  dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated 
Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
is  150  mg  at  bedtime 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC®  150-mg  doses  more  frequently.Doses  should  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  dim 
cally  indicated  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
is  150  mg  twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day. 

See  full  prescribing  information  for  dosage  adjustment  for 
patients  with  impaired  renal  function 

HOW  SUPPLIED:  ZANTAC®  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  “ZANTAC  300“  on  one  side  and  “Glaxo"  on 
the  other  They  are  available  in  bottlesof  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47). 

ZANTAC®  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  “ZANTAC 
150“  on  one  side  and  “Glaxo"  on  the  other  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344  42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344-47). 

Store  between  15  and  30  C (59  and  86°F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved  June  1986 
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Surgeons 


Keeping  Your  Family  In  Sight 


• CATARACT  SURGERY 

• EYE  EXAMINATIONS 
• LASER  SURGERY 


SOUTH  CHARLESTON  OFFICE 


• DRY  EYE  SPECIALISTS 
• PEDIATRIC  VISION  CARE 
• CONTACT  LENSES 


CHARLESTON  OFFICE 


Eye  Physicians 

and 


Muhib  S.  Tarakji,  M.D. 


Herbert  A.  Tipler,  M.D. 


Richard  C.  Rashid,  M.D. 


Medicare  Assignment  accepted  on  aU  medicare  patients. 
Charging:  only  what  medicare  approves  for  covered 
services. 


FOR  APPOINTMENTS  CALL 

South  Charleston 

Across  the  street  from  /0/Y/l\  ^7  /?  Q ^7  ~\ 

Thomas  Memorial  Hospital  1 OU  1 I I UO"  • O I -L 

424  Division  Street 


Charleston 

CAMC/General  Division 
General  Medical  Pavilion, 
Suite  100 
415  Morris  Street 
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CNAhasa 

longstanding 

conunitment 
to  medical 
malpractice 

protection. 

The  CNA  Insurance  Companies 
have  been  committed  to  providing 
quality  malpractice  insurance  for 
over  15  years. 

One  reason  we’re  able  to  honor 
that  longstanding  commitment  is  our 
financial  strength.  CNA  has  grown  to 
the  14th  largest  insurance  organiza- 
tion. And,  we’re  now  one  of  the  largest 
malpractice  insurers.  By  protecting 
thousands  of  medical  professionals, 
we  have  solid  expertise  in  underwrit- 
ing, claims  service  and  legal  defense. 

We’ve  made  a commitment  to 
offer  comprehensive,  quality  medical 
malpractice  protection  to  meet  the 
needs  of  physicians.  For  more  infor- 
mation, contact  the  CNA  program 
administrator  today 

McDonough,  Caperton 
Association  Group 
One  Hillcrest  Drive,  E. 
Charleston,  WV  25332 
(304)346-0611 
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The  WVSMA/CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  ( NA  Insurance  Companies. 
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Special  Article 


Presidential  Address* 


DAVID  Z.  MORGAN,  M.  D. 

Morgantown,  Immediate  Past  President, 
West  Virginia  State  Medical  Association 


Our  primary  goals  last  August  were 
to  ( 1 ) Lessen  the  professional 
liability  crunch  and  to  initiate  the 
first  ever  tort  reform  measures  in  West 
Virginia,  (2)  To  establish  both  the 
reality  and  perception  of  greater 
accountability  of  the  medical  profes- 
sion in  its  care  of  patients,  (3)  To 
restore  our  rightful  voice  in  the  de- 
cisions of  health  care  issues  in  West 
Virginia  through  exploring  the  possi- 
bility of  alternatve  health  care  delivery 
systems,  and  (4)  To  assist  all  of  our 
members,  including  those  who  had 
fallen  victim  to  substance  abuse,  those 
whose  family  and  professional  life  had 
been  interrupted  by  a liability  suit, 
and  those  who  need  assistance  in 
refurbishing  their  competency  to 
deliver  medical  care. 

“Presented  at  the  second  and  final  ses- 
sion of  the  House  of  Delegates,  119th  An- 
nual Meeting  of  the  West  Virginia  State 
Medical  Association,  White  Sulphur  Springs, 
West  Virginia,  August  16,  1986. 


In  most,  if  not  all,  of  these  areas 
we  have  made  a beginning,  but  only 
a beginning.  This  has  been  a year 
of  crises,  but  it  reflected  the  rapidly 
changing  environment  of  medicine. 

Over  a quarter  of  a century  ago, 
when  many  of  us  began  our  practices, 
we  concentrated  almost  exclusively  on 
taking  care  of  patients,  resenting  any- 
thing that  detracted  from  that  time. 
There  was  precious  little  left  for  our 
families  anyway. 

We  were  generous  with  our  funds, 
but  not  our  time.  We  gradually  lost 
our  voice  in  political  matters;  we  sur- 
rendered business  decisions  to  ad- 
ministrators, MBAs  and  CPAs.  We 
have  often  failed  to  take  an  active 
vote  in  major  local  issues  despite  the 
fact  that  many  of  these  had  an  impact 
on  the  health  of  citizens  of  our  own 
communities. 

Dr.  John  Coury  pointed  out  that 
many  signers  of  the  Constitution  and 
Declaration  of  Independence  were 
physicians.  How  many  physicians 
today  have  such  a stature  in  public 
life? 

I don’t  intend  for  my  remarks  to  be 
downbeat.  We  have  nothing  to 
apologize  for,  just  the  opposite.  The 
people  of  West  Virginia  are  served 
by  fine  physicians.  One  of  the  things 
that  every  ex-West  Virginia  State 
Medical  Association  president  I’ve 
talked  with  has  commented  on  was 
the  outstanding  dedication  and  charac- 
ter of  the  medical  families  they  met 
in  their  travels  throughout  the  state. 

Re-involvement 

I certainly  can  echo  that.  My  com- 
ments are  an  earnest  plea  for  us  to 
re-involve  ourselves  in  political  issues, 
to  insist  on  our  role  in  the  business 
decisions  of  medicine,  and  to  commit 


some  time  to  community  projects  for 
the  benefit  of  all  our  neighbors. 

To  paraphrase  a television  com- 
mercial, the  best  thing  that  could  be 
said  of  us  is,  “We  get  our  respect 
the  old-fashioned  way  — We  earn  it.” 

Looking  ahead  from  the  perspective 
of  the  past  year,  I can  see  some 
familiar  problems  and  issues  as  well 
as  some  new  ones. 

The  liability  problem,  as  Governor 
Moore  predicted,  has  not  gone  away. 
There  does  not  appear  to  be  any  easy 
solution.  I believe  the  action  we  have 
taken  at  this  meeting  is  a step  in  the 
right  direction. 

“My  comments  are  an  earnest 
plea  for  us  to  re-involve  our- 
selves in  political  issues , to 
insist  on  our  role  in  the  business 
decisions  of  medicine , and  to 
commit  some  time  to  com- 
munity projects  for  the  benefit 
of  all  our  neighbors.” 

We  will  continue  to  negotiate  the 
best  arrangement  possible  with  our 
sponsored  insurance  carrier.  We  will, 
however,  actively  pursue  the  establish- 
ment of  a doctor-owned  insurance 
company,  a so-called  “shelf  captive” 
which  we  could  activate  if  it  becomes 
necessary  at  any  point  such  as  the 
crisis  we  faced  this  past  year.  Manag- 
ing our  own  insurance  company  is  not 
a bed  of  roses  and  would  require  two 
major  elements:  (1)  Good  managers 
who  can  provide  expertise  in  rate 
setting  and  claims  management,  and 
who  have  a reliable  access  to  the 
re-insurance  market,  and  (2 ) A no- 
nonsense  approach  on  the  part  of  the 
medical  profession  to  risk  management 
and  loss  control. 

(Continued  on  Next  Page) 
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The  initial  efforts  of  our  PPO  have 
predictably  been  a bit  rocky  as  indi- 
vidual fee  schedules  have  been  negoti- 
ated. We  are  now  at  the  place  where 
we  can  offer  employers  a product  and 
a strong  provider  group.  I believe  we 
can  anticipate  that  interest  in  the 
Physicians  Medical  Care  Network  of 
West  Virginia  will  build  rapidly.  It’s 
important  for  physicians  to  realize 
that  Mr.  Stevens  and  his  staff  want  to 
hear  your  concerns  and  that  your 
problems  with  PMCN  can  probably  be 
resolved  if  you  will  only  communicate 
them. 

Physician  Accountability 

Physician  accountability  is  an  issue 
which  we  must  be  concerned  with. 
Despite  some  objection,  opening  the 
physician  disciplinary  deliberations  of 
the  Board  of  Medicine  following  the 
establishment  of  due  cause  is  a reason- 
able approach  providing,  of  course, 
that  the  Board  has  the  resources  to 
carry  out  a thorough  and  fair  investi- 
gation. 

“//  we  cannot  carry  out  peer 
revieiv  activities  in  an  unob- 
structed manner , free  of  a 
muckracking  press  or  threats  of 
legal  action  for  restraint  of 
trade , the  prospects  for  our 
input  in  quality  of  medical  care 
issues  are  very  dim  indeed.” 

Our  newly  established  Judicial 
Commission  further  provides  a mecha- 
nism to  take  action  against  a mem- 
ber who  violates  an  ethical  principle 
of  the  WVSMA  or  AMA. 

Finally,  the  sanction  proceedings  of 
the  PPO  will  provide  a means  for 
economically  penalizing  the  physician 
found  wanting  in  quality  of  care  issues 
or  who  inappropriately  admits  to  a 
hospital. 

We  must  resist  at  all  costs,  how- 
ever, recent  efforts  to  throw  all  peer 
review  proceedings  open  to  media 
scrutiny.  If  we  cannot  carry  out  peer 
review  activities  in  an  unobstructed 
manner,  free  of  a muckraking  press 
or  threats  of  legal  action  for  restraint 
of  trade,  the  prospects  for  our  input 
in  quality  of  medical  care  issues  are 
very  dim  indeed. 


I consider  one  of  our  more  im- 
portant actions  to  be  the  establishment 
of  a rational  method  to  cope  with 
those  of  our  members  who  are  creat- 
ing problems  for  themselves,  their 
families,  and  their  patients  through 
the  abuse  of  drugs  and  / or  alcohol. 
Studies  have  shown  that  the  rehabili- 
tation rate  among  physicians  can  be 
significantly  higher  than  the  general 
population.  Early  identification  and 
early  treatment  seem  to  be  the  best 
predictors  of  success.  To  not  use 
some  of  our  resources  to  help  our 
fellow  members  who  are  ill  from  drugs 
or  alcohol  would  be  wrong  from  the 
humanitarian  standpoint  as  well  as 
diminishing  our  responsibility  to  the 
public. 

Unless  you  have  been  sued  by  a 
patient  to  whom  you  felt  you  had 
directed  all  your  knowledge  and  skills, 
you  cannot  possibly  understand  the 
anxiety,  anger  and  frustration  caused 
by  the  suit,  and  the  toll  it  often  takes 
by  creating  an  apprehensive,  tentative 
approach  to  medical  practice. 

The  lessening  enjoyment  of  practic- 
ing medicine  and  the  sometimes 
subtle,  but  very  real,  disruptions  of 
family  life  are  all  part  of  the  hidden 
human  costs  of  the  malpractice  prob- 
lem. Sometimes  it’s  difficult  for  our 
families  to  understand  our  reactions 
to  being  sued. 

Liability  Support  Groups 

Accordingly,  we  have  been  working 
with  Jeanny  Kalaycioglu  and  the 
Auxiliary  to  encourage  the  establish- 
ment of  local  professional  liability 
support  groups.  I anticipate  that  the 
Association  will  be  willing  to  provide 
expenses  to  allow  one  of  our  Auxiliary 
or  Association  members  to  visit  a 
functioning  support  group  to  gain 
ideas  how  this  might  be  adapted  to 
West  Virginia.  This  individual  could 
then  serve  as  a resource  to  encourage 
the  development  of,  and  train,  such 
groups  throughout  the  state. 

My  friends  in  the  Trial  Bar  As- 
sociation assured  me  that  nothing  that 
was  done  legislatively  would,  in  any 
way,  diminish  the  frequency  of  suits 
in  the  future  and  that  this  number 
would  undoubtedly  increase.  If  this 
is  so,  the  importance  of  having 
functioning  support  groups  may  grow. 


A few  words  about  the  Legislature. 
My  respect  for  this  body  grew  with 
the  legislative  session  this  past  year. 
We  have  a lot  of  friends  in  the  Legis- 
lature, including  some  members  of  the 
legal  profession.  They  understand  our 
problems  and  are  willing  to  help.  We 
need  to  present  them  with  well- 
thought-out  proposals  which  attack 
specific  problems  and  are  not  self- 
serving.  The  trial  lawyers  do  represent 
a significant  obstacle  to  tort  law 
change,  but  those  who  will  adamantly 
refuse  to  consider  any  measure  of  tort 


“ The  trial  lawyers  do  repre- 
sent a significant  obstacle  to  tort 
law  changes , but  those  who  will 
adamantly  refuse  to  consider 
any  measure  of  tort  reform  are 
a very  small,  although  power- 
fully placed,  minority.” 

reform  are  a very  small,  although 
powerfully  placed,  minority. 

We  need  to  do  several  things 
urgently: 

1.  We  need  to  continue  to  be  a 
presence  in  the  Legislature,  and 
I am  grateful  to  the  Association 
for  its  support  in  asking  me  to 
return  to  the  Legislature  this 
next  year. 

2.  We  must  identify  a few  physi- 
cians and  spouses  who  will  begin 
the  process  of  seeking  public 
office;  politics  can  be  great  fun. 
As  a hobby  it  beats  most  others 
for  excitement.  There  is  nothing 
inherently  unsavory  about  poli- 
tics; there  are  only  unsavory 
people. 

3.  We  need  to  continue  to  provide 
some  of  our  money  to  candi- 
dates. Running  for  office  is  an 
expensive  business.  One  candi- 
date for  the  House  of  Delegates 
pointed  out  to  me  that  sending 
two  letters  to  the  party  regis- 
trants in  his  county  cost  $8,000. 
Please  continue  your  support  of 

WESPAC. 

I want  to  avoid  being  preachy  — 
a listing  of  problems  is  easy  and  could 
occupy  a couple  of  hours.  But  I’ve 
talked  with  you  and  you  know  the 
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problems  as  well  as  I — what  are 
needed  are  solutions. 

Overriding  Issues 

Nevertheless,  there  are  a few  over- 
riding issues  that  we  cannot  avoid 
paying  attention  to.  I’d  like  to  spend 
a few  moments  talking  about  them. 

(1)  Obstetrical  services  in  West  Vir- 
ginia are  reaching  a critical  point 
in  several  areas  of  the  state  for 
low-income  families.  It  would  be 
easy  and  possibly  even  justifiable 
for  us  to  turn  our  backs  on  this 
problem  and  say  “The  liability 
and  reimbursement  issues  are 
such  that  not  only  must  I con- 
tribute my  own  resources,  but 
place  myself  at  considerable  risk 
of  being  sued  in  providing  these 
services.”  True,  but  we  must 
always  be  in  the  position  in  which 
our  patients’  interests  are  par- 
amount. We  must  join  to  solve 
this  growing  problem.  Doctor 
Heydinger  and  the  Department  of 
Human  Services  have  appointed 
a task  force  to  address  this  issue. 
Your  input  is  needed. 

( 2 ) Uncompensated  Care  — Most  of 
us  continue,  as  we  always  have, 
to  provide  care  for  those  who 
can’t  afford  our  services  but  who 
are  not  so  destitute  that  they 
qualify  for  Medicaid.  I’m  certain 
that  you  can  realize  that  this  is 
a significant  number  of  people  — 
15  to  20  per  cent  of  the  popula- 
tion by  some  estimates.  It’s  clear 
that  legislative  efforts  will  be 
needed  to  help  with  these  pa- 
tients, either  through  tax  relief 
to  them  as  individuals  to  permit 
the  purchase  of  health  care  or 
using  tax  dollars  to  assist  them 
directly  in  purchasing  insurance 
coverage.  We  need  to  be  aware 
that  this  is  a major  issue  and 
be  prepared  to  help  in  its  solution 
as  it  is  debated  by  the  Legis- 
lature. 

I 3 I The  Commercialization  of  Medi- 
cine — one  of  the  dichotomies  of 


today  which  creates  a major 
image  problem  for  the  profession 
is  that  the  large  corporations 
are  increasingly  purchasing  and 
marketing  our  services  much  as 
the  local  construction  companies 
are  offering  home  improvements. 
While  much  of  this  is  inevitable 
and  not  necessarily  all  bad,  it 
must  be  remembered  that  the 
dollars  in  this  industry  come 
from  the  ill,  the  unfortunate  and 
the  anxious,  so  it’s  not  surprising 
that  we  are  regarded  as  en- 
trepreneurs in  an  industry  that 


“Again,  we  must  make  it 
quite  clear  that  we  will  have 
nothing  to  do  with  any  cor- 
porate venture  that  does 
not  place  the  welfare  of  our 
patients  and  the  quality  of 
their  health  care  as  its  guid- 
ing principle ” 

depends  for  its  cash  on  something 
people  don’t  want  — bad  health. 
Again,  we  must  make  it  quite 
clear  that  we  will  have  nothing 
to  do  with  any  corporate  venture 
that  does  not  place  the  welfare 
of  our  patients  and  the  quality 
of  their  health  care  as  its  guiding 
principle.  And,  finally, 

(4)  The  Issue  of  Competition  in 
Medicine  — The  market  place 
has  served  America  well  for  over 
200  years  and  will  continue  to 
do  so.  For  the  most  part,  how- 
ever, the  professions  have  been 
free  of  market  influences.  That 
is  changing  rapidly  with  a grow- 
ing number  of  health  care  de- 
liverers, a wide  variety  of  health 
care  delivery  systems  and  permis- 
sive federal  regulations.  As  this 
intensifies,  we  will  be  subjected 
to  competitive  influences  as 
never  before.  We  need  to  main- 
tain our  integrity  as  a single 
profession,  not  specialist  against 


generalist,  hospital  staff  against 
hospital  staff,  town  against  gown. 
Let’s  keep  our  State  Association 
strong.  It  can  provide  the  forum 
to  resolve  these  differences. 

A few  thank  you’s  in  closing.  Mert 
Scholten  has  done  a superb  job  for 
the  West  Virginia  State  Medical  As- 
sociation. I know  him  as  a well- 
organized,  hard-working  fellow  with  a 
comprehensive  understanding  of  the 
problems  of  medicine.  He  is  devoted 
to  the  cause  of  medicine  in  West  Vir- 
ginia. Mert,  I salute  you  and  thank 
you  for  your  efforts  on  our  behalf. 

Dee  Crabtree  taught  me  a lot  about 
the  Legislature,  and  the  Auxiliary  is 
pleased  at  her  efforts  for  them.  Custer 
Holliday  continues  to  be  the  mainstay 
of  the  Journal,  and  Sue  Shanklin  keeps 
the  books  and  keeps  us  all  out  of 
trouble.  All  of  these  folks  are  ably 
supported  by  Sheri,  Candy  and  Patty 
— as  competent  and  attractive  group 
as  you’ll  encounter. 

No,  I haven’t  forgotten  Mary 
Hamilton.  While  the  rest  of  us  are 
hogging  the  glory,  this  sweet  lady  is 
really  doing  the  work. 

In  summary,  we’ve  got  a lean  staff, 
but  they  are  outstanding. 

This  has  been  a good  year  owing 
largely  to  the  tremendous  support 
from  all  of  you  and  the  Auxiliary. 
The  Executive  Committee  and  the 
Council  have  put  us  in  a forward 
moving  trail,  one  which  we  will  stay 
on. 

My  wife  and  family  have  helped 
me  throughout  the  year,  and  my 
colleagues  at  West  Virginia  LTniversity 
have  been  very  understanding  in 
allowing  me  time  to  do  the  Associa- 
tion’s work.  The  Monongalia  County 
Medical  Society  kept  me  from  becom- 
ing too  impractical  in  my  approaches. 

Charles  and  Linda  Turner  will  pro- 
vide excellent  leadership  for  the 
coming  year.  They  have  my  full  sup- 
port. I know  they  also  have  yours. 
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Scientific  Newsfront 


Current  Status  Of  Cardiac 
Electrophysiologic  Testing 


STANLEY  B.  SCHMIDT,  M.  D. 

ABNASH  C.  JAIN,  M.  D. 

Section  of  Cardiology,  West  Virginia 
University  Medical  Center,  Morgantown 


This  article  reviews  the  current  role 
of  intracardiac  electrophysiologic  test- 
ing in  managing  patients  with  various 
arrhyhmias.  Indications  for  testing  in 
patients  with  unexplained  syncope, 
ventricular  and  supraventricular  ar- 
rhythmias, and  in  those  who  have  been 
resuscitated  from  near  sudden  death 
are  discussed. 

T nvasive  assessment  of  the  distur- 
-*•  ances  of  cardiac  rhythm  and  con- 
duction using  electrophysiologic  tech- 
niques has  become  a well-established 
practiced  and  can  be  very  useful  in 
determining  the  presence,  mechanism 
and  therapy  of  various  cardiac 
dysrhythmias.  Primary  care  physi- 
cians should  he  familiar  with  the  indi- 
cations for  electrophysiologic  testing 
so  that  optimal  use  can  be  made  of 
this  procedure. 

Technique 

At  the  start  of  the  procedure  several 
multielectrode  catheters  are  intro- 
duced percutaneously  and  positioned 
fluoroscopically  within  the  cardiac 
chambers  (Figure  1).  Heparin  is 
given  to  reduce  the  risk  of  throm- 
boembolic complications.  Through 
these  electrode  catheters,  multiple 
simultaneous  recordings  can  be  made 
which  provide  detailed  information 
about  cardiac  rhythm  and  conduction. 
While  data  about  baseline  cardiac 
electrical  activity  can  be  very  useful, 
most  electrophysiologic  studies  also 
include  electrical  pacing  of  the  heart 
to  uncover  disturbances  of  rhythm  or 


conduction  which  are  inapparent  dur- 
ing baseline  observation  (Figure  2). 
When  arrhythmias  are  inducible,  the 
effectiveness  of  antiarrhythmic  drugs 
in  preventing  the  arrhythmia  also  can 
be  tested. 

Unexplained  Syneope 

Syncope  or  near  syncope  is  a com- 
mon problem.  Its  causes  are  numerous 
and  range  from  the  benign  to  the  life- 
threatening.  The  history,  physical 
examination,  and  a few  simple  labora- 
tory tests  usually  suffice  to  establish 
a diagnosis.  Twenty-four-hour  ambu- 
latory EGG  ( Holter  ) monitoring  can 
also  he  helpful,  but  in  patients  with 


Figure  1.  Radiograph  of  multielect- 
rode catheters  positioned  in  the  coronary 
sinus,  right  ventricle  apex,  and  near  the 
His  bundle. 


infrequent  symptoms  more  prolonged 
monitoring  may  be  necessary. 

Patients  whose  noninvasive  evalu- 
ations are  inconclusive  should  be  con- 
sidered for  electrophysiologic  testing. 
Studies  have  shown  a diagnostic  yield 
in  this  setting  of  up  to  56  per  cent  for 
this  procedure,  with  unanticipated 
tachyarrhythmias,  conduction,  disturb- 
ances, and  sinus  node  dysfunction 
being  the  most  frequent  abnormali- 
ties.1 Treatment  on  the  basis  of  the 
electrophysiologic  findings  alleviates 
symptoms  in  the  majority  of  cases. 

Patients  with  symptoms  due  to 
known  bradyarrhythmias  and  atrio- 
ventricular blocks  rarely  need  electro- 
physiologic testing,  and  can  be  re- 
ferred for  a pacemaker  on  the  basis 
of  the  noninvasive  findings.2  In  some 
equivocal  situations,  electrophysio- 
logic study  can  provide  additional 
information  such  as  documentation  of 
significant  HV  prolongation  which  can 
be  useful  in  making  a decision  about 
pacemaker  implantation. 

Ventricular  Tachycardia 

One  of  the  most  frequent  indica- 
tions for  electrophysiologic  testing  is 
the  assessment  of  patients  with  ventri- 
cular tachyarrhythmias.  Provocative 
testing  can  be  used  to  select  the  most 
appropriate  antiarrhythmic  drugs  in 
these  patients/  and  often  provides 
substantial  savings  in  both  time  and 
money  compared  to  prolonged  non- 
invasive drug  testing  with  repeated 
Holter  monitoring  and  exercise  test- 
ing.4 In  addition,  electrophysiologic 
testing  provides  the  only  practical 
means  of  antiarrhythmic  selection  in 
patients  with  very  infrequent  arrhyth- 
mias, in  whom  the  apparent  absence 
of  arrhythmia  while  on  a drug  cannot 
be  equated  with  therapeutic  success. 
The  reliability  of  electrophsyiologic 
testing  in  guiding  drug  therapy  for 
ventricular  tachyarrhythmias  has  been 
confirmed  in  a number  of  studies.4 
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Figure  2.  Typical  electrophysiologic  recording  showing  initiation  of  reentrant 
tachycardia  by  pacing  stimuli  (Si  and  S2)  in  a patient  with  Wolff-Parkinson-White 
Syndrome. 


Electrophsyiologic  testing  is  also 
useful  in  the  differential  diagnosis  of 
wide  complex  tachycardias,  which  may 
represent  either  ventricular  tachy- 
cardia or  supraventricular  tachycardia 
with  aberrant  ventricular  conduction. 

Finally,  electrophysiologic  testing 
can  be  useful  in  assessing  the 
prognosis  of  ventricular  arrhythmias, 
hence  the  need  for  treatment.  While 
this  remains  a controversial  area,  most 
studies  support  the  impression  that  the 
results  of  electrophysiologic  testing 
are  prognostically  meaningful,  and  we 
occasionally  study  patients  for  the 
specific  purpose  of  determining  the 
need  for  pharmacologic  therapy. 

Supraventricular  Tachycardias 

Electrophysiologic  testing  has  pro- 
duced a wealth  of  information  about 
the  supraventricular  tachycardias,  and 
it  has  dramatically  increased  our 
understanding  of  the  mechanisms 
which  underly  these  disorders.  At 
present,  however,  only  a small 
minority  of  patients  with  supraventri- 
cular tachycardias  need  to  undergo 
electrophysiologic  testing  as  part  of 
their  clinical  management.  In  most 
cases,  diagnostic  and  therapeutic  de- 
cisions can  be  based  on  noninvasive 
data. 

In  our  practice,  the  most  common 
reason  for  invasive  study  in  these 
patients  is  the  presence  or  suspicion 
of  an  accessory  pathway,  as  in  the 
Wolff-Parkinson-White  (WPW)  syn- 
drome.5 Electrophsyiologic  testing 


should  be  considered  whenever  antiar- 
rhythmic  therapy  is  contemplated  in 
WPW  because  drugs  may  have  un- 
predictable or  deleterious  effects  on 
the  conduction  of  the  accessory  path- 
way, and  may  thereby  facilitate,  rather 
than  prevent,  serious  arrhythmias  in 
these  patients.  Patients  who  have 
evidence  of  accessory  pathways  cap- 
able of  rapid  conduction  from  atrium 
to  ventricle  are  at  risk  of  sudden 
death,  and  should  also  undergo 
electrophysiologic  testing.  If  there  is 
uncertainty  about  the  need  for  in- 
vasive evaluation,  consultation  is  ad- 
vised. 

Sudden  Death  Survivors 

A significant  minority  of  patients 
resuscitated  from  a cardiac  arrest 
survive  to  be  discharged  from  the 
hospital.  Those  who  are  successfully 
resuscitated  stand  a 25-per  cent  risk 
of  recurrence  within  the  following 
year  unless  properly  treated.6  Several 
studies  have  shown  that  electrophysio- 
logic testing  provides  an  effective 
means  of  determining  the  best  antiar- 
rhythmic  therapy  in  these  patients 
and  that  this  therapy  significantly 
improves  their  survival.  ,8  Survivors 
who  remain  inducible  on  all  drugs 
should  be  considered  for  implantation 
of  the  recently  released  automatic 
internal  cardioverte r-d efibrillator 
( AICD).9  We  believe  that  the  electro- 
physiologic approach  is  the  optimal 
means  of  determining  therapy  in  these 
patients  and  would  strongly  recom- 
mend consideration  of  electrophysio- 


logic testing  in  all  sudden  death 
survivors. 

Contraindications  and  Risks 

There  are  few,  if  any,  absolute 
contraindications  to  electrophsyiologic 
testing.  Patients  suffering  from  un- 
stable angina,  decompensated  con- 
gestive heart  failure,  critical  aortic 
stenosis,  or  serious  underlying  medical 
illnesses  should  have  these  conditions 
treated  before  undergoing  electro- 
physiologic study.  No  particular 
ejection  fraction  precludes  testing,  and 
patients  with  ejection  fractions  as  low 
as  10-15  per  cent  have  been  studied 
safely  while  on  proper  anticongestive 
therapy. 

The  risks  of  electrophysiologic  test- 
ing are  extremely  small.  This  may  be 
considered  surprising  in  view  of  the 
population  studied  and  the  fact  that 
induction  of  sustained  ventricular 
arrhythmias  is  one  of  the  diagnostic 
end  points  of  the  procedure.  The  very 
low  mortality  and  morbidity  can  be 
attributed  to  the  carefully  controlled 
and  monitored  environment  in  which 
these  studies  are  performed.  Serious 
arrhythmias  are  interrupted  in  seconds 
after  their  onset  with  pacing  or  ex- 
ternal cardioversion,  and  our  own 
experience  of  safety  mirrors  the 
published  experience  of  other  institu- 
tions.10 

Future  Developments 

Several  centers  are  using  electro- 
physiologic techniques  to  map  the 
sites  of  origin  of  refractory  atrial  and 
ventricular  arrhythmias  and  then  using 
surgical  excision  to  remove  the 
arrhythmic  foci.11  Preliminary  results 
with  these  techniques  have  been  en- 
couraging in  selected  patients,  and  it 

TABLE 

Indications  for  Electrophsyiologic  Test- 
ing 

Usually  Indicated: 

Near  sudden  death 
Sustained  ventricular  tachycardia 
Unexplained  syncope 
Most  WPW 

Sometimes  Indicated: 

Nonsustained  ventricular  tachycardia 
Wide-complex  tachycardia 

Usually  Not  Indicated: 

Most  bradyarrhythmias  and  blocks 
Most  supraventricular  tachycardias 
(except  with  WPW) 
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is  likely  that  use  of  these  procedures 
will  become  more  widespread.  Studies 
are  also  being  conducted  using  high- 
energy  electric  currents  delivered 
through  electrophysiologically  posi- 
tioned transvenous  wires  to  ablate 
arrhythmic  foci.  Thus  far,  the  largest 
experience  with  electric  ablation  has 
been  in  supraventricular  arrhythmias 
which  involve  the  AV  node,  but 
ablation  of  ventricular  arrhythmias 
and  accesory  pathways  is  also  being 
studied.12 

Summary 

In  less  than  20  years  electrophysio- 
logic  testing  has  evolved  from  a purely 
research  technique  to  a practical  and 
widely  used  clinical  tool  in  the 
management  of  patients  with  cardiac 
arrhythmias.  Its  relative  usefulness  in 
various  clinical  settings  is  summarized 
in  the  Table.  Primary  care  physicians 
should  be  familiar  with  these  indica- 
tions so  that  optimal  benefit  can  be 
derived  from  this  valuable  test. 
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In  West  Virginia,  persons  with 
bleeding  disorders  can  be  evaluated 
in  one  of  three  comprehensive  hemo- 
philia centers  located  in  either 
Charleston,  Morgantown  or  Hunting- 
ton.  Such  centers  can  confirm  the 
diagnosis  with  expensive  assays  for 
base-line  clotting  factor  deficiency 
levels.  This  report  describes  a case 
study  and  a cost-effective  method  of 
analysis  using  the  history,  physical, 
and  simple  laboratory  tests  to  evaluate 
the  patient  with  a bleeding  disorder, 
the  cause  of  which  is  unknown. 

Tn  West  Virginia,  143  patients  were 
A registered  with  the  State  Hemo- 
philia Program  from  1981  to  July. 
1984.'  Because  of  this  program,  many 
hemophiliacs  in  this  state  can  enjoy 
better  lives  with  opportunities  for 
education  and  employment.  The  total 
cost  of  supporting  such  a program, 
however,  is  enormous,  increasing  from 
S2.506.92  in  1981-82  to  $100,927.83 
in  1 983-84. 1 Most  of  the  cost  results 
from  the  use  of  blood  products. 
These  costs  are  relatively  fixed  but 
diagnostic  costs  are  not.  In  this  paper 
we  describe  a cost-effective  method  of 
analysis  that  can  be  used  to  evaluate 
a patient  with  an  obscure  bleeding 
disorder  by  using  the  history,  physical, 
and  simple  laboratory  tests  instead  of 
expensive  clotting  factor  assays.  A 
representative  case  of  hemophilia  is 
presented. 

0 Article  written  while  the  author  was  a 
fourth-year  medical  student  at  West  Virginia 
University  School  of  Medicine,  Morgantown. 
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Case  Report 

A 16-month-old  white  male  with 
known  Factor  IX  deficiency  was 
brought  to  the  West  Virginia  Uni- 
versity emergency  room  with  a history 
of  intermittent  bleeding  from  the 
upper  lip  for  four  days.  The  child 
had  fallen  down  two  steps,  sustaining 
a 1.5-cm  knot  on  the  occiput  and  a 
0.5-cm  laceration  in  the  oral  frenulum. 
The  parents  denied  any  other  trauma 
or  LOG  and  indicated  that  the  bleed- 
ing had  stopped  within  five  minutes. 
The  boy,  however,  continued  to  ooze 
blood  every  few  hours  over  the  next 
three  days  despite  treatment  with 
amicar  I 1000  mg.  p.  o.  q6D)  by  his 
local  physician. 

On  examination,  vital  signs  were 
pulse  160  min,  respiratory  rate  29/ 
min,  blood  pressure  90/50,  and  rectal 
temperature  36.8°C.  Weight  gain  from 
birth  had  been  normal.  The  patient 
was  pale  and  poorly  hydrated  but  with- 
out rash,  petechiae,  or  cyanosis. 
Cardiac  examination  revealed  a I /VI 
systolic  ejection  murmur  heard  best  at 
the  left  lower  sternal  border.  Rectal 
stool  was  heme  positive.  The  hema- 
tocrit was  5.2  per  cent;  the  WBC 
14,000 /mm3  with  69  per  cent  polys, 
23  per  cent  lymphs,  four  per  cent 
bands,  and  four  per  cent  monos;  the 
prothrombin  time  11.0  sec;  the  partial 
thromboplastin  time  32.5  sec:  and  the 
platelets  adequate. 

A diagnosis  of  moderate  anemia 
resulting  from  Factor  IX  deficiency 
and  subsequent  trauma  to  the  oral 
frenulum  was  made,  and  the  child  was 
admitted.  He  was  treated  with  amicar 
I 140  mg  kg  bolus  and  100  mg/kg 
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Factor  IX  Deficiency  And  Frugal 
Method  Of  Analysis 
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TABLE  1. 


Clotting  Factor  Disorders:  History,  Physical,  Laboratory  Analysis,  Treatment 


H&P 

LAB 

TX 

F VIII  Deficiency 

X-linked  recessive 

PTT  and  PCT  t 

trauma  prevention 

Classic  Hemophilia 

Hemophilia  A 

most  show  no  bleeding 

corrected  in  vitro  by 

FFP  1ml  - 1 unit  F VIII 

80%  of  hemophilia 

during  neonatal/infancy 

nl  plasma  absorbed  c 
barium  sulfate  but  not 

1 unit/kg  1 plas  lev  2% 

F VIII 

bleeding  by  3-4  yrs.  as 
hemarthrosis  in  elbows, 

serum 

for  soft  tiss  but  not 
surg  bleeds  (give  10-15 

knees,  ankles 

nl  pit,  pit  count,  pit 
aggregation 

ml/kg  q 12°  with  limit 
of  30  ml/kg  in  24°) 

Cryoprecipitate  (20x  cone) 

1/10,000  males 

Lyophilized  (20-100x  cone) 

F IX  Deficiency 

X-linked  recessive 

PTT  and  PCT  f 

trauma  prevention 

Christmas  Disease 

Hemophilia  B 

clinically  same  as 

correct  in  vitro  by 

FFP  1 unit/kg  | plas  lev  1% 

15%  of  hemophilia 

Hem  A 

serum  but  not  plasma 

nl  pit,  pit  count 
nl  pit  aggregation 

for  soft  tiss  but  not 
surf  bleeds  (give  10-15 
ml/kg  q 12°) 

Cryoprecipitate 

Lyophilized 

F XI  Deficiency 
Hemophilia  C 

autosomal  dominant 
mostly  epistaxis 

PTT  and  PCT  T 
corrected  by  plas  & ser 

FFP  10-15  ml/kg  q 12° 

F XII  Deficiency 

autosomal  recessive 

PTT  and  PCT  f 

Hageman  Factor  Def 

no  chnical  abnormalities 

von  Willebrand’s  Dis  (VWD) 

autosomal  dominant 

PTT  and  PCT  T 

FFP  10  ml/kg  single  dose 

Vascular  hem 

epistaxis,  gingival 
and  GI  bleeds,  easy 
bruising 

nl  PT  and  pit  count 

abn  ristocetin-induced 
pit  aggregation 

F VIII  i 

Cryoprecipitate 

Hemorrhagic  Dis 

bleeding  from  any  site  c 

i vit  k -f  ill,  VII,  IX,  X 

Prophylaxis  0.5  - 1.0  mg 

of  Newborns  (HDN) 

any  degree  of  severity 

natural  vit  K or  vit 

presents  usually  c melana, 
umbilical  bleed,  or  hematuria 

2nd  or  3rd  day  of  fife 

more  frequent  in  breast-fed 
than  formula/cow’s  milk-fed 
(due  to  low  levels  of  vit  K) 

PTT,  PCT,  and  PT  T 
nl  pit  count,  fibrinogen 

K oxide  1M  to  all  new- 
borns at  birth 

Corrective:  1-2  mg 

colloidal  susp  vit  K 
1M  + FFP  10  ml/kg 

Congenital 

Afibrinogenemia 

autosomal  recessive 

no  spontaneous  hemorrhage 
or  hemarthrosis  but  severe 
bleeds  following  trauma 

TT  t 

Fibrinogen  cone  lOOmg/kg 
single  dose 

F XIII  Deficiency 

bleeding  after  separation 

F XIII 

Fibrin  Stabilizing 
Factor 

of  umbilical  cord  stump 

GI,  intracranial,  and 
intra-articular  hemmorrhage 

coagulation  studies  nl 

abnormal  solubility  of 
clot  in  5H  urea 
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q6  infusion),  Factor  IX  concentrate 
(56u/kg  IV  ),  and  two  units  of  packed 
RBCs.  After  two  days  the  patient  was 
discharged  in  good  health  and  has 
continued  to  do  well  on  followup. 

Comment 

The  above  case  is  not  a diagnostic 
dilemma.  The  child,  however,  who 
presents  with  a similar  episode  but 
no  prior  history  can  be  a management 
problem.  There  are  several  key  points 
in  the  history,  physical,  and  laboratory 
analysis  that  will  help  to  guide 
therapeutic  decisions. 

Bleeding  disorders  can  occur  as  the 
result  of  abnormalities  in  two  areas: 
clotting  factors  and/or  platelets. 
Problems  with  platelet  disorders  in- 
clude: deficiencies  of  F VIII,  IX,  XI, 
XII,  or  XIII;  von  Willebrand’s  Dis- 
ease (VWD);  Hemorrhagic  Disease 
of  the  Newborn  (HDN);  congenital 
afibrinogenemia;  and  DIC.  Diffi- 
culties with  platelet  function  include: 
hypersplenism,  drug-induced  throm- 
bocytopenia, and  ITP. 

With  respect  to  the  history  and 
physical  (Tables  1 and  22,3),  de- 
ficiencies in  both  F VIII  and  F IX 
have  the  same  clinical  presentation 
with  bleeding  occurring  by  age  three 
or  four  in  the  form  of  hemarthrosis 


of  elbows,  knees  or  ankles.  With  the 
exception  of  minor  bleeding  following 
circumcision,  these  abnormalities  do 
not  manifest  themselves  in  the  new- 
born. Hemorrhage  at  this  age  would 
be  indicative  of  F XIII  deficiency  or 
HDN.  The  latter  usually  occurs  on 
the  second  or  third  day  of  life.  Un- 
controlled epistaxis  would  be  indica- 
tive of  VWD,  F IX  deficiency,  or  ITP 
with  the  former  including  gingival 
bleeding  and  easy  bruising  with  the 
latter  accompanying  a viral  or  ex- 
anthem infection  with  petechiae  or 
purpura.  A history  of  no  spontaneous 
hemorrhage  or  hemarthrosis  but 
severe  bleeding  following  trauma 
would  be  suggestive  of  congenital 
afibrinogenemia. 

Factor  XII  deficiency  has  no  clinical 
abnormalities  since  the  clotting  cas- 
cade can  be  initiated  by  F XI  as 
well.  Likewise,  hypersplenism  usually 
does  not  cause  bleeding  unless  severe. 
Drug-induced  thrombocytopenia  re- 
sults from  bone  marrow  suppression 
or  increased  peripheral  destruction, 
and  may  be  initiated  by  one  or  more 
of  the  following:  thiazides,  furose- 

mide,  trimethoprim,  tolbutamide, 
thioridazine,  quinidine,  phenylbuta- 
zone, sulfonamide,  penicillin,  digoxin, 
or  TCAs.  DIC,  manifested  by  bleed- 
ing and  peripheral  thrombosis,  is 
beyond  the  scope  of  this  report. 


Laboratory  Evaluation 

At  this  stage  in  the  analysis, 
laboratory  evaluation  can  be  very  use- 
ful.2,3 For  an  in-depth  discussion  of 
the  clotting  cascade,  the  reader  is 
referred  to  a standard  textbook  of 
pediatrics.  With  the  exception  of  DIC, 
all  clotting  abnormalities  mentioned 
above  have  normal  platelets  and 
normal  platelet  counts.  The  partial 
thromboplastin  time  (PTT)  and  the 
prothrombin  consumption  time  ( PCT) 
are  prolonged  in  the  following  dis- 
orders: deficiencies  of  F VII,  IX,  XI, 
XII;  VWD;  and  HDN.  Factor  XII 
deficiency  need  not  be  considered 
here  since  there  are  no  clinical 
abnormalities.  Von  Willebrand’s  Dis- 
ease will  show  an  additional  abnormal 
ristocetin-induced  platelet  aggregation 
while  Hemorrhagic  Disease  of  the 
Newborn  will  demonstrate  a prolonged 
prothrombin  time  (PT). 

To  differentiate  deficiencies  of  F 
VIII,  IX,  and  XI  in  the  laboratory, 
additional  tests  must  be  conducted. 
One  needs  to  divide  the  patient’s 
sample  of  blood  into  three  separate 
fractions  and  add  the  following:  (i) 

normal  plasma  absorbed  with  barium 
sulfate  ( contains  F VIII  and  XI ) , ( ii ) 
normal  serum  (contains  F IX  and 
XI),  and  (iii)  both  (i)  and  (ii). 
Rectification  of  an  abnormal  test 
result  with  plasma  alone  reveals  F 


TABLE  2 

Platelet  Disorders:  History,  Physical,  Laboratory  Analysis,  Treatment 


H & P 

LAB 

TX 

Drug-induced 

thrombocytopenia 

BM  i — thiazide,  furosemide 
trimethoprim,  tolbuta- 
mide, thioridazine 

PERIPH  DEST  f — quinidine, 
phenylbutazone,  sulfon- 
amide, penicillin,  dig, 
TCA 

withdraw  drug 

prednisone  1-2  mg/kg/day 
x 1-2  wks  to  t vase 
stability 

pit  trans  if  pit  < 200,000/mm3 

ITP 

unknown  etiology 

60%  S/P  viral  infection 
15%  S/P  exanthem 

petechiae,  purpura,  epistaxis 

nl  H/H  - WBC 

pit  count  < 50,000/mm3 

large  pit 

BM  c i megakaryocytes 
and  eosinophilia 

most  do  well  without  tx 

prednisone  4-6  mg/kg/day 
x 2 days  then  2 mg/kg/ 
day  x 2 wks 

splenectomy 

Hypersplenism 

usually  mild  and  usually 
does  not  cause  bleeding 

pit  > 25,000/mm3 
anemia,  neutropenia 

splenectomy  curative 
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VIII  deficiency  while  correction  with 
serum  alone  shows  F IX  deficiency. 
If  both  serum  and  plasma  are  cor- 
rective, the  deficiency  is  F XI. 

The  PTT  and  PCT  are  normal  in 
these  disorders:  congenital  afibri- 

nogenemia, F XIII  deficiency,  hyper- 
splenism,  and  ITP.  Congenital  afibri- 
nogenemia, however,  will  show  a 
prolonged  thrombin  time  (TT).  The 
sample  from  a patient  with  F XIII 
deficiency  will  demonstrate  abnormal 
solubility  of  the  clot  in  5M  urea. 
Both  hypersplenism  and  ITP  often 
will  show  platelet  counts  of  less  than 
40,000/mm\  but  the  former  will  also 
demonstrate  anemia  and  neutropenia 
while  the  latter  will  show  large  plate- 
lets on  peripheral  smear. 


Treatment2,3  for  the  clotting  factor 
deficiencies  involves  trauma  preven- 
tion, FFP,  and  the  addition  of  the 
correct  deficient  factor.  Hemorrhagic 
Disease  of  the  Newborn  can  be  both 
treated  and  prevented  with  the  ad- 
dition of  vitamin  K.  Congenital 
afibringenemia,  hypersplenism,  drug- 
induced  thrombocytopenia,  and  ITP 
can  be  treated  with  fibrinogen 
concentrate,  splenectomy,  prednisone, 
and  prednisone/splenectomy,  respec- 
tively. 

Summary 

In  summary,  by  using  the  history, 
physical,  and  simple  laboratory  tests 
instead  of  expensive  clotting  factor 
assays  or  referring  to  a comprehensive 


hemophilia  center,  one  can  accurately 
diagnose  and  treat  persons  with 
obscure  bleeding  disorders.  Such  cost- 
effective,  diagnostic  workups  will 
allow  more  money  to  be  used  for 
expensive  blood  products;  thus,  more 
hemophiliacs  in  West  Virginia  will  be 
able  to  enjoy  better  lives  with  oppor- 
tunties  for  education  and  employment. 
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Smoke-Free  Society  AMA’s  Goal 

The  AMA  will  pursue  federal  legislation  to  raise  the  federal  excise  tax  on  cdgarets  and 
to  have  those  increased  revenues  apportioned  to  Medicare,  as  a result  of  a 12-point  policy 
adopted  by  the  House  of  Delegates  last  June. 

The  multi-issue  policy  is  aimed  at  strengthening  Association  efforts  to  achieve  a smoke-free 
society  by  the  year  2000.  To  carry  out  these  policies,  the  Association  will  develop  “an 
appropriate  body”  for  coordinating  and  centralizing  its  efforts. 

In  addition  to  pursuing  federal  legislation,  AMA  actions  will  include: 

— Endorse  the  passage  of  laws,  ordinances,  and  regulations  that  would  prohibit  smoking 

in  public  buildings  and  facilities,  prohibit  vending-machine  sales  of  cigarets  and  tobacco 

products,  and  set  the  minimum  legal  age  for  purchasing  tobacco  products  at  21. 

— Endorse  legislation  to  prohibit  smoking  and  the  sale  of  tobacco  products  in  health 
care  institutions. 

— Develop  and  endorse  legislation  calling  for  a smoking  ban  on  all  commercial  airline 
flights  within  the  continental  United  States. 

— Prohibit  smoking  at  all  meetings  sponsored  by  the  AMA. 
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President’s  Page 


Friendships  and  Coalitions 

Post-Convention  Thoughts 


'T’he  One  Hundred  and  Nineteenth 
Annual  Convention  of  the  West 
Virginia  State  Medical  Association  is 
now  history.  It  seems  to  me  that 
everyone  had  a good  time.  Renewing 
old  friendships  and  beginning  new 
ones  are  among  the  nicest  “events” 
at  our  Annual  Meeting. 

Long  hours  in  meetings  for  the 
officers,  staff  and  Council  were  inter- 
spersed with  well-presented  scientific 
sessions.  There  was  enough  time  to 
enjoy  the  splendid  recreational  facili- 
ties of  the  Greenbrier  by  everyone. 
Even  our  esteemed  Past  President, 
Doctor  Morgan,  and  our  Past  Council 
Chairman,  Doctor  Roncaglione,  found 
time  for  golf.  No  matter  what  they 
say,  Carl,  it  really  was  not  rigged  when 
you  won  the  low  net.  You  had  the 
strokes  to  prove  it. 

The  elegant  surroundings  of  the 
Greenbrier  and  its  amenities  provided 
a welcome  setting  for  physicians  and 
their  families  to  pursue  the  serious 
issues  facing  our  profession. 

In  our  deliberations,  many  issues 
were  identified  which  require  our 
careful  consideration.  I will,  on  this 
page  in  future  issues,  address  many 
of  them  including  professional  liability 
tort  reform,  availability  and  cost  of 
malpractice  insurance,  peer  review, 
alternate  health  care  delivery  systems, 
health  care  for  the  medically  indigent 
and  aged,  and  issues  of  quality  assur- 
ance. To  be  successful  in  confronting 
these  issues,  we  will  need  friends  — 
friends  in  our  home  towns  and  friends 
in  the  Legislature — who  will  carefully 
listen  to  Medicine’s  side  of  the  issue. 
Friends  and  friendships  are  the  basis 


of  coalitions.  Coalitions  are  developed 
for  addressing  the  important  issues 
of  the  day  and  are  built  upon  mutual 
respect  and  commitment  to  shared 
goals. 

Organized  Medicine  has  chosen, 
in  general,  to  take  public  positions 
only  on  issues  directly  related  to  the 
practice  of  Medicine.  In  my  judge- 
ment, we  need  to  broaden  our  public 
position  to  support  the  vital  issues  of 
the  day  in  our  State.  Certainly,  these 
issues  include  the  challenges  of  pro- 
viding quality  education  for  our 
children  from  pre-school  through  the 
graduate  programs.  These  concerns 
include  teachers  and  teachers’  salaries, 
curriculum  planning  including  health 
issues  and  sex  education,  and  capital 
improvements  for  our  aging  and,  in 
some  instances,  inadequate  educa- 
tional facilities.  These  needs  are 
critical  now.  We  must  work  with  our 
local  and  state  governments  to  find 
a way  to  meet  these  challenges. 

Furthermore,  the  continuing  prob- 
lems faced  by  our  business  and  labor 
communities  who  are  trying  to  bring 
economic  recovery  and  prosperity 
back  to  our  State  invite,  and  indeed 
require,  our  attention.  These  problems 
and  challenges  are  too  great  and  too 
important  to  be  left  to  others. 

Some  will  say  “Why  get  involved 
in  these  issues  when  we  are  having 
pressing  issues  in  organized  Medi- 
cine?” Granted,  we  have  pressing 
issues  in  Medicine  but  we  cannot  solve 
them  alone.  If  we  expect  others  to  see 
our  issues  and  help  us,  we  must  be 
involved  in  their  issues.  Organized 
Medicine,  in  my  judgement,  cannot 


afford  the  luxury  of  being  one-dimen- 
sional— only  working  for,  and  seeing, 
issues  which  directly  affect  the  prac- 
tice of  Medicine. 

By  rolling  up  our  sleeves,  carefully 
thinking  out  our  positions,  and  then 
publicly  committing  ourselves  to  back- 
ing the  necessary  changes  and  reforms 
in  the  area  of  education  and  economic 
recovery,  we  can  convince  our  friends 
and  neighbors  in  West  Virginia  that 
organized  Medicine  is  indeed  con- 
cerned with  the  quality  of  life  of  all 
of  the  citizens  of  our  State.  It  can 
be  upon  this  foundation  that  strong 
friendships  and  coalitions  can  be 
built.  Such  coalitions  will  serve  us 
and  our  friends  well  for  years  to  come. 


Let  me  know  what  you  think  about 
these  ideas. 


Charles  E.  Turner,  M.  D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


Looking  Ahead 


“Doctors,  are  you  tired  of  the  MAL- 
PRACTICE situation  in  West  Vir- 
ginia?,” asks  the  headline  on  a flier 
widely  circulated  in  late  August  to 
West  Virginia  physicians. 

The  invitation  is  to  get  away  from 
it  all  by  going  to  work  for  Humana 
Hospital  McFarland  in  Lebanon, 
Tennessee,  where  you  will  enjoy 
various  benefits,  including  free  rent 
for  a year,  and  a “favorable  mal- 
practice climate.” 

Whether  or  not  working  for  a 
corporate  entity  like  Humana  is 
ultimately  appealing  for  many  physi- 
cians remains  open  to  question,  of 
course,  but  living  and  working  in 
a “favorable  malpractice  climate” 
I whatever  that  means)  is  certainly 
most  appealing. 

It  is  interesting  to  observe  that  a 
major  health  corporation  has  chosen 
a marketing  technique  aimed  specifi- 
cally at  West  Virginia’s  highly  visible 
professional  liability  insurance  situa- 
tion. Capitalizing  on  the  continuing 
discontent  of  doctors  with  the  liability 
problem  might  be  smart  marketing  in 
a recruitment  effort,  but  it  also 
reminds  us  that  the  scavengers  are 
never  far  away  from  the  carrion. 

This  recruiting  effort  causes  us  to 
look  to  the  future  and  reminds  each 
of  us  of  the  need  to  redouble  our 
efforts  to  obtain  a stable  professional 
liability  climate  in  West  Virginia 
through  both  legislative  and  edu- 
cational means.  We  deeply  appreciate 
what  our  friends  and  supporters  in  the 
Legislature  were  able  to  do  in  the  past 
session.  We’ve  made  an  important 


beginning,  but  there  is  much  more  to 
do.  WVSMA  is  firmly  committed  to 
seeking  further  refinements  and  ad- 
ditional provisions  in  the  legislation 
obtained  earlier  this  year. 

And  while  we’re  at  it,  let  us  clarify 
a widely  misunderstood  point  which 
our  opponents  have  used  to  attack 
Doctor  Morgan’s  integrity.  Delegate 
James  Humphreys,  (D  (-Kanawha,  at- 
tacked Doctor  Morgan  in  a scathing 
denouncement  in  the  Charleston 
Gazette  for  not  “living  up  to  his 
agreement  not  to  return  to  the  Legis- 
lature for  more  tort  reform  if  SB-714 
was  passed.”  What  he  and  other 
critics  have  done  was  to  tell  only  part 
of  what  was  really  said  on  the  steps 
of  the  Senate  at  11:15  P.  M.  on  the 
final  night  of  the  session. 

To  explain,  let’s  set  the  scene. 
When  WVSMA  began  lobbying  last 
January  for  some  meaningful  tort 
reform,  virtually  all  “experts”  in  the 
process  gave  us  no  chance  of  suc- 
ceeding. They  allowed  that  munici- 
palities might  get  some  sort  of  relief, 
but  that  would  be  it. 

Doctor  Morgan’s  presence  obviously 
changed  a lot  of  thinking  as  he 
diligently  trudged  the  halls  of  the 
Capitol  meeting  many  legislators  in 
their  offices  or  catching  them  outside 
a committee  meeting.  His  openness, 
friendliness  and  persuasiveness  obvi- 
ously prevailed.  While  the  final  ver- 
sion of  SB-714  fell  far  short  of  where 
we  would  like  to  have  been,  it  was 
the  considered  opinion  of  all  directly 
involved  with  the  effort  that  it  was 
the  best  that  could  he  garnered  out 


of  a difficult  situation.  It  was  under 
these  circumstances  that  Senator  Tru- 
man Chafin,  (D  (-Mingo,  at  the  mid- 
night hour  asked  Doctor  Morgan, 
“Doctor,  if  we  agree  to  this  bill  and 
pass  it,  will  you  promise  not  to  be 
back  here  next  year  asking  for  more 
tort  reform?” 

Doctor  Morgan’s  response  was, 
“Yes,  I will  not  personally  be  back 
asking  for  more  reforms  PROVIDING 
that  nothing  unusual  or  untoward 
happens  which  creates  a further 
crisis.”  The  last  12  words  of  this 
sentence  have  been  conveniently 
ignored  by  our  legislative  critics.  The 
threatened  pullout  of  virtually  the 
bulk  of  the  insurance  market  in  May 
was  certainly  a crisis  situation  which 
dictated  further  active  involvement. 
Yet  Doctor  Morgan  was  attacked  as 
not  being  a “man  of  honor”  or  a “man 
of  his  word”  upon  his  return  to  the 
special  session  in  May. 

It  strikes  us  as  peculiar  in  the  first 
place  that  an  elected  representative 
of  the  people  should  even  seek  to 
suggest  that  a citizen  relinquish  his 
right  to  petition  government  for 
redress  for  a one-year  period. 

Ideally,  one  would  hope  to  find 
answers  in  the  private  sector  outside 
the  legislative  arena,  but  the  only 
answers  may  be  in  somehow  modify- 
ing the  various  applicable  laws.  The 
quid  pro  quo  in  the  legislative  process, 
however,  is  always  a compromise  — 
each  side  gives  up  something  it  might 
desire.  The  question  is  the  apron 
strings  attached  to  any  legislation.  If 
physicians  get  something,  the  question 
is  what  obligations  will  they  contract 
with  the  governmental  process? 

The  liability  situation  is  still  far 
from  being  solved;  much  remains  to 
be  done,  and  WVSMA  will  be  “back 
at  it”  come  January.  — MGS 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 
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The  Greenbrier  Decision 


Council  has  made  the  decision  to 
return  the  WVSMA  annual  meetings 
to  the  Greenbrier  (see  story  in  News 
Section) . 

The  experiment  was  tried.  The 
1985  Annual  Meeting  was  held  in 
Charleston,  and  it  was  far  from  a 
failure. 

Attendance  was  slightly  higher  in 
Charleston.  Understandably,  there 
were  more  “walk-ins”  by  Charleston 
area  doctors  attending  a single  ses- 
sion or  specialty  meeting  but  the 
basic  configuration  of  doctors  who 
usually  come  to  the  WVSMA  conven- 
tions seemed  about  the  same. 

Costs  for  the  individual  doctor 
probably  were  lower  in  Charleston 


but  the  costs  for  the  Association  were 
significantly  higher.  Separate  facilities 
for  the  exhibits  and  other  segments 
of  the  meeting  had  to  be  obtained 
because  there  was  not  enough  room 
under  one  roof.  Special  arrangements 
for  entertainment  and  transportation 
had  to  be  made. 

Under  the  policy  thrashed  out  by 
Council  in  the  last  two  years  prior  to 
the  most  recent  convention,  the  annual 
meetings  were  to  be  held  at  the  Green- 
brier in  even-numbered  years  and  in 
other  state  cities  in  odd-numbered 
years.  Now,  Council  has  designated 
the  Greenbrier  as  the  site  for  all 
future  annual  meetings. 

It’s  not  our  intent  to  extol  the  ad- 
vantages of  the  Greenbrier  nor  to 


examine  Council’s  motives  in  directing 
the  change.  The  significance  of  this 
scenario  seems  to  be  that  our  leaders 
have  been  responsive  to  the  member- 
ship and  acted  according  to  their 
wishes.  The  Association  was  willing 
to  experiment.  After  years  of  specula- 
tion about  the  possibility  of  another 
meeting  site  by  the  membership  at 
large,  Council  directed  the  change  in 
1985.  Now,  after  a year  to  digest  the 
results,  Council  changed  its  mind. 

No  doubt  there  are  members  both 
happy  and  unhappy  with  the  decision. 
But  if  a groundswell  to  change  the 
meeting  site  again  develops,  the  leader- 
ship has  demonstrated  that  it  will 
respond.  As  noted,  that’s  the  beauty 
of  this  experience. — CBH 


Our  Readers  Speak 


The  Mentally  III , Substance  Abuser 


Seasonal  Variation  In  Hospital  Admissions? 


Paracelsus  maintained  that  some 
forms  of  insanity  were  a permanent 
state  under  the  influence  of  the  moon 
and  the  stars,  just  as  iron  is  in- 
fluenced by  a magnet  or  as  water 
is  drawn  from  the  earth  by  the  sun.1 
A seasonal  analysis  of  monthly 
frequencies  of  admissions  to  Weston 
Hospital  was  done  for  three  groups 
of  patients  over  fiscal  year  1985  — 
alcoholics,  other  substance  abusers 
and  the  mentally  ill  — to  ascertain 
if  a seasonal  pattern  was  present. 

Past  Treasurer  Comments 

At  the  August  meeting  of  the 
House  of  Delegates  of  the  West  Vir- 
ginia State  Medical  Association  I 
was  given  recognition  and  commen- 
dation for  my  years  as  Treasurer 
of  the  Association,  an  honor  which  I 
appreciate  and  cherish.  However,  I 
feel  I must  comment  on  this  matter 
publicly. 

These  have  been  years  of  import- 
ant and  far-reaching  changes  in  the 


The  results  indicated  that  there 
was  not  a statistically  significant 
variation  from  month  to  month  for 
the  mentally  ill.  Both  alcoholics  and 
other  substance  abusers  did  show 
peak  admissions  in  June  and  July, 
which  were  statistically  significant. 
Although  a records  review  of  one 
year  is  not  sufficient  to  draw  a 
general  conclusion,  this  brief  evalu- 
ation may  be  of  interest.  The  results 
of  these  calculations  are  listed 
as  follows:2 


office,  we  have  constructed  and 
occupied  the  Association’s  head- 
quarters building,  there  have  been 
two  insurance  crises,  and  we  have 
changed  insurance  carriers  (and 
may  have  to  change  again!,  the  As- 
sociation has  become  a recognized 
voice  in  the  State  Legislature,  and 
the  budget  has  mushroomed. 

During  all  this  the  finances  of  the 
Association  have  been  carefully 


Other 

substance  Mentally 


Alcoholics 

abusers 

ill 

peak/low 

ratio 

1.58 

1.94 

1.18 

month  of 
peak 

admissions 

June 

July 

July 

p-value 

0.022 

0.025 

0.419 

1.  Ackerknecht  EH. 

Short 

history  of 

psychiatry.  Trans  Wolff  S.  New  York: 
Hafner  Pub  Co,  1968:24. 

2.  Rothman  KJ,  Boice  JD,  Jr.  Seasonal 
analysis  of  monthly  frequencies.  In:  Epi- 
demiologic analysis  with  a programmable 
calculator.  Boston:  Epidemiology  Re- 

sources Inc,  1982:37-38. 

John  H.  McWhorter,  M.  D. 
Chief  of  Medicine 
Weston  Hospital 
Weston,  WV  26452 


garnered  and  protected,  but  I would 
be  less  than  honest  if  I failed  to 
state  that  this  has  been  done  mostly 
by  the  office  staff,  especially  Mrs. 
Sue  Shanklin,  ably  supervised  by 
our  executive  secretaries,  Charlie 
Lewis  and  Mert  Scholten,  and  the 
Executive  Committee.  The  real 
recognition  should  be  to  them. 

G.  A.  Shawkey.  M.  D. 

3100  MacCorkle  Avenue,  S.E. 

Charleston,  WV  25304 
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General  News 


Dr.  Charles  E.  Turner  Assumes 
Presidency  At  Annual  Meeting 


Dr.  Charles  E.  Turner  of  Hunting- 
ton  has  assumed  duties  as  the  new 
President  of  the  West  Virginia  State 
Medical  Association. 

Doctor  Turner  was  installed  as 
President  by  Dr.  David  Z.  Morgan 
of  Morgantown,  the  retiring  President, 
at  the  concluding  session  of  the  House 
of  Delegates  Saturday,  August  16, 
during  the  119th  Annual  Meeting  of 
the  Association. 

The  August  12-17  convention  re- 
turned to  the  Greenbrier  in  White 
Sulphur  Springs  after  being  held  in 
Charleston  in  1985. 

Doctor  Turner,  an  internist-gastro- 
enterologist, is  a member  of  the 
Huntington  Internal  Medicine  Group, 
Inc.,  and  is  Clinical  Professor  of  Medi- 
cine at  Marshall  University  School  of 
Medicine  in  Huntington. 

Convention  activities  began  with  a 
meeting  of  the  WVSMA  Council  on 
Wednesday,  August  13.  One  of  its 
actions  was  to  approve  the  employ- 
ment of  Doctor  Morgan  as  lobbyist 
for  WVSMA  during  the  1987  state 
legislative  session.  (See  story  on  the 
Council  meeting  elsewhere  in  this 
issue  of  The  Journal.) 

Other  New  Officers 

Doctor  Morgan  presided  at  the 
Wednesday  and  Saturday  sessions  of 
the  House.  He  automatically  became 
Chairman  of  the  Council  for  the  new 
Association  year,  succeeding  Dr.  Carl 
J.  Roncaglione  of  South  Charleston. 

Elevated  to  President  Elect  from 
Vice  President  was  Dr.  Cordell  A. 
De  La  Pena  of  Clarksburg,  who  will 
be  installed  as  President  during  the 


1987  Annual  Meeting  in  White 
Sulphur  Springs  at  the  Greenbrier. 
He  is  Chief  Pathologist  at  United 
Hospital  Center,  Inc.,  in  Clarksburg. 

Dr.  Bill  M.  Atkinson.  Parkersburg 
surgeon,  was  elected  Vice  President. 

Elected  Treasurer  was  Dr.  William 
C Morgan,  Jr.,  Charleston  otolaryngo- 
logist, to  succeed  Dr.  G.  A.  Shawkey, 
also  of  Charleston,  who  resigned. 

Dr.  Harry  S.  Weeks,  Jr.,  of 
Wheeling  was  re-elected  to  a two-year 
term  as  a Delegate  to  the  American 
Medical  Association,  with  Dr.  Joseph 
A.  Smith  of  Dunbar  re-elected  as  an 
Alternate  Delegate. 

Council  Members 

Five  new  Council  members  were 
elected  — four  to  two-year  terms: 
Drs.  Thomas  S.  Clark  and  Michael  T. 
Hogan,  both  of  Morgantown;  Warren 
Point,  Charleston,  and  Herbert  D. 


Cordell  A.  De  La  Pena,  M.  D. 
President  Elect 


Stern.  Logan.  Dr.  Michael  A.  More- 
head  of  Parkersburg  was  elected  to 
fill  the  one-year  unexpired  term  of 
Doctor  Atkinson. 

The  following  have  been  serving 
on  Council  but  were  considered  start- 
ing their  first  term  in  the  first  election 
held  since  adoption  of  the  Associa- 
tion’s new  Constitution  and  Bylaws: 
Paul  E.  Frye,  Fairmont;  Michael  J. 
Lewis,  Morgantown;  Larry  C.  Rogers, 
Petersburg;  James  L.  Bryant,  Clarks- 
burg: Thomas  La  Mar  Stahly,  Sum- 
mersville;  Constantino  Y.  Amores, 
Jean  P.  Cavender  and  Echols  A. 
Hansbarger,  all  of  Charleston,  and 
Stephen  L.  Sebert,  Fairlea. 

Holdovers  Councilors  whose  terms 
will  expire  in  1987  are  Drs.  Jasbir 
S.  Makar,  Weirton;  Derrick  L.  Latos, 
Wheeling:  Francisco  D.  Sabado,  Jr., 
Martinsburg;  Michael  M.  Stump, 
Elkins;  Mel  P.  Simon,  Pt.  Pleasant; 
Robert  W.  Lowe.  Huntington;  Norman 
W.  Taylor  and  William  C.  Covey,  both 
of  Beckley,  and  David  F.  Bell.  Jr., 
Bluefield. 

Under  the  terms  of  the  Constitution, 
Dr.  Carl  J.  Roncaglione  of  South 
Charleston,  the  Council  Chairman  last 
year,  becomes  Councilor-At-Large  for 
1986-87;  and  Dr.  John  B.  Markey  of 
Charleston,  the  WVSMA  President 
three  years  removed,  will  serve  as 
Junior  Councilor  during  the  period. 

The  Executive  Committee,  Council 
and  House  approved  an  amendment 
to  the  Bylaws  to  eliminate  the 
honorary  membership  category.  Since 
proposed  constitutional  amendments 
must  lie  over  for  a year,  actual 
removal  of  the  membership  category 
cannot  take  place  until  the  same 
amendment  to  the  Constitution  is 
approved  by  the  House  in  1987. 

Resolutions 

The  19  resolutions  adopted  by  the 
House  were  more  than  usually  ap- 
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proved  in  recent  years.  Some  of  the 
resolutions  deal  with  such  matters 
as: 

• resubmission  of  a tort  reform  bill 
in  the  state  Legislature; 

• abolishing  punitive  damages  in 
medical  liability  cases; 

• prohibiting  the  sale  of  smokeless 
tobacco  products  to  minors; 

• mandatory  use  of  seat  belts 

• adequate  funding  for  the  West 
Virginia  Board  of  Medicine; 

• prompt  payment  by  third-party 
carriers; 

• commendation  of  Drs.  David  Z. 
Morgan,  Morgantown,  1985-86  Presi- 
dent, and  G.  A.  Shawkey,  Charleston, 
former  Treasurer  who  resigned  effec- 
tive at  the  time  of  the  convention, 
for  their  service  and  contributions  to 
WVSMA; 

• adequate  state  reimbursement 
levels  for  obstetrical  services  to  the 
indigent; 

• evaluation  of  effects  of  cost  con- 
tainment and  regulatory  efforts  by 
prepaid  plans  and  other  carriers  on 
the  quality  of  health  care. 

The  full  texts  of  the  resolutions 
appear  elsewhere  in  this  issue  of  The 
Journal. 

Doctor  Fix  Honored 

Dr.  L.  Walter  Fix  of  Martinsburg, 
1980-81  WVSMA  President,  was  pre- 
sented an  award,  in  the  form  of  a 
resolution  of  appreciation,  from  the 
Executive  Committee  during  the  first 
House  session  August  12. 

The  award  recognized  Doctor  Fix 
for  coming  out  of  “retirement”  to 
serve  an  additional  year  as  Council 
Chairman  for  1984-85  upon  the  de- 
parture from  West  Virginia  of  former 
President  Carl  Adkins,  M.  D.,  and  for 
serving  as  the  first  President  of  the 
West  Virginia  State  Medical  Associa- 
tion Properties,  Inc.,  and  continuing 
to  serve  as  Treasurer  of  this  WVSMA 
subsidiary  which  owns  the  head- 
quarters building  in  Charleston. 

A plaque  containing  the  resolution 
was  presented  to  Doctor  Fix  by  Doctor 
Morgan. 


Huntington  Native 

Doctor  Turner  was  elected  Vice 
President  in  1984,  and  became  Presi- 
dent Elect  in  August,  1985. 

A native  of  Huntington,  President 
Turner  is  a member  of  the  active 
staff  of  Cabell  Huntington  and  St. 
Mary’s  hospitals  there,  and  is  con- 
sultant in  gastroenterology  at  the 
Huntington  Veterans  Administration 
Medical  Center. 

He  was  Chief  of  Medicine  at  St. 
Mary’s  from  1973  to  1982,  and  was 


Greenbrier  Site  Chosen 
For  Annual  Meeting 

It’s  back  to  the  Greenbrier  in 
1987. 

In  a policy  reversal  during  its 
pre-convention  meeting  in  August 
at  the  Greenbrier,  WVSMA  Council 
cancelled  the  previously  announced 
site  of  Charleston  for  the  1987 
Annual  Meeting,  and  directed  that 
all  future  annual  meetings  be  held 
at  the  Greenbrier. 

The  1987  convention  dates 
will  be  from  Saturday,  August  8, 
through  Wednesday,  August  12, 
the  Executive  Committee  an- 
nounced in  late  August  following 
the  1986  August  12-17  Annual 
Meeting.  The  1987  time  slot  is  the 
only  feasible  one  available  at  the 
Greenbrier  next  August.  WVSMA 
annual  meetings  historically  have 
been  held  Tuesday  through  Satur- 
day. 

Under  the  previous  plan,  annual 
meetings  were  to  be  held  at  the 
Greenbrier  in  even-numbered  years 
and  in  other  state  cities  in  odd- 
numbered  years.  ( See  editorial  on 
Page  384.  ) 


President  of  the  Cabell  County  Medi- 
cal Society  in  1983. 

Certified  by  the  American  Boards 
of  Internal  Medicine  and  Gastroenter- 
ology, Doctor  Turner  is  a graduate  of 
Marshall  University,  and  received  his 
M.  D.  degree  in  1963  from  West  Vir- 
ginia LTniversity  School  of  Medicine 
where  he  became  a member  of  Alpha 
Omega  Alpha,  the  honor  medical 
society. 


He  completed  his  postgraduate 
work,  including  a fellowship  in 
gastroenterology,  at  Strong  Memorial 
Hospital,  LTniversity  of  Rochester, 
Rochester,  New  York,  and  served  as 
a medical  officer  with  the  U.  S.  Navy 
from  1965  to  1967. 

The  new  President  is  a member  of 
a number  of  professional  organiza- 
tions, and  is  a Fellow  of  the  American 
College  of  Physicians  and  the  Ameri- 
can College  of  Gastroenterology. 

President  Elect 

Doctor  De  La  Pena,  the  Presi- 
dent Elect,  served  two  terms  on  the 
WVSMA  Council,  and  is  a member 
(1986  Chairman)  of  the  Resolutions 
Committee.  He  also  has  served  as 
a member  of  the  Program,  Cancer, 
Budget  and  Audit,  and  Nominating 
committees. 

He  is  a member  of  the  Board  of 
Directors  of  LInited  Hospital  Center, 
Inc.,  and  will  serve  as  President  of 
the  medical  staff  for  a second  time 
beginning  in  November. 

Doctor  De  La  Pena  also  is  Chief 
of  Staff  and  Chief  of  Laboratory 
Services  at  Clarksburg  Veterans  Ad- 
ministration Medical  Center. 

Born  in  Honolulu,  he  received  his 
M.  D.  degree  from  the  University  of 
Santo  Thomas  in  Manila,  Philippines, 
and  completed  postgraduate  work  in 
this  country  in  Massachusetts,  Con- 
necticut and  Pennsylvania. 

The  President  Elect  is  Clinical  As- 
sistant Professor  of  Pathology  at  WVU 
School  of  Medicine,  and  is  a Past 
President  of  the  West  Virginia  As- 
sociation of  Pathologists,  Inc.,  West 
Virginia  Association  of  Blood  Banks, 
Harrison  County  Medical  Society, 
Harrison  County  Cancer  Society,  and 
Association  of  Philippine  American 
Pathologists. 

He  is  certified  by  the  American 
Board  of  Anatomic  Pathology,  Ameri- 
can Board  of  Clinical  Pathology, 
American  Board  of  Pathology  — 
Hematology,  and  also  is  certified  in 
infection  control. 
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Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1986,  as  compiled 
by  Ernest  W.  Chick,  M.  D.,  MU 
Director  of  Continuing  Medical  Ed- 
ucation; Robert  E.  Kristofco,  WVU 
Assistant  to  the  Dean/Continuing 
Medical  Education;  J.  Zeb  Wright, 
Ph.D.,  Director  of  Continuing  Educa- 
tion Outreach  and  Community  Affairs, 
WVU  Charleston  Division;  and 
Sharon  Hall,  Director  of  Continuing 
Education,  Charleston  Area  Medical 
Center  ( also  in  charge  of  WVU 
Charleston  Division  on-campus  CME). 
The  schedule  is  presented  as  a con- 
venience for  physicians  in  planning 
their  continuing  education  program. 
(Other  national,  state  and  district 
medical  meetings  are  listed  in  the 
Medical  Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  he  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  by  calling  Doctor  Chick  at 
(304)  526-0515;  Kristofco,  (304) 
293-3937;  Wright,  (304)  347-1243; 
and  Hall,  (304)  348-9580. 

West  Virginia  University 

Oct.  1,  Charleston,  Faculty  Research 
Day 

"Oct.  10-11,  Morgantown,  Internal 
Medicine  Update  ’86 
Oct.  14,  Charleston,  The  Role  of 
Autologous  Bone  Marrow  Trans- 
plantation for  Solid  Tumors 
Oct.  18,  Morgantown,  7th  Annual 
Ophthalmology  Conference 
Oct.  18,  Charleston.  WV  Thoracic 
Society 

Oct.  23-24,  Morgantown,  12th  Hal 
Wanger  Family  Practice  Conference 
Oct.  24,  Charleston,  Emergency  Care 
Seminar 


*Oct.  25,  Morgantown,  Pediatric 
Octoberfest 

"Nov.  1,  Morgantown,  Cardiology 
Update 

Nov.  5,  Charleston,  Adolescent  Obesity 
'"'Nov.  22,  Morgantown,  Magnetic 

Resonance  Imaging 
Dec.  11,  Charleston,  Newer  Treat- 
ments for  Lung  Cancer 

0 in  conjunction  with  WVU  football 
games 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center- 
Charleston  Division/ CAMC 

Hluefield,  Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room. 
3rd  Thursday,  Noon-2  P.  M.  — 
Oct.  16  ( program  to  be  announced  ( 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Thursday,  8-10 
A.M.  — - Oct.  9,  “Update  on  Guide- 
lines for  Disability  Determination,” 
WV  Workers’  Compensation  Fund 
Nov.  13,  “Office  Evaluation  & 
Management  of  Urinary  Incon- 
tinence,” James  Lane,  M.  D. 

Gassaway,  Braxton  Co.  Memorial 
Hospital.  1st  Wednesday,  7-9  P.  M. 
— Oct.  1,  “Lithotripsy:  ESWL,” 
Thomas  McCoy,  M.  D. 

Nov.  5.  “Seizure  Disorders,”  A.  L. 
Poffenbarger,  M.  D. 

Dec.  3,  “Allergy  & Immunology,” 
L.  Blair  Thrush,  M.  D. 

Greenbrier,  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  P.  M.  — 
Oct.  21,  “Early  Diagnosis  of  Breast 
Cancer,”  James  Boland,  M.  D. 
Nov.  18,  “Ruptured  Lumbar  & 
Cervical  Disc:  A 30-Year  View,” 
Robert  Nugent,  M.  D. 

Dec.  16,  “Noninvasive  Cardiac 
Imaging,”  William  Carter,  M.  D., 
& Donald  Lilly,  M.  D. 

Madison,  Boone  Memorial  Hospital, 
2nd  Tuesday,  7-9  P.  M.  — Oct.  14, 
“Llpdate  Respiratory  Therapy,” 
Mahendra  Patel,  M.  D. 

Nov.  11,  “Acute  Medical  Emergen- 
cies & Transport,”  John  Walker, 
R.N.,  & Nancy  Crittenden,  R.N. 
Dec.  9,  “Early  Warning  in  the 
Diagnosis  of  AIDS,”  Patrick  Robin- 
son, M.  D. 


Oak  Hill,  Plateau  Vocational  Center 
(Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — Oct.  28,  “Update 
Cardiovascular  Surgery,”  Daniel 
Foster,  M.  D. 

Summer sville,  Summersville  Memorial 
Hospital,  1st  Tuesday,  6:30-8:30 
P.  M.  — Oct.  7 (vacation) 

Nov.  4,  “Pulmonary  Function  Test- 
ing,” Bippin  Avashia,  M.  D. 

Dec.  2,  “Update  on  Treatment  of 
Common  Cancers,”  Daniel  Lee, 
M.  D. 

W elch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
Oct.  15,  “ENT,”  Nabil  A.  Ragheb, 
M.  D. 

W hitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Oct.  22,  “Update 
Emergency  Medicine,”  Edward 
Wright,  M.  D. 

Nov.  26  ( vacation  ) 

Dec.  24  ( vacation  ) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — Oct  2,  “Anesthesia  for  the 
Non-Anesthetist,”  J.  K.  Lilly,  M.  D. 

Nov.  6,  “The  Primary  Care  Pro- 
vider & the  Diagnosis  of  AIDS,” 
Patrick  Robinson,  M.  D. 

Dec.  4 (vacation) 


Florida  Doctor  To  Speak 
To  Ophthalmologists 

Melvin  L.  Rubin,  M.  D.,  Chairman 
of  Ophthalmology  at  the  University 
of  Florida  at  Gainesville,  will  be  the 
featured  speaker  for  the  Seventh 
Annual  Ophthalmology  Conference 
October  18  at  West  Virginia  Uni- 
versity Medical  Center. 

Doctor  Rubin  is  this  year’s  nominee 
for  President  Elect  of  the  American 
Academy  of  Ophthalmology. 

The  program  also  will  feature  the 
dedication  of  the  Hutchinson  Lecture- 
ship in  Ophthalmology.  Dr.  B.  Thomas 
Hutchinson,  donor  of  the  lectureship, 
will  be  present. 

Sponsors  are  the  WVU  Department 
of  Ophthalmology  and  the  West  Vir- 
ginia Academy  of  Ophthalmology. 
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Turner 

& 

Turner 


^Facing  Page:  Dr.  Charles  E.  Turner 
and  his  wife,  Linda,  Huntington,  were 
installed  as  Presidents  of  the  WVSMA 
and  its  Auxiliary,  respectively,  as  the 
two  groups  held  their  annual  meetings 
in  August  at  the  Greenbrier  in  White 
Sulphur  Springs. 


A Dr.  G.  A.  Shawkey,  Charles- 
ton, was  recognized  for  many  years 
of  service  as  WVSMA  Treasurer 
prior  to  his  resignation  effective  at 
the  time  of  the  Association’s  Annual 
Meeting. 


A Dr.  Charles  R.  Arnett,  Philippi,  right,  receives  the  WVSMA’s  A.  H.  Robins 
Company  Physician  Award  for  Community  Service  from  Dr.  David  Z.  Morgan,  M.  D., 
1985-86  President,  during  the  first  House  session  at  the  Association’s  convention. 


▼ Some  of  the  new  or  re-elected  Association  officers  are,  from  left  (seated),  Drs. 
Bill  M.  Atkinson,  Parkersburg,  Vice  President;  Doctor  Turner,  President,  and  Cordell 
A.  De  La  Pena,  Clarksburg,  President  Elect;  standing  from  left,  Drs.  Joseph  A.  Smith, 
Dunbar,  re-elected  AMA  Alternate  Delegate,  and  Harry  S.  Weeks,  Jr.,  Wheeling, 
re-elected  AMA  Delegate. 


A Some  of  the  WVSMA  Councilors  are  shown  immediately  following  the  Annual  Meeting  in  August. 
From  left,  are  Drs.  Stephen  L.  Sebert*,  Fairlea;  Michael  A.  Morehead,  Parkersburg,  new  Councilor; 
Herbert  D.  Stern,  Logan,  new  Councilor;  James  L.  Bryant*,  Clarksburg;  William  C.  Covey,  Jr., 
Beckley,  holdover  Councilor;  Jean  P.  Cavender*,  Charleston,  and  Constantino  Y.  Amores*,  Charleston. 

^Served  previously  on  Council  but  considered  starting  first  term  in  first  election  held  since  adoption  of  new  constitution 
and  bylaws. 


^The  WVSMA  Publication  Committee  met 
during  the  Annual  Meeting.  Seated  are 
Doctors  Stephen  D.  Ward  (left),  Wheeling, 
Editor  of  the  Journal,  and  Joe  N.  Jarrett, 
Oak  Hill,  Associate  Editor;  standing,  from 
left,  Drs.  John  M.  Hartman,  Charleston; 
Thomas  J.  Holbrook,  Huntington,  and  L. 
Walter  Fix,  Martinsburg,  Associate  Editors. 
Not  shown  are  Drs.  Vernon  E.  Duckwall, 
Elkins,  and  David  Z.  Morgan,  Morgantown, 
Associate  Editors. 


A Checks  were  given  to  Drs.  Richard  A.  DeVaul, 
left,  Dean,  WVU  School  of  Medicine,  and  Jack  H. 
Baur,  Assistant  Dean  for  Clinical  Affairs,  MU 
School  of  Medicine,  during  the  first  House  session 
at  the  WVSMA  convention.  Jeanny  Kalaycioglu 
(Mrs.  M.  V.)  of  Shinnston,  1985-86  WVSMA 
Auxiliary  President,  presented  the  checks  ($19,352 
for  WVU  and  $11,596  for  MU),  representing  the 
annual  contribution  by  state  doctors  and  the  Auxil- 
iary to  the  medical  schools  through  the  Education 
and  Research  Foundation  of  the  AMA  (AMA-ERF). 


A Following  his  address  to  the  first  session  of  the  House 
of  Delegates,  Dr.  John  J.  Coury,  Jr.  (left),  Port  Huron, 
Michigan,  AMA  President,  watches  other  House  proceedings. 
Next  to  him  is  Dr.  Joseph  T.  Skaggs  of  Charleston. 


▼ 


Convention 


scene  shows  registration  table  and  doctors  leaving  just-concluded  scientific  session. 


Maurice  A.  Mufson,  M.  D.  Joye  A.  Martin,  M.  D. 

Geriatrics , Ethics 


‘87  ‘Mid -Winter’  Speakers  Named 


Speakers  on  geriatrics  and  ethics 
for  the  20th  Mid-Winter  Clinical 
Conference  next  January  23-25  have 
been  announced  by  the  Program  Com- 
mittee. 

The  Saturday  afternoon,  January 
24,  session  on  “Concerns  in  Geria- 
trics” will  include  talks  by  Dr. 
Maurice  A.  Mufson  of  Huntington, 
who  also  will  serve  as  moderator,  and 
Dr.  Joye  A.  Martin,  also  of  Hunting- 
ton.  Doctor  Mufson  will  discuss  “Up- 
date on  Immunization  of  the  Elderly,” 
and  Doctor  Martin  will  speak  on 
“Exercise,  Nutrition  and  Immobility.” 

“Ethical  Dilemmas  for  the  1980s 
and  Beyond”  will  be  the  title  of  the 
Sunday  morning  session,  for  which 
Dr.  Warren  Point  of  Charleston  will 
be  one  of  two  speakers. 

The  annual  CME  event  will  open 
Friday,  January  23,  at  the  Charleston 
Marriott  and  end  at  noon  on  Sunday, 
January  25,  with  scientific  sessions 
scheduled  Friday  afternoon,  Saturday 
morning  and  afternoon,  and  Sunday 
morning. 

The  conference  is  being  sponsored 
by  WVSMA,  Marshall  University  and 
West  Virginia  University  schools  of 
medicine,  and  Charleston  Area  Medi- 
cal Center. 


Impaired  Physician 

The  Friday  evening  physicians’ 
session  will  focus  on  the  impaired 
physician  and  the  WVSMA’s  Judicial 
Commission  which,  under  the  pro- 
visions of  the  Association's  new 
constitution  and  bylaws  approved  in 
1985,  has  final  authority  in  matters 
pertaining  to  ethics,  grievances  and 
physician  discipline.  Rules  and  regu- 
lations of  the  Judicial  Commission 
were  approved  during  the  pre-conven- 
tion meeting  of  Council  this  past 
August. 

“Foods  for  Healthy  Living”  will  be 
the  subject  of  the  concurrent  Friday 
evening  public  session,  with  plans  for 
a special  two-hour  “healthful”  cooking 
demonstration  and  luncheon  co- 
sponsored by  the  WVSMA’s  Auxiliary, 
beginning  at  noon  that  same  day. 

“Problems  of  Adolescence”  will  be 
the  Saturday  morning  topic. 

Doctor  Mufson  is  Professor  and 
Chairman,  Department  of  Medicine, 
and  Professor  of  Microbiology  at  MU 
School  of  Medicine.  A member  of 
the  Mid-Winter  Clinical  Conference 
Program  Committee  since  1978,  he 
came  to  the  MU  Chairman  of  Medi- 
cine post  in  1976  from  the  University 
of  Illinois  College  of  Medicine  in 


Chicago  where  he  was  Professor  of 
Epidemiology. 

County  Society  President 

Doctor  Mufson  is  President  of  the 
Cabell  County  Medical  Society,  on 
the  Editorial  Board  of  the  Journal  of 
Clinical  Microbiology,  and  is  a Fellow 
of  the  Infectious  Diseases  Society  of 
America. 

From  July,  1984,  to  April,  1985, 
he  was  on  sabbatical  leave  as  Visiting 
Scientist  in  the  Department  of 
Virology,  Karolinska  Institute,  Stock- 
holm, Sweden,  with  Dr.  Erling  Norrby. 

Born  in  New  York  City,  Doctor 
Mufson  was  graduated  from  Bucknell 
University,  and  received  his  M.  D. 
degree  in  1957  from  New  York  Uni- 
versity College  of  Medicine.  He  com- 
pleted postgraduate  work  at  Bellevue 
Hospital  in  New  York  City  and  the 
University  of  Illinois,  and  was  a NIH 
fellow  in  infectious  diseases. 

He  is  the  author  or  co-author  of 
124  articles  and  36  abstracts. 


Doctor  Martin  is  Associate  Profes- 
sor and  Chief,  Section  of  Geriatric 
Medicine,  Department  of  Family  and 
Community  Health  at  MU  School  of 
Medicine.  She  joined  the  MU  faculty 
in  1982  after  two  years  of  private 
practice  in  Barboursville,  and  con- 
tinues to  see  patients  on  a part-time 
basis  at  MU’s  satellite  clinic  there. 

She  was  graduated  from  Wilkes 
College  in  Wilkes-Barre,  Pennsylvania, 


Warren  Point,  M.  D. 


Geriatrics  Chief 
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and  received  her  M.  D.  degree  in  1977 
from  the  Medical  College  of  Pennsyl- 
vania in  Philadelphia.  She  completed 
her  residency  at  Temple  University  in 
Philadelphia,  and  is  certified  in  in- 
ternal medicine. 

Doctor  Martin  is  Medical  Director 
of  the  Red  Cross  Senior  Citizen 
Health  Fair,  member  of  the  Discharge 
Planning  Task  Force  and  the  Tissue 
Committee  at  Cabell  Huntington  Hos- 
pital, and  the  Utilization  Review 
Committee  at  Saint  Mary’s  Hospital 
in  Huntington. 

She  received  the  Outstanding  Pro- 
fessor Award  at  MU  School  of  Medi- 
cine in  1984. 

Doctor  Point 

Doctor  Point,  a native  of  Charles- 
ton, returned  to  that  city  in  1977 
from  Massachusetts  to  join  the  faculty 
of  WVU  Medical  Center.  His  current 
appointments  are:  Assistant  Chair- 
man, Department  of  Medicine,  WVU 
Medical  School;  Chairman,  Depart- 
ment of  Medicine,  Charleston  Area 
Medical  Center,  and  Professor  and 
Director,  Department  of  Medicine, 
WVU  Medical  Center,  Charleston  Di- 
vision. He  is  a member  of  WVSMA’s 
Council. 

He  is  a board  member  of  the  CAMC 
Foundation  and  the  CAMC  Housing 
Corporation,  and  is  active  in  the 
American  College  of  Physicians,  of 
which  he  is  a Fellow.  He  was  ACP 
Governor  for  West  Virginia  in  1983, 
and  served  on  the  Executive  Council 
of  the  Association  of  Program  Direc- 
tors in  Internal  Medicine  in  1985. 

Doctor  Point  was  graduated  from 
WVU,  and  received  his  M.  D.  degree 
in  1945  from  Harvard.  He  did  post- 
graduate work  at  Boston  City  Hospital, 
and  was  a clinical  and  research  fellow 
in  gastroenterology  at  Massachusetts 
General  Hospital  in  Boston.  He  was 
in  private  practice  in  Boston  from 
1951-77,  and  in  group  practice  at 
Massachusetts  Institute  of  Technology 
in  Cambridge  from  1967-77. 

Doctor  Point  also  serves  on  the 
boards  of  the  University  of  Charleston, 
United  Way  of  Charleston,  and 
Charleston  National  Bank. 


As  announced  previously,  Dr. 
Albert  F.  Heck  of  Charleston  will 
speak  on  Alzheimer’s  disease  during 
the  Saturday  afternoon  geriatrics  ses- 
sion, and  Dr.  Eugene  A.  Stead,  Jr., 
from  Duke  University  will  be  the  other 
speaker  for  the  Sunday  ethics  session. 

Doctor  Heck  is  Professor  of  Neuro- 
logy at  WVU  Charleston  Division, 
staff  neurologist  at  CAMC,  and  Di- 
rector, Neurological  Training,  WVU 
Charleston  Division. 

Doctor  Stead  was  Florence  Mc- 
Alister Professor  of  Medicine  and 
Chairman,  Department  of  Medicine 
at  Duke  from  1947-67,  and  now  is 
professor  emeritus  in  that  appoint- 
ment. He  also  was  physician-in-chief 
at  Duke  Hospital  during  those  years. 

The  Saturday  morning  adolescence 
session  will  explore  such  problems  as 
substance  abuse,  depression  and 
suicide,  and  pregnancy.  The  Saturday 
afternoon  geriatrics  session,  in  ad- 
dition to  the  subjects  mentioned 
above,  will  include  discussion  of 
polypharmacy  and  depression. 

The  Sunday  morning  ethics  speakers 
will  cover  code  issues,  organ  donations 
and  the  comatose  patient. 


Members  of  the  Program  Committee 
are  Drs.  William  0.  McMillan,  Jr., 
Charleston,  Chairman;  Doctor  Muf- 
son;  Joseph  T.  Skaggs,  Charleston; 
Richard  G.  Starr,  Beckley;  John  W. 
Traubert,  Morgantown,  and  C.  Carl 
Tully,  South  Charleston. 


Sports  Winners  Crowned 
At  Annual  Meeting 

Dr.  Andrew  Summers  of  Morgan- 
town won  the  WVSMA  Golf  Tourna- 
ment trophy  with  the  low  gross  score 
of  72  in  competition  held  in  conjunc- 
tion with  the  Association’s  119th  An- 
nual Meeting  in  White  Sulphur 
Springs. 

Dr.  David  B.  Gray  of  Charleston 
was  the  winner  in  tennis  competition, 
in  round-robin  type  of  play. 

Winners  in  the  women’s  tennis 
doubles  competition  were  Maria 
Capinpin  (Mrs.  Alberto  G. ) and 
Tommie  Roncaglione  (Mrs.  Carl  J.), 
both  of  Charleston. 

Maxine  Gilmore  (Mrs.  William  E.) 
of  Vienna  was  the  low  gross  winner  in 
the  women's  golf  competition. 


FAMILY  PORTRAIT.  Dr.  Charles  E.  Turner  (center,  rear)  of  Huntington,  the 
new  WVSMA  President,  is  shown  with  his  family.  In  the  front,  wife  Linda  (center), 
1986-87  WVSMA  Auxiliary  President,  sits  with  daughters  Holly,  left,  and  Julie. 
With  Doctor  Turner  are  sons  Jim,  left,  and  Mark. 


OCTOBER,  1986,  VOL.  82  393 


— 7 


r- 

Poetry  Corner  \ 

OCTOBER 

October,  you  have  done  it  again ! 

Just  when  I get  mired 
In  the  quagmire 
Of  a sodden 
September, 

You  pull  me  out 

And  fling  me  to  the  bright  blue  skies; 
Where  1 watch  the  autumn  colors, 

T reading  on  the  heels 
Of  a fading  summer, 

March  across  the  hills 

To  the  time  of  winter  s drummer. 

I am  surrounded  by  warmth 
Encased  in  a shell  of  coolness, 

Which  one  morning  will  crack 
And  let  the  warmth  escape. 

But  for  now 
l bask 

In  your  beauty. 

—Robert  L.  Smith,  M.D.,  Morgantown 


RELUCTANT  OAK  LEAVES 

There  seems  no  valid  reason  at  all 
For  brown  oak  leaves  not  to  fall 
In  autumn 
With  the  others, 

Except  their  “druthers” 

Are  to  hang  on  a little  longer. 

I watched  an  old  oak  by  my  door 
For  several  weeks,  and  several  more, 

As  winter 

Worked  her  silent  spell, 

Yet  not  one  little  oak  leaf  fell 
Until  the  March  winds  came. 

Then  what  a lovely  time  they  had, 

They  seemed  to  be  so  dizzily  glad 
That  the  wind 
Was  finally  there, 

With  no  other  leaves  to  share 
Their  madcap  swirling  ’ cross  the  snow. 

I think  this  is  the  reason 

Oak  leaves  never  fall  in  season  — 

They’d  rather  not, 
l do  believe, 

Be  seen  with  all  those  brighter  leaves 
W e so  admire  in  autumn. 

—Robert  L.  Smith,  M.D.,  Morgantown 


The  Journal  Invites 
Readers’  Poetry 

Do  you  have  the  creative  urge? 
Do  you  feel  like  waxing  poetic? 
Are  you  a “closet”  poet? 

If  your  answer  to  any  of  these 
questions  is  “yes,”  The  Journal  in- 
vites you  to  submit  your  poetry  to 
the  “Poetry  Corner”  which,  hope- 
fully, will  appear  in  each  issue 
(depending  on  your  response!). 

The  Publication  Committee  is 
starting  “Poetry  Corner”  in  its  con- 
tinuing attempt  to  add  new  dimen- 
sions, and  interest,  for  Journal 
readers. 

The  new  feature  is  inaugurated 
in  the  accompanying  “Poetry 
Corner”  with  two  poems  submitted 
by  Dr.  Robert  L.  Smith  of  Morgan- 
town. 

Writers  submitting  poetry  which 
is  accepted  for  publication  will  be 
so  notified,  and  will  be  given  credit 
at  the  time  of  printing. 

Doctors,  release  your  tensions 
and  let  your  creative  juices  flow. 
It’ll  be  good  for  you!  Submit  your 
poems  to  “Poetry  Corner.” 


Annual  Elections  Held 
By  Sections,  Societies 

Following  are  officers  (as  reported 
to  The  Journal  I elected  or  re-elected 
by  specialty  societies  or  sections  dur- 
ing meetings  in  conjunction  with  the 
WVSMA’s  Annual  Meeting  in  August 
in  White  Sulphur  Springs  at  the 
Greenbrier: 

West  Virginia  Gastrointestinal  So- 
ciety: Drs.  Thomas  W.  Kiernan, 

Huntington,  President:  Firas  Al- 

Kawas,  Morgantown,  President  Elect, 
and  Marc  Subik,  Huntington.  Secre- 
tary-Treasurer. 

West  Virginia  Chapter,  American 
College  of  Emergency  Physicians: 
Drs.  R.  Bruce  Henthorn.  Parkersburg. 
President:  Rex  Lasure,  Wheeling. 

President  Elect;  Debra  Slapper, 
Princeton,  Vice  President,  and  C. 
David  Burkland,  Wheeling,  Secretary- 
Treasurer. 

Section  on  Surgery:  Dr.  Bill  M. 

Atkinson,  M.  D.,  Chairman. 


Council  Acts  Cover  Wide 
Range  At  August  Meeting 

The  WVSMA  Council,  in  its  pre- 
convention meeting  August  13  at  the 
Greenbrier,  approved  honorary  and 
retired  members  and  heard  reports  by 
the  Impaired  Physician  Committee 
and  the  Judicial  Commission. 

As  reported  in  the  August  25  issue 
of  WESGRAM,  Council:  heard  the 
Insurance  Committee  report  that  CNA 
Insurance,  the  WVSMA-endorsed  lia- 
bility insurance  carrier,  will  request 
an  overall  premium  increase  of  23 
per  cent  in  1987;  heard  the  Committee 
report  further  that  occurrence  type  of 
coverage  would  be  offered  one  more 
year,  after  which  CNA  coverage  would 
be  on  a claims-made  basis  only; 
approved  the  formation  of  a captive 
insurance  company  by  WVSMA,  to 
be  “put  on  the  shelf”  and  designed 
to  he  activated,  if  necessary,  in  30  to 
40  days;  and  approved  the  employ- 
ment of  Dr.  David  Z.  Morgan,  1985-86 
WVSMA  President,  as  WVSMA 
lobbyist  during  the  1987  state  legis- 
lative session. 

The  Executive  Committee  is  con- 
tinuing negotiations  with  CNA  on 
1987  insurance  coverage. 

Council  approved  honorary  mem- 
bership for  Dr.  Charles  F.  Whitaker, 


NATIONAL  RECOGNITION.  Dr.  John 
M.  Grubb,  Point  Pleasant  obstetrician- 
gynecologist,  is  the  1986  American 
Cancer  Society’s  Medical  Volunteer  of 
the  Year.  Doctor  Grubb  was  the  one 
person  in  the  nation  selected  from  four 
finalists,  with  entries  submitted  by  state 
chapters. 
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Jr.,  of  Parkersburg  (Parkersburg 
Academy),  and  retired  membership 
for  Drs.  Frederick  C.  Goodall  of 
Princeton  (Mercer  County  Medical 
Society  ) and  Richard  W.  Brown  of 
Spencer  (Western  West  Virginia). 

Procedures  for  use  by  the  Com- 
mittee on  the  Impaired  Physician,  as 
prepared  by  the  law  firm  of  Kay, 
Casto  & Chaney  of  Charleston,  were 
approved  by  Council.  The  Committee 
update  was  presented  to  Council  by 
the  Chairman,  Dr.  Kenneth  M.  Fink 
of  Huntington. 

Rules  and  regulations  of  WVSMA’s 
Judicial  Commission,  also  prepared 
by  Kay,  Casto  and  Chaney,  were 
approved  by  Council. 

In  other  actions,  Council: 

• Heard  an  update  by  Woodford 
Burnett,  President  of  Interactive  Medi- 
cal Systems,  Raleigh,  North  Carolina, 
on  Preferred  Medical  Care  Network 
Inc.  ( PMCN ) , WVSMA’s  preferred 
provider  organization  (PPO),  with  a 
directory  of  members  expected  to  be 
ready  for  distribution  about  Septem- 
ber 1; 

• Approved  a plan  to  enlist  student 
and  resident  members  into  WVSMA 
membership,  with  WVSMA  subsidiz- 
ing a part  of  the  dues; 

• Approved  the  transfer  of  $10,000 
to  West  Virginia  University  School  of 
Medicine  and  $10,000  to  Marshall 
University  School  of  Medicine  from 
the  scholarship  fund  to  establish  the 
Charlie  Lewis  Student  Loan  Fund  to 
finance  three  scholarship  loans  each 
year  at  each  of  the  schools.  ( Chang- 
ing the  former  scholarship  awards 
program  to  a loan  program  was  ap- 
proved several  years  ago,  with  the 
new  loan  program  named  in  honor  of 


Special  Thanks 

The  following  firms  contributed 
door  prizes  for  distribution  during 
the  119th  Annual  Meeting  held  at 
the  Greenbrier  in  August  but  were 
received  too  late  for  inclusion  in 
the  official  program: 

BROYLES  JEWELERS 
Spring  Hill,  WV 

ROERIG  PHARMACEUTICALS 
New  York,  NY 


the  late  Charles  R.  Lewis,  WVSMA 
Executive  Secretary  in  1975-84.) 

• Reiterated  that  visitations  to 
component  societies  would  be  made 


A Philippi  physician  who  has  given 
years  of  volunteer  service  to  his  pro- 
fession and  community,  and  a 
Huntington  supermarket  owner  who 
originated  Grocers-Merchant  Day  for 
the  American  Cancer  Society  received 
special  awards  from  WVSMA  during 
its  Annual  Meeting  in  August  at  the 
Greenbrier. 

Dr.  Charles  R.  Arnett,  a busy 
general  practitioner  who  has  managed 
to  serve  many  causes  both  through  his 
church  and  on  his  own.  was  presented 
the  A.  H.  Robins  Company  Physician 
Award  for  Community  Services  ( See 
photo  on  Page  389). 

John  C.  Beckwith,  owner  of  the 
B & B Produce  Market  in  Huntington, 
was  given  the  WVSMA  Presidential 
Citation,  an  award  recognizing  contri- 


by  the  Association  President  at  least 
every  second  year  and,  in  the  interim, 
an  officer  or  staff  person  would  make 
the  official  visit. 


butions  to  health  care  by  West  Vir- 
ginia lay  citizens. 

At  different  times  between  1967 
and  1980,  Doctor  Arnett  spent  a total 
of  nine  years  donating  medical 
services  in  Africa  through  the  United 
Methodist  Church,  and  three  weeks  in 
Honduras  I 1975  ) where  relief  work 
was  needed. 

He  has  been  instrumental  in  imple- 
menting an  obstetrical  clinic  for  the 
care  of  the  indigent  in  cooperation 
writh  the  State  Health  Department, 
and  volunteered  to  serve  as  Medical 
Director  of  the  Physician  Assistant 
training  program  at  Alderson-Broad- 
dus  College  in  Philippi. 

Doctor  Arnett,  who  coordinated 
local  relief  volunteers  after  the 


John  C.  Beckwith  of  Huntington  was  presented  the  WVSMA  Presidential  Citation, 
an  award  recognizing  contributions  to  health  care  by  West  Virginia  lay  citizens, 
during  the  August  Annual  Meeting  at  the  Greenbrier.  Mr.  and  Mrs.  Beckwith 
(above)  proudly  display  the  award  following  the  presentation. 


WVSMA  Honors  Doctor,  Lay  Person 
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November,  1985,  flood,  also  has 
worked  with  the  Boy  Scouts,  was  a 
coordinator  for  the  annual  CROP 
Walk  for  World  Hunger,  and  is  a 
pharmacology  and  obstetrics  teacher 
at  Alderson-Broaddus. 

In  1961,  after  the  death  of  one  of 
his  daughters  from  cancer,  Beckwith 
was  asked  by  the  local  chapter  of  the 
cancer  society  to  develop  a way  of 
raising  money  for  the  chapter.  He 
came  up  with  the  idea  of  donating 
money  through  his  store  by  contribut- 
ing five  per  cent  of  all  sales  for  one 
day.  The  idea  has  grown  annually  to 


Linda  Turner  (Mrs.  Charles  E. ) of 
Huntington  assumed  the  presidency 
of  the  Auxiliary  to  the  State  Medical 
Association  at  the  group’s  62nd  An- 
nual Meeting  in  White  Sulphur 
Springs  at  the  Greenbrier,  August 
13-16. 

Mrs.  Turner  was  installed  by  Pat 
Durham  (Mrs.  Mylie  E.,  Jr.)  of 
Houston,  Texas,  President  of  the  AMA 
Auxiliary,  who  was  an  honor  guest. 

It  will  be  a busy  and  challenging 
year  for  the  Turners  since  Doctor 


include  virtually  all  aspects  of  the 
business  community  in  the  Hunting- 
ton  tri-state  area,  and  has  spread  into 
several  other  states. 

Beckwith,  who  celebrated  his  25th 
anniversary  for  Grocers-Merchants 
Day  this  year,  has  been  responsible 
for  raising  more  than  $1  million  for 
the  West  Virginia  Division  of  the 
American  Cancer  Society. 

He  received  the  National  Grocer  of 
the  Year  Award  in  1979  from  the 
Grocers’  Spotlight  at  the  National  As- 
sociation of  Retail  Grocers  Conven- 
tion. 


Turner  (Skip)  was  installed  as  Presi- 
dent of  the  State  Medical  Association 
during  its  Annual  Meeting  held  con- 
currently with  the  Auxiliary’s  meeting 
at  the  Greenbrier  ( see  photo  on 
page  388). 

The  Auxiliary  elected  Denny 
Fischer  (Mrs.  Herman)  of  Bridge- 
port as  President  Elect  and  the  fol- 
lowing additional  officers: 

Mrs.  Harvey  Reisenweber,  Martins- 
burg,  Vice  President;  Mrs.  Edward 
Spencer,  Bluefield,  Recording  Secre- 


tary; Mrs.  Jack  H.  Baur,  Huntington, 
Corresponding  Secretary;  Mrs.  Logan 
Hovis,  Vienna,  Treasurer; 

Mrs.  George  Naymick,  Newell, 
Northern  Regional  Director;  Mrs.  C. 
Vincent  Townsend,  Martinsburg,  East- 
ern Regional  Director;  Mrs.  E.  L. 
Gage,  Bluefield,  Southern  Regional 
Director;  Mrs.  W.  F.  Daniels,  Jr., 
Huntington,  Western  Regional  Direc- 
tor, and  Mrs.  Douglas  Curnutte, 
Charleston,  Central  Regional  Director; 

and  Mrs.  Gary  Gilbert,  Huntington, 
Parliamentarian. 

Committee  Chairmen 

Mrs.  Turner  also  announced  these 
appointments  of  committee  chairmen 
or  co-chairmen: 

Mrs.  Grady  McRae  and  Mrs.  David 
Bell,  both  of  Bluefield,  AMA-ERF; 
Mrs.  C.  Vincent  Townsend,  Martins- 
burg, Bylaws;  Mrs.  Gary  Gilbert  and 
Mrs.  D.  Sheffer  Clark,  both  of  Hunt- 
ington, Convention;  Mrs.  Charles 
Harrison,  Clarksburg,  Circulation; 
Mrs.  D.  Sheffer  Clark,  Huntington, 
Finance;  Mrs.  Herbert  Stern,  Logan, 
Health  Projects;  Mrs.  Joseph  D. 
Wright,  Bridgeport;  Mrs.  Jose  Serrato, 
South  Charleston,  and  Mrs.  Tony 
Majestro,  Charleston,  Health  Careers 
Loan  Fund; 

Mrs.  James  Kessel,  Charleston, 
Legislation;  Mrs.  George  Naymick, 
Newell;  Mrs.  Joe  Jarrett,  Oak  Hill, 
and  Mrs.  Charles  Harrison,  Clarks- 
burg, Long-Range  Planning;  Mrs. 
Paul  E.  Gordon.  Clarksburg,  Med- 
Link  Editor;  Mrs.  Herman  Fischer, 
Bridgeport,  Membership;  Mrs.  Harvey 
Reisenweber,  Martinsburg,  Members- 
At-Large; 

Mrs.  Robert  Hess,  Bridgeport, 
Historian;  Mrs.  Wilson  P.  Smith, 
Huntington,  Necrology;  Mrs.  M.  V. 
Kalaycioglu,  Shinnston,  Past  Presi- 
dent on  Board;  Mrs.  M.  Bruce  Martin. 
Huntington,  Policies  and  Procedures; 
Mrs.  Jack  H.  Baur.  Huntington,  Press 
and  Publicity  Scrapbook;  Mrs. 
Richard  DeVaul,  Morgantown,  RPMS 
Spouse  Liaison;  Mrs.  M.  V.  Kalay- 
cioglu. Shinnston,  Southern  Medical 
Councilor,  and  Mrs.  Harry  S.  Weeks, 
Jr.,  Wheeling,  WESPAC. 

President  Turner 

Linda  Turner,  who  holds  an  A.B. 
degree  in  English  and  speech  from 
Marshall  University,  has  taught  part- 


AUXILIARY  OFFICERS.  Some  of  the  1986-87  officers  of  the  Auxiliary  to  the 
West  Virginia  State  Medical  Association  are  shown  above.  They  are  (front,  from 
left)  Ginny  Reisenweber  (Mrs.  Harvey),  Martinsburg,  Vice  President;  Linda  Turner 
(Mrs.  Charles  E.),  Huntington,  President;  Denny  Fischer  (Mrs.  Herman),  Bridgeport, 
President  Elect;  rear,  from  left,  Sara  Townsend  (Mrs.  C.  Vincent),  Martinsburg, 
Eastern  Regional  Director;  Marjorie  Naymick  (Mrs.  George),  Newell,  Northern 
Regional  Director;  Alice  Hovis  (Mrs.  Logan),  Vienna,  Treasurer,  and  Lois  Spencer 
(Mrs.  Edward)  Bluefield,  Recording  Secretary. 


Linda  Turner  Auxiliary  President 
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time  at  MU’s  Community  College  for 
the  past  two  years. 

She  likes  to  paint,  and  is  a mem- 
ber of  the  Tri-State  Arts  Association 
and  a Docent  at  Huntington  Galleries. 

Linda  and  Doctor  Turner  are  the 
parents  of  four  children:  Jim,  a stu- 
dent at  West  Virginia  University  Law 
School;  Holly,  a junior  at  MU  in 
Early  Childhood  Education;  Mark,  a 
freshman  at  MU  in  business  and  a 
member  of  the  soccer  team,  and  Julie, 
in  the  ninth  grade  at  Cammack 
Junior  High  School. 

She  was  born  in  Webster  Springs 
and  grew  up  in  St.  Albans. 

Linda  taught  school  in  Monongalia 
County  while  Doctor  Turner  was  in 
WVU  Medical  School,  and  was  a 
substitute  teacher  in  Rochester,  New 
York,  while  he  was  an  intern  and 
resident. 


12  MU  Faculty  Members 
Receive  Awards 

Five  teaching  physicians  inducted 
into  a new  Outstanding  Teacher 
Honorary  Society  were  among  12 
Marshall  University  School  of  Medi- 
cine faculty  members  and  six  students 
receiving  awards  in  opening  exercises 
September  9. 

Physicians  chosen  for  the  newly 
formed  society  were  Dr.  Stephen  Wolf 
of  the  Departments  of  Surgery  and 
Pediatrics  and  Drs.  Nancy  Munn,  Sam 
Bebawy,  Prathap  Chandran  and  James 
Kemp  of  the  Department  of  Medicine. 

The  Society  was  created  by  the 


school’s  third-year  class  to  honor 
faculty  physicians  for  special  efforts 
in  teaching  and  working  with  third- 
year  students.  “Our  class  wants  to 
recognize  and  promote  teaching  excel- 
lence in  the  clinical  years  of  medical 
education  and  to  thank  the  professors 
for  their  efforts  in  academic  medi- 
cine,” said  class  member  Robert 
Mehl.  Ph.D. 

Faculty  members  honored  by  the 
second-year  class  were  Dr.  William 
Kopp  of  Microbiology,  Professor  of 
the  Year;  Drs.  Gary  Rankin  of 
Pharmacology  and  Danny  Wedding  of 
Psychiatry,  Outstanding  Teachers,  and 
Dr.  Charles  Yarbrough.  Clinical  In- 
structor of  the  Year. 

First-year  students  chose  Drs.  Ruu 
Tong  Wang  and  David  L.  Dawson 
of  Anatomy  as  professors  of  the  year 
and  Dr.  Robert  Touchon  of  Medicine 
as  Clinical  Instructor  of  the  Year. 

Student  Academic  Achievement 
Awards  for  performance  in  the  last 
academic  year  went  to  David  Hubbard 
of  Huntington,  year  one;  Cheryl 
Pippin  and  James  Mears,  both  of 
Huntington,  year  two;  and  Mark 
Coggins  of  Shadyside,  Ohio,  year 
three.  The  Pathology  Book  Award 
went  to  Michael  Hurst  of  Princeton, 
year  two.  As  part  of  the  Year  One 
award,  McGraw-Hill  Book  Company 
provided  Hubbard  with  a set  of  medi- 
cal reference  and  study  books  and  a 
plaque.  In  addition,  it  presented  a 
special  academic  citation  and  a set  of 
medical  books  to  William  White  of 
Montgomery  for  his  work  as  a first- 
year  student. 


Medical  Meetings 


Oct.  5-8— Am.  Neurological  Assoc.,  Boston. 

Oct.  8-10— Traumatic  Head  Injury  Con- 
ference, Braintree,  Mass. 

Oct.  14-18— Medical  Group  Management 
Association,  Los  Angeles. 

Oct.  15-17— Am.  College  of  Gastroentero- 
logy, Atlanta. 

Oct.  18— WVSMA  Loss  Control  Seminar, 
Beckley. 

Oct.  19-24— Am.  College  of  Surgeons,  New 
Orleans. 

Oct.  19-24— Am.  Academy  of  Physical  Medi- 
cine & Rehabilitation,  Baltimore. 

Nov.  2-7— Am.  Assoc,  of  Blood  Banks,  San 
Francisco. 

Nov.  2-7— Am.  Society  of  Therapeutic 
Radiology  & Oncology,  Los  Angeles. 

Nov.  5-7— Am.  Cancer  Society,  New  York 
City. 

Nov.  8— WVSMA  Loss  Control  Seminar, 
Huntington. 

Nov.  8-11— Southern  Medical  Assoc.,  At- 
lanta. 

Nov.  9-13— Am.  Academy  of  Ophthalmo- 
logy, New  Orleans. 

Nov.  12-16— Am.  Medical  Women’s  Assoc., 
St.  Louis. 

Nov.  15-18— Am.  Assoc,  for  Clinical  Im- 
munology & Allergy,  Ft.  Lauderdale, 
Fla. 

Nov.  16-19— Am.  Geriatrics  Society,  Chicago. 

Dec.  6-7— Am.  Society  of  Hematology,  San 
Francisco. 

Dec.  6-7— National  Kidney  Foundation, 
Washington,  DC. 

1987 

Jan.  15-17— Neurosurgical  Society  of  the 
Virginias,  Hot  Springs,  Va. 

Jan.  22-27— Am.  Academy  of  Orthopaedic 
Surgeons,  San  Francisco. 

Association,  Los  Angeles. 

Jan.  23-25— 20th  Mid-Winter  Clinical  Con- 
ference, Charleston. 


WVSMA  conventioneers  and  guests  at  the  Greenbrier  enjoyed  the  August  15 
dance  sponsored  by  the  Association  and  the  Auxiliary.  The  music,  for  the  second 
year,  was  provided  by  Bo  Thorpe  and  His  Orchestra  of  Rocky  Mount,  North  Carolina. 
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WVU  Medical 
Center  News 


West  Virginia 
University 


From,  material  furnished  by  the  Medical 
Center  News  Service,  Morgantown,  W.  Va. 


CME  Office  Awarded 
Six-Year  Accreditation 

The  School  of  Medicine’s  Office  of 
Continuing  Medical  Education  has 
been  awarded  accreditation  for  six 
years,  based  on  a resurvey  in  June  by 
the  Accreditation  Council  for  Con- 
tinuing Medical  Education  (ACCME). 

The  endorsement,  the  longest  the 
group  gives,  assures  that  CME 
activities  the  School  of  Medicine 
sponsors  meet  the  high  standards 
specified  by  the  ACCME. 

WVU  Dean  Richard  A.  DeVaul, 
M.  D.,  said  that  “the  outstanding 
ratings  achieved  by  our  continuing 
medical  education  program  demon- 
strate the  strong  commitment  of  our 
faculty  to  excellence  in  teaching  and 
service  to  the  physicians  of  West 
Virginia.” 

David  Z.  Morgan,  M.  D.,  Associate 
Dean  for  Medical  Affairs,  and  Robert 
E.  Kristofco,  Assistant  to  the  Dean 
for  Continuing  Medical  Education, 
prepared  a comprehensive  report  and 
met  in  Chicago  in  June  with  repre- 
sentatives of  the  ACCME  review  com- 
mittee. 

Doctor  Morgan  said,  “The  reviewers 
were  impressed  with  our  over-all  pro- 
gram and  were  especially  complimen- 
tary about  our  efforts  to  work  with 
other  CME  providers  in  West  Virginia 
to  identify  physician  needs  for  con- 
tinuing education  programming  on  a 
statewide  basis.” 

The  medical  school’s  CME  office 
annually  offers  15  to  20  conferences 
and  symposia,  and  physician  faculty 
members  from  Morgantown  and  the 
Charleston  Division  travel  regularly 
to  20  communities  in  the  state  to 
make  continuing  education  presenta- 
tions to  health  professionals. 


The  CME  office  also  arranges 
mini-residency  experiences  that  allow 
practicing  physicians  to  return  to  the 
Medical  Center  for  individual  updates, 
and  the  School  of  Medicine  cooper- 
ates with  voluntary  health  organiza- 
tions in  the  development  of  annual 
conferences,  workshops  and  self- 
instruction  programs. 

In  its  evaluations,  the  ACCME 
uses  standards  adopted  by  these 
organizations:  American  Board  of 

Medical  Specialties,  American  Hos- 
pital Association,  American  Medical 
Association,  Association  of  American 
Medical  Colleges.  Association  for  Hos- 
pital Medical  Education,  Council  of 
Medical  Specialty  Societies,  and  the 
Federation  of  State  Medical  Boards. 


Two  New  Physicians 
Join  Ophthalmology 

Two  new  physicians  have  been 
appointed  as  assistant  professors  of 
ophthalmology. 

Irene  Tsironis,  a specialist  in 
pediatric  ophthalmology,  is  a gradu- 
ate of  the  Ohio  State  University 
College  of  Medicine  where  she  re- 
ceived honors  in  medicine,  cardiology 
and  pathology.  She  completed  a resi- 
dency at  The  Medical  College  of  Ohio 
at  Toledo  and  a fellowship  at  the 
Illinois  Eye  and  Ear  Infirmary  in 
Chicago.  Doctor  Tsironis  has  done 
research  on  strabismus  in  children 
with  myelomeningocele,  a spinal  cord 
defect. 

Joe  G.  Feghali  received  his  medical 
degree  from  the  American  University 
of  Beirut,  Lebanon,  where  he  also 
completed  a residency  in  ophthal- 
mology. He  served  a fellowship  at 
the  University  of  Wisconsin  Clinical 
Science  Center  and,  in  1984,  received 
a Fogarty  International  Award  from 


the  National  Institutes  of  Health.  His 
primary  research  interest  is  glaucoma, 
including  various  methods  of  treating 
intraocular  pressure. 

Doctor  Feghali’s  position  was 
created  as  a result  of  the  endowment 
of  the  Jane  McDermott  Shott  Chair 
of  Ophthalmology  at  WVU  in  1985. 


Pharmacology  Head  Gets 
Award  For  Achievements 

William  W.  Fleming,  Ph.D.,  Pro- 
fessor and  Chairman  of  the  Depart- 
ment of  Pharmacology  and  Toxi- 
cology. has  received  the  second  annual 
Otto  Krayer  Award  in  Pharmacology 
for  his  lifetime  achievements  in 
pharmacological  studies  on  the  mecha- 
nisms of  drug  and  chemical  action. 

The  award  is  presented  annually 
by  the  American  Society  for  Pharma- 
cology and  Experimental  Therapeutics 
I ASPET  I and  is  supported  by  Stuart 
Pharmaceuticals. 

Dr.  Otto  Krayer,  Chairman  of  the 
Department  of  Pharmacology  at  Har- 
vard Medical  School  from  1939  until 
1966.  was  a world-known  pharma- 
cologist who  died  in  1982.  Doctor 
Fleming  served  a postdoctoral  fellow- 
ship in  pharmacology  at  Harvard 
under  Doctor  Krayer’s  leadership 
during  1957-60. 

Doctor  Fleming,  who  grew  up  in 
the  Washington.  D.  C.  area  and  the 
state  of  Montana,  did  his  under- 
graduate work  in  biology  at  Harvard 
as  a scholarship  recipient,  and  re- 
ceived a doctorate  from  Princeton  in 
1957  before  returning  to  Harvard  for 
his  postdoctoral  fellowship.  He  came 
to  WVU  in  1960,  and  became  Chair- 
man of  the  Department  of  Pharma- 
cology in  1966. 

He  is  one  of  the  Medical  Center’s 
leading  scientists  and  has  authored  or 
co-authored  more  than  170  publica- 
tions. 
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Consider  the 
causative  organisms . . . 


cefaclor 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae,  Streptococcus  pyogenes 

lampicillin-susceptible)  (ampicillin-resistant) 


Note:  Ceclor5  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Ceclor  icetoclof) 

Summary.  Consult  the  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae, Haemophilus  influenzae,  and 
S.  pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications:  Known  allergy  to 
cephalosporins. 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic 
patients 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended.  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother's  milk.  Exercise 
caution  in  prescribing  for  these  patients 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea::  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like  reactions):  1.5%;  usually  subside 
within  a few  days  after  cessation  of 
therapy  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  synorome. 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other  eosinophilia,  2%:  genital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children: 

• Abnormal  urinalysis:  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict's  or  Fehling  s solution  and 
Clinitest5  tablets  but  not  with  Tes-Tape= 
glucose  enzymatic  test  strip.  Lilly 

e 1986.  EU  LILLY  AND  COMPANY  [0SM85LR1 
MdiUcna!  ntmiancn  steiiioe  » me 
profession  or  request  from  Bi  Lily  and 
Company  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc. 

Carolina.  Puerto  Rico  00630 
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MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Dr.  John  C.  Norman  Named 
Chairman  Of  Surgery 

Dr.  John  C.  Norman,  a West  Vir- 
ginia native  internationally  recognized 
for  his  heart  surgery  and  his  research 
in  the  artificial  heart  field,  has  be- 
come Chairman  of  Surgery  for  MU 
School  of  Medicine. 

A graduate  and  former  faculty 
member  of  Harvard  Medical  School. 
Doctor  Norman  spent  11  years  as 
Director  of  Cardiovascular  Surgical 
Research  Laboratories  at  Texas  Heart 
Institute.  He  still  holds  the  faculty 
rank  of  Associate  in  Surgery  at 
Harvard.  He  also  has  been  affiliated 
with  the  University  of  Texas  Health 
Sciences  Center  and  the  University  of 
Medicine  and  Dentistry  of  New  Jersey. 

“Any  medical  school  in  the  country 
would  be  proud  to  have  Dr.  John 
Norman  on  its  staff,  and  we’re 
especially  so,”  said  Dr.  Lester  R. 
Bryant.  Dean  of  the  School  of  Medi- 
cine. “He’s  known  as  one  of  the  very 
best  open-heart  surgeons  and  as  a 
leading  researcher  into  mechanical 
support  of  the  ailing  circulatory 
system.  Without  a doubt  his  know- 
ledge, insights  and  intense  energy  will 
enrich  the  School  of  Medicine  and  its 
programs.” 

In  addition  to  his  work  with  arti- 
ficial hearts.  Doctor  Norman  was 
actively  involved  in  developing  the 
clinical  use  of  the  intraaortic  balloon 
pump. 

He  has  served  on  two  presidential 
panels  relating  to  heart  disease.  He 
also  has  worked  with  the  National 
Institutes  of  Health  in  various  roles, 
including  participation  in  the  National 
Advisory  General  Medical  Sciences 
Council.  He  is  a Fellow  of  the  Coun- 


cil on  Cardiovascular  Surgery  of  the 
American  Heart  Association,  and  has 
been  a consultant  for  the  Grants  Re- 
view Section  of  the  National  Science 
Foundation.  He  has  lectured  widely 
in  the  United  States  and  abroad. 

He  has  written  or  co-authored 
more  than  700  scientific  publications. 
Among  them  are  eight  books,  one 
co-authored  with  fellow  cardiovascular 
surgeon  Denton  Cooley. 

Doctor  Norman  received  an  honor- 
ary doctor  of  science  degree  from 
West  Virginia  University  in  1984  and 
was  named  the  Charleston  Gazette- 
Mail’s  “West  Virginian  of  the  Year” 
in  1971. 


School  Of  Medicine 
Grants  Total  $96,000 

The  School  of  Medicine  has  re- 
ceived grants  totaling  approximately 
$96,000  in  recent  months. 

Drs.  William  Kopp,  Monica  Valen- 
tovic,  Cary  Wright  and  William 
McCumbee  were  awarded  grants  total- 
ing nearly  $40,000  from  the  state 
affiliate  of  the  American  Heart  As- 
sociation. Doctor  Kopp  will  study 
autoimmune  mechanisms  in  hyper- 
tension, Doctor  Valentovic  the  modu- 
lation of  the  renin-angiotensin  system 
in  diabetes.  Doctor  Wright  the  effects 
of  hypertensive  factor  on  cAMP 
metabolism,  and  Doctor  McCumbee 
whether  cyclic  AMP  promotes  macro- 
molecule synthesis  in  blood  vessels. 

Dr.  Darryle  Schoepp  has  received 
two  grants:  an  $18,268  National 

Institutes  of  Mental  Health  grant  to 
identify  a novel  phosphoinositide 
stimulator  and  a $15,000  CIBA- 
GEIGY  grant  to  investigate  the  inter- 
action of  herbicides  with  neuroen- 
docrine receptors. 

The  school  also  received  a $22,900 
biomedical  research  support  grant. 


News  In  Brief 


• Four  faculty  and  staff  members 
have  taken  on  new  responsibilities. 
Dr.  Peter  J.  Kasvinsky  of  Bio- 
chemistry has  been  named  Director 
of  Research  Development.  Jan  I.  Fox 
has  become  Director  of  Academic 
Computing.  While  searches  for  de- 
partment chairmen  are  under  way.  Dr. 
Patrick  I.  Brown  is  Acting  Chairman 
of  Anatomy  and  Dr.  Gary  L.  Wright 
is  Acting  Chairman  of  Physiology. 

• The  American  Association  for 
Accreditation  of  Laboratory  Animal 
Care  has  awarded  full  accreditation  to 
the  Animal  Resources  Facility  of  the 
School  of  Medicine. 

• Dr.  Gary  0.  Rankin,  Chairman 
of  Pharmacology,  was  among  50 
faculty  members  highlighted  in  a 
special  “Faculty  Salute”  sponsored  by 
the  American  Association  of  Higher 
Education,  Change  Magazine  and  the 
Carnegie  Foundation  for  the  Advance- 
ment of  Teaching.  Nationally,  322 
faculty  members  were  nominated  for 
the  salute. 

• Dr.  Gary  L.  Wright,  Acting 
Chairman  of  Physiology,  was  named 
the  Outstanding  Researcher  of  the 
Year  by  the  ML1  Sigma  Xi  chapter 
for  his  work  in  cardiovascular  physi- 
ology. 

• School  of  Medicine  students 
raised  an  estimated  $3,000  for  the 
Huntington  Ronald  McDonald  House 
in  a September  7 benefit  football 
game.  First-  and  second-year  students 
were  both  players  and  fund-raisers. 

• The  President  of  the  American 
Medical  Student  Association,  Jeff 
Stolz,  spoke  at  Marshall  September  9. 
MU  medical  students  are  starting  a 
chapter  of  that  group. 
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LET  OUR 

PROFESSIONAL  STAFF 
HELP  YOU  PUT  THE 
PIECES  TOGETHER 


West  Virginia  State  Medical  Association 
Group  Insurance  Administration 


McDonough  Caperton  Association  Group 

P.O.  Box  3186 
Charleston,  W V 25332 


CALL  1-800-344-5139  EXT.  708 


New  Members 


The  following  physicians  were 
welcomed  in  August  as  new  members 
of  the  West  Virginia  State  Medical 
Association: 

Eastern  Panhandle : 

Richard  L.  Fie,  M.  D.,  1330  Am- 
herst Street,  Winchester,  VA  22601, 
obstetrics  and  gynecology 

W.  David  McWhorter,  M.  D.,  1330 
Amherst  Street,  Winchester,  VA 
22601,  obstetrics  and  gynecology 

John  B.  Willey,  M.  D.,  1330  Am- 
herst Street,  Winchester,  VA  22601, 
obstetrics  and  gynecology 

Kanawha : 

Jeffrey  M.  Behrens,  M.  D.,  Suite  2, 
400  Division  Street,  South  Charleston 
25309,  internal  medicine 

Karen  Caple,  M.  D.,  Suite  B-l,  3100 
MacCorkle  Avenue,  SE,  Charleston 
25304,  radiology /oncology 

Michael  Chancey,  M.  D.,  Ill  King 
Drive,  Evans  25241,  emergency  medi- 
cine 

Malcolm  L.  Chaney,  M.  D.,  415 
Morris  Street,  Charleston  25301, 
family  practice 

Thomas  D.  Dorsey,  D.O.,  415 
Morris  Street,  Charleston  25301, 
family  practice 

Richard  Morris  Fulks,  M.  D., 
Thomas  Memorial  Hospital,  4605 
MacCorkle  Avenue,  SE,  South  Charles- 
ton 25309,  pathology 

John  B.  Kelly,  D.  0.,  415  Morris 
Street,  Charleston  25301,  family 
practice 

Marianne  Lindroth,  M.  D.,  1525  D 
Bridge  Road,  Charleston  25314,  emer- 
gency medicine 

Donald  H.  Moore,  M.  D.,  804 
Whispering  Way,  South  Charleston 
25303,  emergency  medicine 

Bernadette  Page,  M.  D.,  1616 

Berrywood  Road,  Charleston  25314, 
emergency  medicine 

Terry  Ray  Perrine,  M.  D.,  1105 
Bridge  Road,  Charleston  25314, 
family  practice 


Allen  H.  Schaeffer,  M.  D.,  Suite 
709,  3100  MacCorkle  Avenue,  SE, 
Charleston  25304,  internal  medicine 

Elizabeth  Uy,  M.  D.,  3412  Staunton 
Avenue,  SE,  Charleston  25304,  pedi- 
atrics 

McDowell : 

Ryperto  D.  Dumapit,  Jr.,  M.  D., 
P.  0.  Box  474,  Welch  24801,  general 
practice 

William  J.  McIntyre,  M.  D.,  P.  0. 
Box  2196.  Buckhannon  26201,  emer- 
gency medicine 

Monongalia-. 

Mary  A.  Antonelli,  M.  D.,  WVU 
Medical  Center,  Morgantown  26506, 
internal  medicine 

Mark  Andrew  Borsch,  M.  D.,  WVU 
Medical  Center,  Morgantown  26506, 
internal  medicine 

Kim  A.  Cockins,  M.  D.,  WVU 
Medical  Center,  Morgantown  26506, 
cardiovascular  diseases/ internal  medi- 
cine 

Joseph  G.  Feghali,  M.  D.,  WVU 
Medical  Center,  Morgantown  26506, 
ophthalmology 

Norman  D.  Ferrari  III,  M.  D., 
WVU  Medical  Center,  Morgantown 
26506,  pediatrics/internal  medicine 

Mark  G.  Fuller,  M.  D.,  WVU 
Medical  Center,  Morgantown  26506, 
psychiatry 

Jean  L.  Holley,  M.  D.,  WVU  Medi- 
cal Center,  Morgantown  26506  in- 
ternal medicine 

Gregory  Kujala,  M.  D.,  WVU  Medi- 
cal Center,  Morgantown  26506,  in- 
ternal medicine 

William  D.  Rose,  M.  D.,  WVU 
Medical  Center,  Morgantown  26506, 
emergency  medicine 

Donald  G.  Seibert,  M.  D.,  WVU 
Medical  Center,  Morgantown  26506, 
gastroenterology  / internal  medicine 

Irene  Tsironis,  M.  D.,  WVU 
Medical  Center,  Morgantown  26506 
ophthalmology 

Summers : 

S.  K.  Shammaa,  M.  D.,  P.  0.  Box 
370,  Hinton  25951,  pediatrics 


Obituaries 


JAMES  A.  RUSMISELL,  JR.,  M.  D. 

Dr.  James  A.  Rusmisell,  Jr.,  of 
Buckhannon,  retired  general  practi- 
tioner and  hospital  administrator,  died 
August  6 at  his  home.  He  was  71. 

Doctor  Rusmisell  had  worked  with 
his  father,  the  late  Dr.  James  A. 
Rusmisell,  Sr.,  for  many  years  and  had 
practiced  in  Buckhannon  for  45  years. 

He  was  former  Administrator  of  the 
Elizabeth  Coplin  Leonard  Memorial 
Hospital  in  Buckhannon. 

A native  of  Buckhannon,  Doctor 
Rusmisell  received  his  M.  D.  degree 
in  1941  from  Temple  University  and 
interned  at  the  former  Charleston 
General  Hospital. 

Doctor  Rusmisell,  a veteran  of 
World  War  II,  was  a member  of  the 
Southern  Medical  Association  and  an 
honorary  and  retired  member  of  the 
West  Virginia  State  Medical  Associa- 
tion and  American  Medical  Associa- 
tion. 

Survivors  include  the  wife,  Betty 
Marie  Smith  Rusmisell;  two  sons, 
James  A.  Rusmisell  III  and  John  E. 
Rusmisell,  and  one  daughter,  Ann 
Rusmisell,  all  of  Buckhannon. 


Stop  Smoking — Stay  Trim 

Smokers  don’t  have  to  put  on 
pounds  when  they  drop  the  ciga- 
rette habit,  according  to  the  Ameri- 
can Lung  Association — the  Christ- 
mas Seal  People®. 

Although  quitting  smoking  can 
trigger  metabolic  changes  that 
cause  weight  gain,  chances  are  good 
you  can  lose  the  added  few  pounds  in 
three  to  six  months.  The  key  to  get- 
ting off  the  merry-go-round  of  quit- 
ting smoking,  gaining  weight,  and 
going  back  to  smoking  is  to  accept 
the  weight  gain  as  only  temporary 
and  make  not-smoking  your  num- 
ber-one priority. 

Staying-trim  techniques  are  basic 
and  sensible:  eat  (slowly)  three  nu- 
tritious meals  a day,  watch  your  cal- 
ories, avoid  sweets,  and  be  sure  to 
exercise  regularly. 

For  more  information  on  how  to 
stop  smoking  and  stay  trim,  contact 
your  local  Lung  Association. 
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25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 
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SK&F  CO. 


There’s  never  been 
a better  time  for  her. . . 
and 

PREMAREVT 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month! 4 The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.5 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN " (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


*PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN 

(Conjugated  Estrogens  Tablets) 


PREMARIN 

(Conjugated  Estrogens) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories 


Vaginal 

Cream 

0.625mg/g 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS) 

PREMARIN  ’ Brand  ol  conjugated  estrogens  tablets.  USP 

PREMARIN'  Brand  ol  coniugated  estrogens  Vaginal  Cream  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  m eight  different  areas 

01  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
tor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  ot  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  'natural'  estrogens  are  more  or  less  hazardous  than  'synthetic'  estrogens  at  equiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens.  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol , a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1.000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis  epithelial  changes  ot  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  ol  limb  reduction  detects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a lew  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1,000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  In  an  attempt  to  treat  threatened  or  habitual  abortion  There 
is  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (coniugated  estrogens.  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine.  It  contains  estrone,  equilin  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradio! 
equilemn.  and  17a-dihydroequilenm  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0.3  mg,  0 625  mg,  0 9 
mg,  1 25  mg.  and  2 5 mg  strengths  of  coniugated  estrogens.  Cream  is  available  as  0 625  mg  coniugated 
estrogens  per  gram 

INDICATIONS  ANO  USAGE:  PREMARIN  (coniugated  estrogens  tablets,  USP):  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  tor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions  i Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (coniugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specilic  indication  should  be  utilized 
Studies  ot  the  addition  of  a progestin  tor  7 or  more  days  ot  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  ot  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  ot  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes.  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions.  1 
Known  or  suspected  cancer  ot  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  ot  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans  (See  Boxed  Warning  ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  lor  caution  in  prescribing 
estrogens  lor  women  with  a strong  family  history  ot  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement:  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction . Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ot  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  ot  prolonged 
immobilization.  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  coniugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  ol  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  ot  this  size  are 
used,  any  ol  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  ot  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodyma,  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
ot  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  If  iaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  It  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  ot  estrogen 
a Increased  sulfobromophthalem  retention 

b Increased  prothrombin  and  factors  VII.  VIII.  IX.  and  X,  decreased  antithrombin  3.  increased  nor- 
epinephrme-induced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
I Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  ot 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow:  dysmenorrhea,  premenstrual-like  syndrome, 
amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine  libromyomata,  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  ol  cervical  secretion;  cystitis-like  syndrome,  tenderness,  enlargement,  secretion 
(ot  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating:  cholestatic  iaundice;  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued , erythema  multiforme,  erythema  nodosum:  hemorrhagic  eruption;  loss  of 
scalp  hair;  hirsutism,  steepening  of  corneal  curvature;  intolerance  to  contact  lenses;  headache,  migraine, 
dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight;  reduced  carbdhydrate  tolerance;  aggrava- 
tion ot  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION 

PREMARIN ' Brand  of  coniugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-term  use  only  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically.  Adiust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  oft) 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN ' Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discentinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravagmally,  depending  on  the  severity  ot  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 
Relerences; 

1 Whitehead  Ml  Townsend  PT.  Pryse-Davies  J.  etal  Effects  ot  estrogens  and  progestins  on  the  biochemistry  and 
morphology  of  the  postmenopausal  endometrium  N EnglJ  Med  1981.305  1599-1605  2.  Paterson  MEL.  Wade- 
Evans  T.  Sturdee  DW,  et  al  Endometrial  disease  after  treatment  with  oestrogens  and  progestogens  in  the 
climacteric  Br  Med  J 1980:280  822-824  3.  Magos  AL,  Brmcat  M.  Studd  JWW,  et  al  Amenorrhea  and 
endometrial  atrophy  with  continuous  oral  estrogen  and  progestogen  therapy  in  postmenopausal  women  Ohstel 
Gynecol  1985  67  496-499  4.  Whitehead  ML  Lane  G.  Siddle  N.  et  al  Avoidance  of  endometrial  hyperstimulation 
in  estrogen-treated  postmenopausal  women  Semin  Reprod  Endocrinol  1983.1  1,41-52  5.  Barnes  RB,  Roy  S, 
Lobo  RA  Comparison  of  lipid  and  androgen  levels  after  coniugated  estrogen  or  depo-medroxyprogesterone 
acetate  treatment  in  postmenopausal  women  Obslet  Gynecol  1985:66  216-219 
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AYERST  LABORATORIES 

New  York,  NY  10017  T6194/886 


Ayerst® 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


the  El)<?  and  Ear  Clinic 

of  Charleston,  Inc. 

The  Laser  Surgery  Center 


A comprehensive  update  on 
the  biophysics  and  uses  of 
various  lasers  in  surgery  and 
medicine. 


SATURDAY,  NOVEMBER  1,  1986 
CHARLESTON  MARRIOTT 


TOPICS 


EYE 

NEURO 

ENT 

DERM 

GYN 

VASCULAR 

Gl 

UROLOGY 

ENDOSCOPY 


SPONSOR 

The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 
The  Laser  Surgery  Center 


CO-SPONSORS 

Department  of  Surgery,  WVU  Medical  Center 
Charleston  Division 
Charleston  Area  Medical  Center 
Six  hours  CME  Credit 


For  more  information  contact: 

Romeo  Y.  Lim,  M.D. 

Seminar  Director 
1306  Kanawha  Blvd.,  E. 
Charleston,  WV  25301 
(304)  343-4371 
TOLL  FREE:  1-800-642-3049 


Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

In  Dentistry  To  Associate  With 

Radiology: 

Halberto  G.  Cruz,  M.  D 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 

Boyd  R.  Wickizer,  M.  D 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 
Gregg  J.  Fromell,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.  D. 


Family  Practice: 

Charles  L.  Arnett,  M.  D. 

R.  Gregory  Juckett,  M.  D. 
James  A.  Arnett,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D 
Telephone:  (304)  457-2800 
WV  (800)  346-2800 


JAMES  T.  SPENCER.  JR„  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH  D. 
GARY  HARRIS,  PH.D. 


/'V'.v- 


■si? 


EAR,  NOSE  £L  THROAT  ASSOCIATES 

OF  CHARLESTON.  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Charleston/^— «^V 

Eye  Care I George  E.  Toma,  M.D.,  EACS 

Associates  Inc.v*/## 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 


CORNEAL  TRANSPLANTS 


PERMANENT  COSMETIC 
EYELINER 


4430  Kanawha  Turnpike 
24  HOUR  South  Charleston,  WV  25309 


344-3937  ANSWERING  SERVICE  768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 5:00  P.M.  (800)  344-3993 
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THE 

WHEELING 

CLINIC 

WHEELING,  WEST  VIRGINIA 

26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 

INTERNAL  MEDICINE 

ORTHOPEDICS 

NEUROLOGY 

General 

E.  L.  Barrett,  M.  D. 

H.  L Kettler,  M.  D. 

B.  L.  VanPelt,  M.  D. 
P.  R.  Hedges.  M.  D 

R.  S.  Glass,  M.  D. 

S.  G.  Christopher,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

UROLOGY 

W.  Zyznewsky,  M.  D. 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

D.  C.  Trapp,  M.  D. 

J.  G.  Tellers,  M.  D. 

R.  D.  Morris,  D.  0.  (New  Martinsville) 

B.  M.  McCuskey,  M.  D. 

S.  Govindan,  M.  D. 

C.  McCool,  M.  D.  (St.  Clairsville) 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 
R.  T.  Brandfass.  M.  D 

Peripheral  Vascular  Disease 

Neuropathology 

J.  D.  Holloway,  M.  D. 

S.  Govindan,  M.  D 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

PSYCHIATRY 

W.  E.  Noble,  M.  D. 

T.  A.  Athari,  M,  D. 

S.  D.  Ward,  M.  D. 

Gastroenterology 

J.  W.  Campbell,  M.  D. 

D.  H.  Smith,  M.  D. 

T.  E.  Chvasta,  M.  D 
L.  R.  Cain,  M.  D. 

C.  V.  Porter,  M.  D. 

D.  P.  Hill,  M.  D. 

OPHTHALMOLOGY 

J.  G.  Tellers,  M.  D. 

Hematology /Oncology 

W F Park  M D 

C.  A.  Vasquez,  M.  D. 

M.  E.  Nugent,  M.  D. 

Pediatric  Psychiatry 

Nephrology  /Hypertension 

R.  V.  Pangillnan,  M.  D 

V.  Stein,  M.  D. 

D.  L.  Latos,  M.  D 

C.  G.  Kirby,  M.  D 

M.  H.  Drews,  M.  D. 

ANCILLARY  SERVICES 

T.  G.  Kenamond,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 

Optical 

T.  V.  Burke,  M.  D. 

W.  A.  Tiu,  M.  D. 

Speech  Therapy/Audiology 

Rheumatology 

RADIOLOGY 

Counseling/Group  Therapy 

M.  A.  Stevens,  M.  D. 

Valley  Radiologists,  Inc. 

Biofeedback  Laboratory 

GENERAL  SURGERY 

C.  D.  Hershey,  M.  D. 
E.  C.  Voss.  M.  D. 

FAMILY  PRACTICE 

Electrology/Cosmetic  Therapy 

R.  A.  Porterfield,  M D 

Electrocardiography 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 
R.  L.  Cross,  M.  D.  (Martins  Ferry) 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

Electroencephalography 

E.  L.  Coffield,  M.  D.  (New  Martinsville)  Roentgenology 

THORAC  C AND 

CARDIOVASCULAR  SURGERY 

DERMATOLOGY 

Pulmonary  Diagnostics  Lab 

H.  Shackleford,  M D 

M Baron,  M.  D. 

Nutrition  Therapy 

GREENBRIER  PHYSICIANS,  INC 

A Multispeciafty  Clinic 
Greenbrier  Valley  Medical  Arts 

Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-51 15 

INTERNAL  MEDICINE 

FAMILY  GENERAL  PRACTICE 

RADIOLOGY 

Robert  K.  Modlin,  M.  D. 

Joseph  E.  Shaver,  M.  D. 

Charles  Weinstein,  M.  D. 

Helen  R.  Perez,  M.  D. 

E.  T.  Cobb,  M.  D. 

Terry  Lesko,  M.  D. 

Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

OBSTETRICS/GYNECOLOGY 

PSYCHOLOGY 

Connie  Bradley-Mann,  Ph.  D. 

SURGERY 

James  L.  Pfeiff,  M.  D. 

Robert  L.  Wheeler,  M.  D 

ANCILLARY  SERVICES 

General  & Vascular 

H.  P.  Dinsmore,  M.  D. 

EAR,  NOSE  & THROAT 

Physical  Therapy 

Tom  Moore,  R.P.T. 

General  & Thoracic 

Amir  A.  Alidina,  M.  D. 

Wood  McCue,  R.P.T. 

B.  L.  Plybon,  M.  D. 

OPHTHALMOLOGY 

Respiratory  Therapy 

General  Surgery 

James  D.  Creasman,  R.R.T. 

Wesley  R.  Bagan,  M.  D. 

Robert  K.  Scott,  II,  M.  D. 

Audiology 

ORTHOPEDIC  SURGERY 

PEDIATRICS 

Gary  M.  Vandevander,  M.S. 

Conrad  D.  Tamea,  Jr.,  M.  D. 

William  S.  Dukart,  M.  D. 

ADMINISTRATION 

James  W.  Banks,  M,  D. 

Janice  Centa,  P.  A.,  M.  S. 

Sandra  W.  Ayers,  Business  Manager 
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The  20th  Mid-Winter  Clinical 
Conference 


Charleston  Marriott  Hotel 

200  Lee  Street,  East,  Charleston,  WV 

January  23-25,  1987 

West  Virginia  State  Medical  Association 
Marshall  University  School  of  Medicine 
West  Virginia  University  School  of  Medicine 
Charleston  Area  Medical  Center 

WATCH  THE  JOURNAL  FOR  PROGRAM  DETAILS 

THE  PROGRAM  CHAIRMAN  is  William  O.  McMillan,  Jr.,  M.  D.,  of  Charleston.  Other  members  of 
the  Program  Committee  are  Joseph  T.  Skaggs,  M.  D.,  Charleston;  Maurice  A.  Mufson,  M.  D.,  Huntington; 
Richard  G.  Starr,  M.  D.,  Beckley;  John  W.  Traubert,  M.  D.,  Morgantown,  and  C.  Carl  Tully,  M.  D.,  South 
Charleston. 

REGISTRATION  FEE  is  $75  for  WVSMA  members  and  $100  for  non-members.  Please  make  checks 
payable  to  “WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION.” 

ACCREDITATION:  Information  concerning  CME  accreditation  of  the  Mid-Winter  program  will 
appear  in  an  upcoming  issue  of  The  Journal. 

OVERNIGHT  ACCOMMODATIONS:  Physicians  should  communicate  directly  with  the  reservation 
manager  of  the  hotel  or  motor  inn  of  their  choice,  with  the  conference  headquarters  hotel  setting  aside 
rooms  for  registrants.  Reservations  at  the  headquarters  hotel  should  be  made  by  January  1.  In  order  to 
obtain  group  rates,  those  who  make  reservations  directly  with  the  headquarters  hotel  should  specify  that 
they  will  be  attending  the  Mid-Winter  Clinical  Conference.  Group  rates  are  $60  for  a single  room  and 
$68  for  a double.  Those  who  register  in  advance  for  the  Conference  with  the  State  Medical  Association 
(see  below)  will  receive  from  the  Association  a postage-paid  Marriott  reservation  request  card  specifically 
designed  for  Mid-Winter  Clinical  Conference  registrants. 

FOR  ADVANCE  REGISTRATION,  please  complete  the  form  below  and  mail  to:  WEST  VIRGINIA 
STATE  MEDICAL  ASSOCIATION,  P.  O.  BOX  4106,  CHARLESTON,  W.  VA.  25364. 


Please  register  me  for  the  20th  Mid-Winter  Clinical  Conference  in  Charleston,  WV,  January  23-25,  1987. 
My  $75  registration  fee  (is  not)  enclosed. 


Name  (please  print) 


Specialty 


Address 


City 
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Resolutions 


The  following  resolutions  were 
adopted  by  the  House  of  Delegates 
during  the  August  12-17  Annual 
Meeting  of  the  West  Virginia  State 
Medical  Association  in  White  Sulphur 
Springs  at  the  Greenbrier. 

Resolution  No.  1,  presented  by 
Ohio  County  Medical  Society  and  per- 
taining to  AMA  representation,  was 
amended  and  adopted  as  follows: 

‘‘WHEREAS,  the  American  Medi- 
cal Association  was  formed  in  the 
year  1847  as  a Federation  of  State 
Medical  Associations  and; 

WHEREAS,  the  Organization  so 
formed,  the  American  Medical  As- 
sociation, has  had  some  notable 
organizational  success  and  has  con- 
tributed significantly  to  the  health  and 
welfare  of  United  States  citizens  and 
of  citizens  of  other  nations  worldwide 
and; 

WHEREAS,  in  quest  of  needed 
membership  the  American  Medical 
Association  has  in  recent  years  seen 
fit  to  welcome  increasing  numbers 
of  delegates  representing  specialty 
organizations  and; 

WHEREAS,  there  appears  to  be  a 
proliferation  of  increasingly  smaller 
groups  with  increasingly  finer  foci  of 
specialty  interests  seeking  delegate 
representation  within  the  American 
Medical  Association  House  of  Dele- 
gates and; 

WHEREAS,  many,  if  not  all,  physi- 
cians represented  in  organizations 
seeking  delegate  representation  have 
existing  representation  through  pres- 
ently represented  organizations  and; 

WHEREAS,  added  numbers  of 
delegates  in  the  American  Medical 
Association  House  of  Delegates  dilutes 
the  voting  strength  and  influence  cf 
those  traditional  and  founding  organ- 
izations and  have  tended  to  adversely 
affect  involvement  in  these;  therefore 
be  it 

RESOLVED,  that  there  shall  be  im- 
posed an  indefinite  moratorium  on 
the  consideration  of  new  delegate 
representation  from  specialty  societies 
within  the  House  of  Delegates  of  the 


American  Medical  Association  and  be 
it  further 

RESOLVED,  that  any  members  of 
specialty  organizations  considered 
worthy  of  representation  within  the 
American  Medical  Association  House 
of  Delegates  be  encouraged  to  seek 
representation  through  involvement 
in  presently  represented  organiza- 
tions.” 


Adopted  was  Resolution  No.  2, 
presented  by  Ohio  County  Medical 
Society  and  pertaining  to  bio-ethics: 

“WHEREAS,  Bio-medical  tech- 
nology and  bio-medical  research  have 
raised  many  significant  moral  ques- 
tions, both  in  clinical  and  research 
Medicine;  and 

WHEREAS,  The  physicians  of  West 
Virginia  are  faced  with  legal  and 
ethical  decisions  in  their  daily 
practice;  and 

WHEREAS,  Bio-ethics  has  matured 
to  a very  high  degree  that  specific 
assistance  is  now  available  to  both 
physicians  and  researchers  to  resolve 
both  ethical  and  moral  problems;  and 

WHEREAS,  There  is  a trend  on  the 
national  level  to  require  bio-ethics  as 
part  of  continuing  education  for 
physicians;  and 

WHEREAS,  Medical  students  are 
the  physicians  of  tomorrow  and  should 
be  in  a position  to  handle  ethical, 
moral  and  legal  questions  in  the 
practice  of  Medicine;  therefore  be  it 

RESOLVED,  That  the  West  Vir- 
ginia State  Medical  Association  recom- 
mend that  BIO-ETHICS  be  included 
in  the  curricula  of  all  medical  schools 
in  the  great  State  of  West  Virginia.” 


Resolution  No.  3,  presented  by  the 
Ohio  County  Medical  Society  and  per- 
taining to  tort  reform,  was  amended 
and  adopted  as  follows: 

“WHEREAS,  The  West  Virginia 
State  Medical  Association  caused  to 
be  written  SB  297,  a tort  reform  bill 
acknowledged  by  all  but  organized 


trial  lawyers  as  having  great  merit  for 
the  cause  of  justice;  and 

WHEREAS,  SB  297  failed  to  see 
the  light  of  day  on  the  floor  of  the 
West  Virginia  Legislature  as  a result 
of  shamefully  self  serving  activity  by 
members  of  the  same  organized  trial 
lawyers  group  with  more  interest  in 
their  own  welfare  than  that  of  their 
constituents;  and 

WHEREAS,  the  issues  and  in- 
equities addressed  in  SB  297  today 
more  than  ever  demand  resolution; 
therefore  be  it 

RESOLVED,  That  the  West  Vir- 
ginia State  Medical  Association  seek 
resubmission  of  a tort  reform  bill 
seeking  reforms  no  less  inclusive  than 
contained  in  SB  297;  and  be  it  further 

RESOLVED,  That  the  West  Vir- 
ginia State  Medical  Association  once 
again  aggressively  promote  passage 
of  such  legislation  with  the  public 
and  with  members  of  the  West  Vir- 
ginia Legislature.” 


Adopted  was  the  following  substi- 
tute for  Resolution  No.  4,  presented 
by  Kanawha  Medical  Society  and 
pertaining  to  punitive  damages: 

“WHEREAS,  The  insurance  in- 
dustry dropped  physician’s  coverage 
for  punitive  damages  in  medical 
liability  cases;  and 

WHEREAS,  There  are  currently  no 
restrictions  or  controls  on  individuals 
and/or  attorneys  filing  for  punitive 
damages  currently  in  the  State  of 
West  Virginia;  and 

WHEREAS,  The  interpretation  of 
punitive  damages  by  a jury  system 
may  be  quite  variable  and  imprecise; 

THEREFORE,  BE  IT  RESOLVED, 
That  the  West  Virginia  State  Medical 
Association  seek  passage  of  legislation 
abolishing  punitive  damages.” 


( Resolution  No.  5,  presented  by 
Kanawha  Medicial  Society  and  per- 
taining to  confidentiality  of  Medical 
Board  proceedings,  records  and  find- 
ings, was  not  adopted  at  the  recom- 
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mendation  of  the  Resolutions  Com- 
mittee on  the  grounds  that  the  intent 
of  the  resolution  already  has  been 
established. ) 


Adopted  was  the  following  substi- 
tute for  Resolution  No.  6,  presented 
by  Kanawha  Medical  Society  and  per- 
taining to  smokeless  tobacco: 

“WHEREAS,  The  use  of  smokeless 
tobacco  among  school-age  children  is 
an  increasing  problem  throughout  the 
country;  and 

WHEREAS,  There  is  strong  clinical 
evidence  linking  the  use  of  smokeless 
tobacco  to  cancer  of  the  oral  cavity, 
periodontal  disease,  and  various  other 
health  problems;  and 

WHEREAS,  These  products  are 
presently  readily  available  and  their 
sale  to  minors  is  unrestricted; 

THEREFORE,  BE  IT  RESOLVED, 
That  the  West  Virginia  State  Medical 
Association  seek  passage  of  legislation 
to: 

1.  Prohibit  the  sale  of  smokeless 
tobacco  products  to  minors, 

2.  Prohibit  the  use  of  smokeless 
tobacco  products  in  public 
school  buildings,  and 

3.  Establish  a strong  educational 
program  to  acquaint  our  young- 
sters with  the  health  hazards 
involved  in  the  use  of  all 
tobacco  products.” 


Adopted  was  the  following  substi- 
tute for  Resolution  No.  7,  presented 
by  Kanawha  Medical  Society  and  per- 
taining to  curfew  for  first-year  drivers 
under  age  17 : 

“WHEREAS,  Each  year  numbers 
of  teenagers  are  critically  injured, 
maimed  and  disabled  in  motor  vehicle 
accidents  which  are  the  leading  cause 
of  death  in  that  age  group;  and 

WHEREAS,  The  rate  of  such  acci- 
dents is  markedly  higher  in  the  16-  to 
17-year  age  group;  and 

WHEREAS,  Most  of  these  accidents 
occur  during  the  night-time  hours; 
and 

WHEREAS,  Other  states  which 
have  implemented  curfews  on  drivers 
under  age  17  have  experienced  a 
dramatic  decline  in  their  teenage 
highway  accident  mortality; 


THEREFORE,  BE  IT  RESOLVED, 
That  the  West  Virginia  State  Medical 
Association  seek  passage  of  legislation 
placing  a curfew  on  drivers  under  the 
age  of  17  years.” 


Adopted  was  the  following  substi- 
tute for  Resolution  No.  8,  presented 
by  Kanawha  Medical  Society  and  per- 
taining to  seat  belts: 

“WHEREAS,  Each  year  numbers 
of  West  Virginians  are  killed,  criti- 
cally injured  and  disabled  in  motor 
vehicle  accidents  in  which  occupants 
have  been  unrestrained  by  the  use  of 
seat  belts;  and 

WHEREAS.  It  has  been  well  docu- 
mented that  the  use  of  seat  belts  saves 
lives  and  reduces  injury; 

THEREFORE,  BE  IT  RESOLVED, 
That  the  West  Virginia  State  Medical 
Association  seek  passage  of  legislation 
mandating  the  use  of  seat  belts.” 


(Resolution  No.  9,  presented  by 
Kanawha  Medical  Society  and  per- 
taining to  a bill  to  define  medical 
malpractice,  was  not  adopted  at  the 
recommendation  of  the  Resolutions 
Committee.  I 


I Resolution  No.  10,  presented  by 
Kanawha  Medical  Society  and  per- 
taining to  standardized  hospital  staff 
application  form,  was  not  adopted  at 
the  recommendation  of  the  Resolu- 
tions Committee.) 


Adopted  was  the  following  substi- 
tute for  Resolution  No.  11,  presented 
by  Kanawha  Medical  Society  and 
pertaining  to  additional  funding  for 
the  Board  of  Medicine: 

“WHEREAS,  The  current  statute 
regarding  the  West  Virginia  Board 
of  Medicine  has  given  the  Board 
certain  powers  and  duties;  and 

WHEREAS,  These  powers  are 
explicit,  but  there  are  restrictive  dol- 
lar amounts  attached  to  licensure, 
examination  and  registration  fees, 
thus  impeding  the  Board  in  collecting 
sufficient  revenue  to  adequately  carry 
out  its  functions;  and 

WHEREAS,  There  is  insufficient 
staff  to  perform  these  mandated 
functions; 


THEREFORE,  BE  IT  RESOLVED, 
That  the  West  Virginia  State  Medical 
Association  seek  legislation  providng 
adequate  funding  for  the  West  Vir- 
ginia Board  of  Medicine.” 


Adopted  was  the  following  substi- 
tute for  Resolution  No.  12,  presented 
by  Kanawha  Medical  Society  and  per- 
taining to  payments  from  third-party 
carriers: 

“WHEREAS,  Payments  from  third- 
party  carriers  are  frequently  made 
many  months  after  the  service  has 
been  rendered;  and 

WHEREAS,  These  third-party  car- 
riers have  a level  source  of  income 
in  their  premium  payments;  and 

WHEREAS,  Such  delay  in  payment 
to  the  individual  physician  often 
results  in  management  problems  in 
medical  offices; 

THEREFORE,  BE  IT  RESOLVED, 
That  the  West  Virginia  State  Medical 
Association  support  legislation  or 
other  alternatives  for  prompt  payment 
by  third-party  carriers.” 


Adopted  was  Resolution  No.  13, 
presented  by  Kanawha  Medical  Soci- 
ety and  pertaining  to  commendation 
of  Dr.  David  Z.  Morgan: 

“WHEREAS,  Dr.  David  Z.  Morgan 
acted  in  an  exemplary  manner  in 
working  with  the  West  Virginia 
Legislature  during  the  1986  session; 
and 

WHEREAS,  His  tireless  efforts 
resulted  in  passage  of  the  first  tort 
reform  legislation  in  West  Virginia; 

THEREFORE,  BE  IT  RESOLVED, 
That  the  West  Virginia  State  Medical 
Association  present  him  with  a letter 
of  commendation  and  encourage  him 
to  participate  with  the  West  Virginia 
Legislature  as  his  time  and  energies 
will  permit.” 


Adopted  was  the  following  substi- 
tute for  Resolution  No.  14,  presented 
by  Kanawha  Medical  Society  and  per- 
taining to  federal  legislation  for 
liability  reform: 

“WHEREAS,  Professional  liability 
insurance  is  indeed  in  a crisis  of 
affordability  and  availability;  and 
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WHEREAS,  The  Legislature  of 
West  Virginia  and  other  states  have 
acted  ineffectively  and  sluggishly  in 
the  area  of  tort  reform;  and 

WHEREAS,  This  is  a nationwide 
and  not  simply  a state  problem; 

THEREFORE,  BE  IT  RESOLVED, 
That  the  West  Virginia  State  Medical 
Association  endorse  the  passage  of 
Federal  legislation  in  the  area  of 
liability  reform,  specifically  Senate 
Bill  1804  and  House  Bill  3865.” 


Adopted  was  the  following  substi- 
tute for  Resolution  No.  15,  presented 
by  the  Central  West  Virginia  Medical 
Society  and  pertaining  to  reimburse- 
ment for  obstetrical  services: 

WHEREAS,  The  reimbursement  for 
obstetrical  services  authorized  by  the 
Department  of  Human  Services  and 
by  the  Department  of  Health  are 
below  the  cost  of  providing  these 
services;  and 

WHEREAS,  Many  practitioners  of 
obstetrics  in  West  Virginia  are  for  this 
reason  discontinuing  such  services, 
thus  adversely  affecting  care  of  medi- 
cally indigent  patients;  and 

WHEREAS,  Inadequate  reimburse- 
ment for  obstetrical  services  will  dis- 
courage other  obstetrical  practitioners 
from  coming  into  this  State;  and 

WHEREAS,  The  lack  of  adequate 
prenatal  services  to  the  medically 
indigent  will  lead  to  increased  infant 
morbidity  and  mortality;  and 

WHEREAS,  Medically  indigent 
mothers  comprise  almost  50  per  cent 
of  West  Virginia’s  annual  24.000 
deliveries; 

THEREFORE,  BE  IT  RESOLVED, 
That  the  West  Virginia  State  Medical 
Association  advise  the  Department  of 
Human  Services  and  the  Department 
of  Health  concerning  the  impending 
crisis  in  the  provision  of  care  for 
pregnant  indigent  patients  whose 
care  is  the  responsibility  of  these 
Departments;  and 

BE  IT  FURTHER  RESOLVED, 
That  the  West  Virginia  State  Medical 
Association  urge  these  Departments 


to  provide  reimbursement  levels  which 
will  adequately  cover  the  cost  of  these 
services.” 


Adopted  was  the  following  substi- 
tute for  Resolution  No.  16,  presented 
by  Monongalia  County  Medical  Soci- 
ety and  pertaining  to  UMWA  and 
Provident  Participants: 

“WHEREAS,  UMWA,  Provident 
and  other  third-party  payors  have 
been  writing  letters  to  their  partici- 
pants instructing  them  not  to  pay 
charges  above  what  they  approve;  and 
WHEREAS,  They  have  instructed 
their  participants  that  they  are  to  be 
held  harmless  for  those  charges  above 
what  UMWA/ Provident  approve; 

THEREFORE  BE  IT  RESOLVED. 
That  the  West  Virginia  State  Medical 
Association  object  to  this  practice, 
because  the  patient  is  responsible  for 
his  bill:  and 

BE  IT  FURTHER  RESOLVED, 
That  if  third-party  payors  continue 
this  practice,  the  West  Virginia  State 
Medical  Association  will  support  and/ 
or  institute  appropriate  legal  action. 


Adopted  was  the  following  substi- 
tute for  Resolution  No.  17,  presented 
by  the  WVSMA  Executive  Committee 
and  pertaining  to  the  Health  Policy 
Agenda: 

“WHEREAS,  the  American  Medi- 
cal Association  has  requested  that 
constituent  organizations  contribute 
funding  to  the  Health  Policy  Agenda; 
and 

WHEREAS,  the  policies  of  the 
Health  Policy  Agenda  have  not  been 
presented  in  final  form  to  these 
organizations;  and 

WHEREAS,  the  West  Virginia 
State  Medical  Association  has  not  had 
the  opportunity  to  review  the  policies 
for  which  monetary  support  is  re- 
quested; 

THEREFORE  BE  IT  RESOLVED, 
That  the  West  Virginia  State  Medical 
Association  withhold  funding  for 
implementation  of  the  Health  Policy 
Agenda  until  final  document  can  be 
reviewed  by  the  Association;  and 

BE  IT  FURTHER  RESOLVED. 
That  Association  Delegates  to  the 
American  Medical  Association’s  House 


of  Delegates  convey  this  resolution  to 
that  body. 


Resolution  No.  18,  presented  by 
Ohio  County  Medical  Society,  was 
amended  and  adopted  as  follows: 

“WHEREAS,  Cost  containment 
measures  are  increasingly  evident  in 
the  practice  of  medicine;  and 

WHEREAS,  Prepaid  health  care 
systems  may  have  a strong  tendancy 
to  encourage  the  development  of  cost 
containment  policies;  and 

WHEREAS,  These  measures  may 
have  a detrimental  effect  upon  physi- 
cians’ ability  to  provide  quality  care 
for  their  patients; 

BE  IT  THEREFORE  RESOLVED, 
That  the  West  Virginia  State  Medical 
Association  form  a task  force  to 
gather  information  and  evaluate  the 
effects  of  cost  containment  and 
regulatory  efforts  by  prepaid  plans 
and  other  carriers  on  the  quality  of 
health  care. 


Resolution  No.  19,  presented  by 
Dr.  L.  Walter  Fix  and  pertaining  to 
the  commendation  of  Dr.  George  A. 
Shawkey,  was  amended  and  adopted 
as  follows: 

“WHEREAS,  George  Arthur  Shaw- 
key, M.  D.,  has  served  admirably  as 
Treasurer  of  the  West  Virginia  State 
Medical  Association  for  many  years; 
and 

WHEREAS,  A great  deal  of  his 
time,  without  compensation,  has  been 
devoted  to  this  task; 

WHEREAS,  During  this  period  the 
duties  and  responsibilities  of  this 
office  have  grown  tremendously;  and 

WHEREAS,  The  funds  have  been 
invested  wisely  and  with  fiscal 
responsibility  during  this  period;  and 

WHEREAS,  He  has  submitted 
regular,  complete  and  detailed  reports; 

BE  IT  RESOLVED,  That  the 
WVSMA’s  House  of  Delegates  adopt 
this  resolution  expressing  its  apprecia- 
tion for  such  service;  and 

BE  IT  FURTHER  RESOLVED, 
That  an  appropriate  plaque  expressing 
appreciation  be  presented  to  Doctor 
Shawkey  at  some  future  meeting  of 
the  Association.” 
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Annual  Audit,  1985 


The  annual  audit  of  receipts  and  disbursements  of  the 
West  Virginia  State  Medical  Association  for  the  calendar 
year  1985  has  been  completed  by  the  firm  of  Ernst  & 
Whinney,  Certified  Public  Accountants  of  Charleston. 
The  completed  audit,  with  accountants’  report,  follows: 

ERNST  & WHINNEY 
900  KB&T  Center 

To  the  Council 

West  Virginia  State  Medical  Association 
Charleston,  West  Virginia 

We  have  examined  the  statements  of  assets,  liabilities,  and  fund 
balances  arising  from  cash  transactions  of  the  several  funds  of  the 
West  Virginia  State  Medical  Association  as  of  December  31,  1985  and 
1984,  and  the  related  statements  of  revenues  and  expenses  of  the 
unrestricted  funds  and  changes  in  fund  balances  of  the  several  funds 
for  the  years  then  ended.  Our  examinations  were  made  in  accordance 
with  generally  accepted  auditing  standards  and,  accordingly,  included 
such  tests  of  the  accounting  records  and  such  other  auditing  procedures 
as  we  considered  necessary  in  the  circumstances. 

As  described  in  Note  A,  the  Association’s  policy  is  to  prepare  its 
financial  statements  on  a modified  cash  basis;  consequently,  certain 
revenues  and  the  related  assets  are  recognized  when  received  rather 
than  when  earned,  and  expenses  are  recognized  when  paid  rather  than 
when  the  obligation  is  incurred.  Accordingly,  the  accompanying  finan- 
cial statements  are  not  intended  to  present  financial  position  and  re- 
sults of  operations  in  conformity  with  generally  accepted  accounting 
principles. 

In  our  opinion,  the  aforementioned  financial  statements  present  fairly 
the  assets,  liabilities,  and  fund  balances  arising  from  cash  transactions 
of  the  several  funds  of  the  West  Virginia  State  Medical  Association  at 
December  31,  1985  and  1984,  and  the  revenues  and  expenses  of  the 
unrestricted  funds  and  changes  in  fund  balances  of  the  several  funds 
for  the  years  then  ended,  on  the  basis  of  accounting  described  in 
Note  A,  which  basis  has  been  consistently  applied. 


STATEMENTS  OF  REVENUES  COLLECTED  AND 
EXPENSES  PAID— UNRESTRICTED  FUNDS— Note  A 
WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

Years  Ended 
December  31 
1985  1984 


Revenues  collected: 

Dues  _...  $ 789,225  $ 804,398 

Advertising  39,249  33,626 

Interest  71,662  65,120 

Contributions  4,825  3,625 

Refund  of  expenses  2,224  1,138 

Professional  liability  services — -Note  C 164,350  213,983 

Other  revenues,  including  grants  from 
Endowment  Fund:  1985 — $928; 

1984 — $864  74,294  36,595 


1,145,829  1,158,485 

Expenses  paid  and  depreciation: 

Dues  remitted  to  AMA  334,051  350,161 

Salaries  and  wages  197,916  201,699 

Employee  benefits  39,158  30,960 

Legal  and  accounting  21,298  4,346 

Taxes — payroll  and  other  12,729  14,119 

Office  rent  — — . 71,608  24,665 

President’s  stipend  5,000 

Office  supplies  _ 31,056  23,562 

Telephone  14,686  7,289 

Furnishings  and  office  equipment  5,718 

Postage  18,895  14,048 

Flood  relief  25,000 

Travel  ._ 63,304  75,023 

Convention  speakers  and  supplies  73,454  62,158 

Malpractice  (Tort  Reform)  11,000 

Publishing  and  printing  121,205  107,476 

Public  relations  16,598 

Depreciation  expense  12,260 

Other  expenses  52,584  27,369 


1,127,520  942,875 

EXCESS  OF  REVENUES  OVER  EXPENSES  $ 18,309  $ 215,610 


See  notes  to  financial  statements. 


Charleston,  West  Virginia 
May  28,  1986 

STATEMENTS  OF  ASSETS,  LIABILITIES,  AND  FUND 
BALANCES  ARISING  FROM  CASH  TRANSACTIONS— 
Note  A 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 


UNRESTRICTED  FUNDS 


ASSETS 

Cash,  including  savings:  1985 — -$132,377; 

1984— $115,096  _ 

Investments  

Note  receivable — Note  B 

Prepaid  rent  

Furniture  and  equipment  (net  of  $12,260 
accumulated  depreciation)  . 


LIABILITIES 

Due  to  restricted  funds — Note  E 

State  and  American  Medical  Association 
dues  collected  in  advance  . 

FUND  BALANCES 

Undesignated  . 

Designated  for  professional  liability 
education  

CONTINGENT  INCOME  TAX  LIABILITY— Note  D 

RESTRICTED  FUNDS 
ASSETS 

Cash  

Certificates  of  deposit  

Due  from  unrestricted  funds — Note  E 

Investment  in  common  stock  


LIABILITIES 

Assessments  collected  on  behalf  of 
West  Virginia  State  Medical  Association 
Properties,  Inc. — Note  B 

FUND  BALANCES 

Medical  scholarship  

Endowment  . 

Flood  relief  


See  notes  to  financial  statements. 


December  31 


1985 

1984 

$136,875 

521,850 

25.000 

20.000 

$131,401 

587,664 

25.000 

20.000 

110,340 

$814,065 

$764,065 

$ 35,449 

$ 86,432 
86,432 

55,484 

90,933 

715,238 

660,737 

12,395 

727,633 

12,395 

673,132 

$814,065 

$764,065 

$ 15,510 

$ 9,231 

98,775 

90,438 

35,449 

4,250 

4,250 

$118,535 

$139,368 

$ 10,632 

$ 9,231 

99,263 

125,887 

4,250 

4,250 

4,390 

107,903 

130,137 

$118,535 

$139,368 

STATEMENTS  OF  CHANGES  IN  FUND  BALANCES 
ARISING  FROM  CASH  TRANSACTIONS— Note  A 
WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 
Years  Ended  December  31,  1985  and  1984 


RESTRICTED  FUNDS 


Unre- 

Medical 

Endow- 

Building 

Flood 

stricted 

Scholarship 

ment 

Assessment 

Relief 

Funds 

Fund 

Fund 

Fund 

Fund 

Balance, 

January  1,  1984  ... 
Excess  of  revenues 

$457,522 

$117,235 

$4,250 

over  expenses 

Dues  

Repayment  of 

215,610 

22,992 

scholarships  

1,700 

Interest  collected 
Commissions 

8,008 

$ 1,828 

collected  

18,496 

Scholarships  to 

medical  students 

(24.000) 

Refund  of  dues 
Dividends  received 
Grant  to 

(48) 

864 

unrestricted  funds 
Amount  transferred 

(864) 

($9,262) 

or  transferable 
($15,856) 
to  West  Virginia 
Medical  Association 
Properties,  Inc. — 
Note  B 

(20,324) 

Balance, 

December  31,  1984 
Excess  of  revenue 

673.132 

125,887 

4,250 

-0- 

over  expenses 
Forgiveness  of 

18,309 

liability — Note  E 

36,192 

(36,192) 

Dues  and 

contributions  

Repayment  of 

23.508 

$19,350 

scholarships 

1,700 

Interest  collected  .... 
Scholarship  to 

8,360 

1,401 

40 

medical  students 
Dividends  received  .. 
Grant  to 

(24,000) 

928 

unrestricted  funds 
Disbursements  to 

(928) 

flood  relief  projects 

(15,000) 

Amount  transferable  to 

West  Virginia  State 
Medical  Association 
Properties,  Inc. — 
Note  B 

(1.401) 

Balance, 

December  31,  1985 

$727,633 

$ 99,263 

$4,250 

$ -0- 

$ 4,390 

See  notes  to  financial  statements. 
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NOTES  TO  FINANCIAL  STATEMENTS 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

December  31,  1985 

NOTE  A— PRESENTATION  OF  FINANCIAL  STATEMENTS 

The  financial  statements  are  presented  using  a modified  cash  basis  of 
accounting.  Under  this  basis  of  accounting,  certain  revenues,  other  than 
members’  dues  collected  in  advance,  and  the  related  assets  are  recog- 
nized when  received  rather  than  when  earned,  and  expenses  are  rec- 
ognized when  paid  rather  than  when  the  obligation  is  incurred.  Mem- 
bers' dues  collected  in  advance  are  recognized  In  the  year  for  which 
they  are  assessed.  In  addition,  prepaid  rentals  to  related  parties  have 
been  recorded  on  an  accrual  basis. 

Investments,  consisting  of  certificates  of  deposit  and  U.S.  Treasury 
bills,  are  recorded  at  cost  which  approximates  market  value. 

Office  furnishings  and  equipment  are  recorded  at  historical  cost  and 
are  being  depreciated  over  a five  year  useful  life  on  a straight-line 
basis. 

The  Association  has  designated  a special  assessment  fund  to  be  used 
for  professional  liability  education.  The  funds  are  to  be  used  to  inform 
physicians  about  current  and  potential  problems  with  malpractice  insur- 
ance and  are  accounted  for  as  unrestricted  funds. 

The  Association  provides  scholarships  to  students  attending  Schools  of 
Medicine  at  West  Virginia  and  Marshall  Universities  for  the  purpose  of 
defraying  expenses  incurred  by  such  students.  Under  certain  condi- 
tions, as  set  forth  in  the  scholarship  agreements,  the  scholarships  are 
repayable  to  the  Association  in  whole  or  in  part.  Scholarships  to  stu- 
dents and  repayments  are  recorded  as  decreases  and  increases,  respec- 
tively, in  the  Medical  Scholarship  Fund. 

NOTE  B— RELATED  PARTIES 

West  Virginia  State  Medical  Association  Properties,  Inc.  ("Properties”) 
was  formed  during  1980  to  acquire  land  and  construct  an  office  building 
for  the  Association.  This  project  was  completed  during  the  current 
year.  The  accounts  of  Properties  have  not  been  consolidated  in  the 
accompanying  financial  statements. 

In  conjunction  with  this  activity,  the  Association  collected  assess- 
ments on  behalf  of  Properties  and  also  loaned  Properties  $25,000  in 
1981  from  the  general  fund  at  a stated  interest  rate  of  15%.  During 
1985  and  1984,  no  interest  has  been  paid  to  the  Association. 

In  1984,  the  Association  advanced  properties  $20,000  from  the  general 
fund  which  is  considered  prepayment  of  future  rents. 


NOTE  C— PROFESSIONAL  LIABILITY  SERVICES 

During  1981,  the  Association  entered  into  separate  agreements  with 
Continental  Insurance  Agency  (CNA)  and  McDonough  Caperton  Shep- 
herd Group,  Inc.  (MCSG)  to  provide  educational  and  marketing  services 
to  the  Association  members  relating  to  professional  liability  insurance. 
Under  the  terms  of  the  agreement,  the  Association  is  to  receive  up  to 
$100,000  a year  from  each  company.  During  1984,  the  Association  re- 
ceived its  first  payments  relating  to  this  program  amounting  to  $133,983 
from  CNA,  of  which  $53,983  related  to  1983  services,  and  $80,000  from 
MCSG.  In  1985,  the  Association  received  payments  of  $84,350  from 
CNA  and  $80,000  from  MCSG. 

NOTE  D— CONTINGENT  INCOME  TAX  LIABILITY 

Revenues  of  the  Association  are  generally  exempt  from  federal  in- 
come tax  under  Section  501(c)(6)  of  the  Internal  Revenue  Code.  How- 
ever, certain  income,  primarily  advertising  revenues  and  income 
received  under  agreements  with  insurance  providers  for  their  edu- 
cational and  marketing  services  and  use  of  the  Association’s  member- 
ship lists,  is  considered  unrelated  business  income  and  is  taxable  to 
the  extent  it  exceeds  allocable  expenses. 

In  an  examination  during  1984,  the  Internal  Revenue  Service  con- 
tended that  losses  arising  in  prior  years  from  advertising  activities  do 
not  constitute  net  operating  losses  available  for  carryforward  against 
taxable  income.  Approximately  $30,000  of  such  prior  year  losses  have 
been  offset  against  unrelated  business  income  in  filing  the  Associa- 
tion’s 1985  annual  information  return  and  approximately  $80,000  would 
be  available  for  carryforward  from  1986  to  1998.  Of  the  total  losses 
available  for  carryforward  approximately  $16,000  will  expire  in  1996, 
$42,000  in  1997,  and  $22,000  in  1998. 

The  Association  filed  a protest  with  the  United  States  Tax  Court 
appealing  the  findings  of  the  examining  agent.  No  provision  has  been 
made  in  the  financial  statements  for  any  liability  for  federal  income 
taxes.  If  the  Association  is  not  successful  in  its  appeal,  the  tax 
liability  through  1985  would  approximate  $67,500. 

NOTE  E— FORGIVENESS  OF  LIABILITY 

During  1985,  the  Executive  Committee  of  the  Association’s  Council 
approved  a resolution  to  forgive  the  Unrestricted  Funds  liability  of 
$36,192  to  the  Medical  Scholarship  Fund.  This  action  had  the  effect  of 
increasing  the  undesignated  Unrestricted  Funds  balance  and  decreasing 
the  Medical  Scholarship  Fund  balance  by  $36,192,  respectively. 


NOTICE 


A classified  ad  appeared  in  the 
May-July  issues  of  the  West  Virginia 
Medical  Journal  by  SLH  in  Thorsby, 
Alabama,  soliciting  individuals  for  a 
home  mailing  program.  WVSMA  has 
since  learned  that,  through  this  ad, 
SLH  has  been  soliciting  fees  for  its 
“program.”  WVSMA  does  not  ap- 
prove of  this  solicitation  in  any  man- 
ner and  does  not  endorse  SLH. 
Further,  WVSMA  has  learned  that,  at 
least  in  one  instance,  while  accepting 
a fee,  SLH  has  not  followed  through 
on  the  information  contained  in  its 


ad.  We  suggest  that  before  sending 
any  money  to  SLH,  you  should  check 
with  the  Consumer  Protection  Divi- 
sion of  the  Attorney  General’s  Office 
in  West  Virginia  and  Alabama. 


23  States  Approve 
Tort  Reforms  This  Year 

Twenty-three  states  have  passed 
some  form  of  tort  reform  this  year, 
according  to  a comprehensive  survey 
by  the  National  Conference  of  State 
Legislatures  issued  as  many  of  the 
nation’s  state  legislatures  adjourned 
for  the  summer. 


The  survey  shows  that  the  single 
most  significant  characteristic  of  this 
year’s  tort  reform  drive  was  the  state 
legislatures’  willingness  to  modify 
tort  law  for  all  civil  actions  generally 
— not  just  in  the  medical  liability 
area. 

While  the  effort  to  “reform”  or 
legislatively  limits  the  tort  law’s  scope 
has.  for  the  last  10  years,  primarily 
been  pushed  by  the  medical  profes- 
sion, this  year’s  legislative  struggle 
was  marked  by  the  addition  of  a 
broad  coalition  of  businesses,  cities, 
and  associations  pushing  for  tort 
reform. 
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Necrology  Report 

The  following  is  a list  of  West 

Virginia  physicians  whose  deaths  have 

been  reported  to  the  West  Virginia 

State  Medical  Association  during  the 

past  year: 

1985 

Apr.  25 — Dante  Castrodale 
Welch 

Apr.  27 — William  W.  Strange 
Huntington 

Apr.  29 — William  E.  Bray,  Jr. 
Huntington 

Apr.  30 — John  E.  Stone 
Huntington 

May  1 — Franklin  B.  Murphy 

Philippi 

May  5 — George  M.  Lyon 
Delray  Beach,  FL 

May  12 — Wilson  0.  Grimm 
Huntington 

May  20 — Michael  M.  Viggiano 
New  Martinsville 

Aug.  4 — Warner  A.  Laqueur 
Beckley 

Aug.  5 — Delbert  C.  Smith 
Fairmont 

Aug.  21 — Clarence  I.  Butte,  Jr. 
Matoaka 

Aug.  24 — Ruth  Phillips  Trotter 
Morgantown 

Sept.  9 — Joseph  S.  Maxwell 
Orlando,  FL 

Sept.  17 — Ross  E.  Newman 
Beckley 

Sept.  19 — George  R.  Clarke 
Wheeling 

Oct.  1 — Wirt  L.  Davis 

Summersville,  SC 

Oct.  9 — Ralph  J.  Holloway 

Charleston 

Nov.  5 — Harold  B.  Luscombe 
Westport,  CT 

Nov.  15 — Joe  W.  Rhudy 
Morgantown 

Dec.  5 — Leonard  M.  Eckmann 
Charleston 

1986 

Jan.  24 — William  L.  Cooke 
Charleston 


Mar. 

4 — Archbold  M.  Jones 
Parkersburg 

Mar. 

10 — Thomas  S.  Knapp 
Charleston 

Apr. 

16 — Harold  Van  Hoose 
Ft.  Myers,  FL 

May 

16 — H.  George  Bateman 
Williamstown 

June 

9 — Maria  A.  Espanol 
Williamson 

July 

14 — Donald  Roberts 
Elkins 

July 

28— Wirt  W.  Duff 
Elkview 

Respectfully  submitted 

Merwyn  G.  Scholten 
Executive  Director 

Charleston,  WV 
August  13,  1986 


Electromyography 

and 

Nerve  Conduction 
Studies. 

★ 

Prasadarao  B.  Mukkamala,  MD 

Diplomate  of  American  Board 
of  Physical  Medicine 
and  Rehabilitation. 

Active  member  of 
American  Association 
of  Electromyography 
and  electrodiagnosis. 
(Admitted  by  examination) 

★ 

FOR  APPOINTMENT 
CALL  (304)  344-5153 

★ 

Prasadarao  B.  Mukkamala,  MD 

1200  Quarrier  Street 
Charleston,  WV  25301 


Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8V2 
by  11  in.)  white  paper.  Wide 
margins  at  least  l1/!  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  (or  names)  of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
billed  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and,  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor, 
West  Virginia  Medical  Journal, 
Box  4106,  Charleston.  W.  Va. 
25364. 
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Team  Rehab 


Comprehensive  rehabilitation  requires  a 
diverse  array  of  specialists. 


NAME:  David  H.  Liebeskind,  M.D. 
OCCUPATION:  Medical  Director, 

OVMC  Rehabilitation  Center  at 
Woodsdale. 

BACKGROUND:  Came  to  the  Ohio 
Valley  from  Los  Angeles,  CA.  Served  as 
Director  of  Rehabilitation  Department  at 
St.  Francis  Medical  Center  in  Los  Angeles. 

Trained  at  Albert  Einstein  School  of  Medicine,  New 
York  City.  Board  Certified  in  Physical  Medicine  and 
Rehabilitation. 

JOB  SUMMARY:  Leader  of  the  rehabilitation 
team,  responsible  for  prescribing,  coordinating  and 
supervising  all  facets  of  a total  comprehensive 
rehabilitation  program. 

Dr.  Liebeskind  serves  as  both  leader  and 
member  of  Team  Rehab,  coordinating  the  expertise 


of  trained  specialists  to  help  patients 
achieve  their  potential  in  restoring  their 
former  lifestyles.  Because  a disease  or  in- 
jury can  leave  an  individual  with 
numerous,  complex  disabilities,  each  re- 
quiring the  attention  of  a specialized  pro- 
fessional, the  team  approach  is  the  most  ef- 
fective method  of  rehabilitation.  Dr.  Liebeskind  acts 
as  the  source  of  medical  information  and  direction 
for  the  therapists  and  rehabilitation  nurses,  and 
develops  each  patient’s  individualized  rehab  pro- 
gram. “I  have  always  liked  dealing  with  complex 
situations,”  said  Dr.  Liebeskind.  “One  of  the  reasons 
I like  rehab  is  that  it  is  multi-faceted.  It’s  dealing 
with  problems  that  are  more  global  in  nature  rather 
than  just  the  purely  medical  aspects— it’s  treating  the 
total  patient.” 


OVMC  Rehabilitation 
Center  s 


Homestead  Avenue 
Wheeling,  WV  26003 
(304)  232-5533 


tj£  at  Woodsdale 


The  only  CARF  approved  inpatient  physical  rehabilitation  program  in  West  Virginia. 


TABLETS 


Upjohn 


A Century 


of  Caring 


% 1 986  The  Upjohn  Company 
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Before  prescribing  see  complete  prescribing  information  in  SK&F  CO 
literature  or  PDR  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  Hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used  Hyperkalemia  can  occur  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency  Periodically,  serum  K+  levels  should  be 
determined  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K+  intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy  Thiazides  cross  Ihe  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use  in  children 
is  not  available  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However, 
extensive  clinical  experience  with  Dyazide’  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  Dyazide'  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  ( ACTH ))  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  They  can  precipitate  coma  in  patients  with  severe  liver 
disease  Observe  regularly  for  possible  blood  oyscrasias.  liver  damage, 
other  idiosyncratic  reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adjustments  may  be 
necessary  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine  Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients  Use  cautiously  in 
surgical  patients  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  ana  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis  Dyazide' 
interferes  with  fluorescent  measurement  of  quinidine  Hypokalemia  is 
uncommon  with  Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance  Calcium  excretion  is  decreased  by  thiazides. 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions,  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances:  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics)  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  Dyazide’, 
although  a causal  relationship  has  not  been  established. 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only):  in  Patient-Pak  ™ unit-of-use  bottles  of  100. 

BRS-DZL42 


In  Hypertension*... 
When  You  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
Your  Assurance  of 
SK&F  Quality 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 


Potassium-  Sparing 

The  unique 
red  and  white 

DYAZIDE 

Dyazide®  capsule: 
Your  assurance  of 
SK&F  quality. 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  20  Years  of  Confidence 

a product  of 

SK&F  CO. 

Carolina,  P R 00630 


©SK&F  Co  , 1983 


DO  YOU  KNOW  that  over  1,000  Auxilians  are  working  for  you,  your  spouse  and  your  communi- 
ty in  West  Virginia?  The  Auxiliary  to  the  West  Virginia  State  Medical  Association  is  part  of 
a network  of  the  80,000  physician  spouses  belonging  to  the  AMA  Auxiliary  who  are  united  by 
a common  bond  for  a common  goal:  to  improve  the  health  and  quality  of  life  for  all  people. 


WEST  VIRGINIA’S  PROGRAMS  HIGHLIGHTED 


Auxiliary  Phone  Bank 
and  Legislative 
Programs 


AMA-ERF 


Ronald  McDonald 
House 


Friendships 


Health  Career 
Loan  Fund 


Health  Education 
& Projects 


AUXILIANS  HAVE  FOUND  THAT  MEMBERSHIP  DOESN’T  COST  BUT  RATHER  PAYS  TO 
BELONG.  AUXILIANS  HELP  INFLUENCE  THE  FUTURE  DIRECTION  OF  MEDICINE  IN  THEIR 
COMMUNITIES.  DO  YOU  WANT  TO  BE  A PART  OF  THAT  PLAN?  We  know  there  are  many 
spouses  in  West  Virginia  who  have  the  talent,  skill  and  desire  to  become  involved  and  have 
yet  to  join.  This  is  an  open  invitation  to  join. 

PHYSICIANS  PLEASE  BRING  THIS  NOTICE  TO  THE  ATTENTION  OF  YOUR  SPOUSE. 

Simply  ask  your  spouse  to  return  the  form  below  to  the  Auxiliary  to  the  West  Virginia  State 
Medical  Association,  P.  O.  Box  4106,  Charleston,  WV  25364. 


□ YES,  I wish  to  become  a member  of  the  Auxiliary  to  the  West  Virginia  State  Medical  Associa- 
tion, the  AMA  Auxiliary  and  my  local  chapter.  Please  indicate  your  name,  address,  and  phone 
number.  A local  representative  will  be  in  touch  with  you. 

NAME  

ADDRESS 

CITY STATE ZIP  CODE 

PHONE  NUMBER 


ABC’s  of  PAC 

It  is  not  that  complicated  to  understand  and  become  involved  with  your 
state  PAC;  WESPAC,  the  West  Virginia  State  Medical  Association’s  Political 
Action  Committee  and  AMPAC,  the  American  Medical  Association’s 
Political  Action  Committee.  Joining  WESPAC  makes  you  an  automatic 
member  of  AMPAC.  While  it  is  not  as  simple  as  reciting  the  ABC’s,  all  it 
takes  is  that  initial  ACTION  to  learn  about  WESPAC/AMPAC,  BECOME  in- 
volved and  make  that  COMMITTMENT  to  political  action  that  will 
strengthen  medicine’s  impact  on  the  political  process. 


ACTION  — WESPAC/AMPAC  means  action  for  it  brings  bipar- 
tisan support  for  candidates  to  the  West  Virginia  State  Legislature 
and  the  U.  S.  Congress.  Support  comes  in  the  form  of  financial  con- 
tributions, voter  registration  and  get-out-the-vote  drives,  absentee 
ballot  activities,  survey  research  for  candidates  media  and  direct  mail 
advertising,  and  campaign  work. 


BECOME  — Become  informed  about  the  political  process,  by  joining 
WESPAC/AMPAC  and  start  receiving  their  publications  and  mailings,  at- 
tend their  sponsored  political  education  workshops  and  meetings.  Also 
write  letters  to  your  congressman,  state  legislators  and  to  the  editor  ad- 
vocating medicine’s  position  on  certain  issues.  Other  suggested  physi- 
cian/spouse political  activities  include  testifying  at  the  state  Capitol, 
becoming  a legislative  liason  for  your  specialty  society,  volunteering  your 
time  and  talents  to  the  candidates  of  your  choice. 


COMMITMENT  — Make  that  commitment  today  and  join 
WESPAC/AMPAC.  Serve  on  the  WVSMA  Legislation  Committee  or 
WESPAC  Board.  Sign  on  as  a legislative  key  contact  and  volunteer  to 
assist  the  APB  (Auxiliary  Phone  Bank). 


Categories  for  membership  for  the  period  January  1 to  December  31  are  $100  for  a 
Sustainer  membership  in  which  a Sustainer  Pin  is  issued.  Fifty  dollars  of  the  con- 
tribution goes  to  AMPAC,  the  AMA  political  action  committee.  A $50  regular 
membership  keeps  $30  in  the  state  and  sends  $20  to  AMPAC.  Corporate  checks 
can  be  used  only  for  educational  purposes  since  federal  and  state  election  laws 
prohibit  corporations  from  contributing  to  political  candidates.  Make  your 
personal  check  payable  to  WESPAC  and  mail  today  to  WESPAC,  P.  O.  Box  4106, 
Charleston.  West  Virginia  25364. 


Classified 


INTERNAL  MEDICINE 

Internist  — BE/BC  to  join  multi-specialty 
group  in  small  rural  West  Virginia  com- 
munity. Salary  75  K with  excellent  fringe 
benefits  including  paid  mal-practice.  Reply 
to  West  Virginia  Medical  Journal,  c/o 
Community  Health  Classifieds,  P.  0.  Box 
4106,  Charleston,  WV  25364. 


UROLOGY 

Urologist — BE/BC  to  join  multi-specialty 
clinic  in  rural  West  Virginia  community. 
Salary  75  to  80  K with  excellent  fringe 
benefits.  Reply  to  West  Virginia  Medical 
Journal,  c/o  Community  Health  Classifieds, 
P.  0.  Box  4106,  Charleston,  WV  25364. 


PHYSICIANS  WANTED:  For  full  and  part- 
time  positions  in  Urgent  Care  Center  in 
Wheeling,  West  Virginia.  Malpractice, 
CME,  Vacation,  Health  Insurance  provided. 
Flexible  scheduling.  Call  304-232-1020  or 
write  Bruce  Walmsley,  M.  D.,  24  Home- 
stead Ave.,  Wheeling,  WV  26003. 


CLASSIFIED  RATES:  $10  for  10  lines; 
for  every  line  over  10  lines  there  will  be 
an  additional  charge  of  $2  per  line.  Cost 
to  be  figured  after  ad  has  been  set  by 
the  printer.  $15  for  confidential  ad  (10 
lines). 

DEADLINE:  Copy  must  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the  Au- 
gust issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV  25364. 
Telephone:  (304)  925-0342. 


MEDICAL  PRACTICE  SALES  AND  AP- 
PRAISALS. We  specialize  in  the  valuation 
and  selling  of  medical  practices.  If 
interested  in  buying  or  selling  a medical 
practice  contact  our  Brokerage  Division 
at  The  Health  Care  Group,  400  GSB  Build- 
ing, Bala  Cynwyd,  Pa.  19004  (215) 

667-8630. 


BLACKSBURG,  VIRGINIA  — Director- 
ship and  full  time  positions  available  at 
146  bed  hospital.  Must  be  board  certi- 
fied/prepared in  Emergency  Medicine  or 
have  prior  emergency  department  ex- 
perience. Please  submit  resume  to 
Emergency  Consultants,  Inc.,  One  Winde- 
mere  Place,  Room  37,  Petoskey,  Ml  49770; 
1-800-253-7092  or  in  Michigan  1-800-632- 
9650. 


OHIO:  Emergency  Medicine  positions 

ranging  from  part  time  placements  to  full 
time  Directorships.  Low  to  high  volume 
hospitals  throughout  the  state.  Guaranteed 
hourly  rate  plus  malpractice  insurance. 
Contact:  Emergency  Consultants,  Inc., 

2240  South  Airport  Road,  Room  37, 
Traverse  City,  Ml  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496. 


CHAPMAN 
PRINTING  CO. 
★ 

1652  4TH  AVENUE 
CHARLESTON,  WV  25312 

PHONE:  346-0676 


FOR  SALE  — New  Ames  Sarvin 
Analyzer.  Has  never  been  used.  $3,000. 
Write  RLH,  Box  265A,  Route  6,  Buck- 
hannon,  WV  26201. 


FIGHT 

CANCER. 

EAT 

YOUR 

VEGETABLES. 

There’s  strong  evi- 
dence your  greengrocer 
has  access  to  cancer 
protection  you  won’t  find 
in  any  doctor’s  office. 

Like  broccoli,  peaches, 
spinach,  tomatoes,  citrus 
fruits  and  various  other 
types  of  fruits  and  vege- 
tables. They  may  help 
reduce  the  risk  of  some 
forms  of  cancer. 

Write  for  more  infor- 
mation. 


AMERICAN 
y CANCER 
? SOCIETY 


SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 


Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


R.  A.  Edwards,  M.  D. 

Medical  Staff  Members 

697-7036  L.  C.  Smith,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

M.  M.  Bateman,  M.  D. 

526-0580 

R.  W.  Hibbard,  M.  D. 

525-9355 

R.  A.  Kayser,  M.  D. 

526-0580 

D.  H.  Webb,  M.  D 

525-9355 

C.  L.  McGahee,  M.  D. 

526-0580 

J.  Gallemore,  M.  D. 

526-0580 

B.  M.  Hirani,  M.  D. 

523-2625 

J.  Corcella,  M.  D. 

525-7851 

R.  Kumar,  M.  D. 

529-2062 

J.  V.  Ottaviano,  M.  D. 

525-7851 

S.  Y.  Marca,  M.  D. 

736-2216 
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HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  P.  O.  Box  4359 
Charleston,  West  Virginia  25364 

(304)  925- 

• Children’s  Pavilion 

• Adult  Psychiatry 

• Adolescent  Psychiatry 

• Geropsychiatry 

ALL  PROGRAMS  OFFER: 

Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


ADULT  PSYCHIATRY 


Charles  C Weise.  M.  D.  925-2159 

Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 
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Pablo  M.  Pauig.  M.  D 343-8843 
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John  P'  MacCallum,  M D.  925-6966 


Serving  the  community  for  over  30  years 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


ii 


••  . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  { ) | 


Psychiatrist 

California 


••  . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 


brand  of 


flurazepam  HCI/Roche  © 

sleep  that  satisfies 

15-mg/30-mg 


capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  12  691  - 
697,  Jul-Aug  1971.  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
18  356-363,  Sep  1975.  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  19: 576-583,  May  1976.  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther 32.781-788,  Dec  1982.  5.  Frost  JD  Jr,  DeLucchi  MR 
J Am  GeriatrSoc  27541-546,  Dec  1979.  6.  Dement  WC, 
etal:  Behav  Med,  pp.  25-31,  Oct  1978.  7.  Kales  A, 

Kales  JD:  JCIm  Psychopharmacol  3 140-150,  Apr  1983 
8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21 .355-361, 

Mar  1977 


flurazepam  HCI/Roche  (w 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI; 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam.  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g 
excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect  Adults: 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc 
Manoti,  Puerto  Rico  00701 


IFOR  SLEEP 

After  more  than  1 5 years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. 18  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.79  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  adjacent  page  for  references  and  summary  of  product  information. 

DALMANE 

brand  of  __ 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 


CRLexperience 

and  technology 


Unmatched  quality 
and  unequaled 
dependability  in 
cardiology  and 
related  services. 


CRI,  Cardiac  Rehabilitation 
Institute,  blends  years  of 
experience  and  outstanding 
technological  capabilities  and 
expertise  to  deliver  cardiology 
and  related  services  that  are 
unmatched  for  quality, 
unequaled  for  accuracy, 
unstinting  in  dependability. 

CRI  puts  experience  and 
technology  to  work  for 
physicians  and  their  patients 
with  a team  of  dedicated 
professionals  who  work  hard 
applying  their  exceptional 
talents,  skills,  and  knowledge 
. . . board  certified  cardiologists, 
trained  cardiovascular  nurses, 
and  skilled  medical 
technologists  using  state-of- 
the-art  equipment,  advanced 
technologies,  and  proven 


methods  to  administer  and 
interpret  tests  and  procedures 
quickly  and  with  unmatched 
accuracy. 

CRI  provides  the  widest  range 
of  cardiology  and  related 
services: 

• Non-invasive  peripheral 
vascular  imaging 

• Echocardiography  (M-Mode, 
2D  and  Doppler) 

• Ultrasonic  abdominal  studies 


• Nuclear  cardiology  and 
stress  testing 

• Pulmonary  spirometry 

• Holter  monitoring 

• Mobile  units,  including 
NU-Car  40:  40  foot  nuclear 
cardiology  unit 

Depend  on  CRI,  Cardiac 
Rehabilitation  Institute. . .for 
the  technology  and  the 
professional  talents  that  get 
the  job  done  on  time, 
every  time. 


CARDIAC 

REHABILITATION 

INSTITUTE 

5438  Center  Avenue.  Pittsburgh,  PA  15232 
Phone:  412/682-6201 


Eye  Physicians 

and 

Surgeons 


Keeping  Your  Family  In  Sight 


SOUTH  CHARLESTON  OFFICE 


• DRY  EYE  SPECIALISTS 
• PEDIATRIC  VISION  CARE 
• CONTACT  LENSES 


• CATARACT  SURGERY 

• EYE  EXAMINATIONS 
• LASER  SURGERY 


CHARLESTON  OFFICE 


Muhib  S.  Tarakji,  M.D. 


Herbert  A.  Tipler,  M.D. 


Richard  C.  Rashid.  M.D. 


Medicare  Assignment  accepted  on  ad  medicare  patients. 
Charging  only  what  medicare  approves  for  covered 
services. 


South  Charleston 
Across  the  street  from 
Thomas  Memorial  Hospital 
424  Division  Street 


FOR  APPOINTMENTS  CALL 

(304) 768-7371 


Charleston 

CAMC/General  Division 
General  Medical  Pavilion, 
Suite  100 
415  Morris  Street 


McDonough 

Caperton 

Systems 


Now  serving  over  120  physicians 

We  offer  the  largest,  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  efforts  mean  you  have  a 
choice  . . . 

of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

* of  hardware  including  IBM,  AT  & T,  and  IMS 

of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

* of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

& of  total  hardware  and  software  support  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

% of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  ON/OFF  capability. 
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Team  Rehab 


L ¥ 

Comprehensive  rehabilitation  requires  a 
diverse  array  of  specialists. 


NAME:  Linda  Stidd,  R.N. 

OCCUPATION:  Head  Nurse/Rehabilita- 
tion, OVMC  Rehabilitation  Center  at 
Woodsdale. 

BACKGROUND:  Earned  R.  N.  from 
Ohio  Valley  General  Hospital  School  of 
Nursing.  Received  special  training  in 
Rehabilitation  Nursing  at  The  Institute  of 
Physical  Medicine  and  Rehabilitation,  Peoria,  111. 
Currently  working  on  Bachelor  of  Science  in  Nurs- 
ing at  Ohio  University. 

JOB  SUMMARY:  Coordinates  and  directs  the 
Team  Rehab  nursing  staff  in  providing  patient  care. 

Nursing  service  at  a comprehensive  rehabilitation 
facility  vastly  differs  from  that  at  an  acute  care 
hospital.  The  nurses  must  deal  with  every  facet  of 


their  patients'  recovery,  and  help  the  pa- 
tients learn  that  they  are  the  most  impor- 
tant factor  in  their  own  recovery.  Linda 
heads  a team  of  specially-trained  nurses 
who  show  compassion  for  their  patients’ 
conditions  while  helping  them  learn  to  do 
for  themselves.  “We're  focused  on  the 
whole  patient,”  explains  Linda. 
"Everything— their  emotional  problems,  their 
psychological  problems,  their  family  problems,  their 
social  problems,  as  well  as  their  physical  problems. 
Our  job  is  to  help  them  help  themselves  in  overcom- 
ing these  problems.  It’s  a very  personal  kind 
of  nursing.  Because  of  the  frequent  interaction  with 
the  patient  and  family,  a close  bond  develops- 
friendships  are  formed.” 


OVMC  Rehabilitation 
Center  ^ 


Homestead  Avenue 
Wheeling,  WV  26003 
(304)  232-5533 


-i  at  Woodsdale 


McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  In  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


One  Financial  Place1 


When  the  rewards 
of  success  seem 
to  be  getting  away, 


you  need  our  financial 
planning  services. 


Maximize  the  rewards  of  your  success.  Call  one  of  our  professionals  nearest  you. 


ONE  FINANCIAL  PLACE  Financial  and  Trust  Services  are  available  through  these  $ One  Valley  Banks 

Kanawha  Valley  Bank,  na,  Charleston,  WV  New  River  Banking  & Trust,  Oak  Hill,  WV 

Security  Bank,  Huntington,  WV  Mercer  County  Bank,  Princeton,  WV 

One  Valley  National  Bank  of  Hurricane,  Hurricane,  WV  Seneca  National  Bank,  Ronceverte,  WV 
Citizens  National  Bank,  Martinsburg,  WV  The  Bank  of  St.  Albans,  St.  Albans,  WV 

Fanners  & Merchants  Bank,  Morgantown,  WV  First  National  Bank,  Terra  Alta,  WV 

MEMBERS  FDIC 


Every  day  more  and  more 
physicians  are  hearing 
something  remarkable 
from  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-daily 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.1 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 
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INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives1 

6~|  H INDERAL  LA — 160  mg 

| \ Atenolol — 100  mg 

| Metoprolol — 200  mg 
| | Placebo 


a.  3—  — — 
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Impotence  Weakness 
Men  (n  = 66) 


am 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  LA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 


D 


ROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


IndIride  LA 


(PROPRANOLOL  HCI  [INDERAL  LA]/ 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


LONG  ACTING 
CAPSULES 


Feeling  well  and  doing  well,  all  in  one. 


Q|^Q£_0^||^Y  LONG  ACTING  CAPSULES 


INDERAL  LA 

(PROPRANOLOL  HCI) 


80  mg  120  mg  160  mg 


QJ^Q|T_Q^||^Y  LONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS  ) 
INDERAL ' LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE-  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL-  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL  LA):  Propranolol  is  contraindicated  in 
1)  cardiogenic  shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bron- 
chial asthma;  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Propranolol  hydrochloride  (INDERAL*  LA):  CARDIAC  FAILURE  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician’s  advice  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  ot  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid 
function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS.  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin.  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  ot  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported. 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL*  LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase, 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine.  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension. 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg.  day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc 
effects  at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any 
impairment  ot  fertility  that  was  attributable  to  the  drug 
PREGNANCY:  Pregnancy  Category  C,  Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are:  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg,  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease),  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia is  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy.  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function 
DRUG  INTERACTIONS:  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benetit  be 
weighed  against  possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult. 

NURSING  MOTHERS:  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension: paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  vi- 
sual disturbances;  hallucinations,  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place;  short-term  memory  loss;  emotional  lability;  slightly  clouded 
sensorium,  and  decreased  performance  on  neuropsychometncs 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis;  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia;  LE-like  reactions;  psoriasiform  rashes;  dry  eyes,  male  impo- 
tence, and  Peyronie  s disease  have  been  reported  rarely.  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal.  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation; jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 
Central  Nervous  System.  Dizziness,  vertigo;  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular . Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity  Purpura,  photosensitivity;  rash;  urticaria:  necrotizing  angiitis  (vascu- 
litis. cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis;  anaphylac- 
tic reactions 

Other:  Hyperglycemia;  glycosuria,  hyperuricemia;  muscle  spasm;  weakness;  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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This  article  reviews  the  pharma- 
cology and  clinical  usefulness  of  the 
newer  antiarrhythmic  drugs.  As  a 
group,  these  drugs  will  be  a valuable 
addition  to  the  cardiologists’  arma- 
mentarium, but  the  ideal  antiar- 
rhythmic having  high  efficacy,  easy 
administration,  loiv  cost,  and  minimal 
side  effects,  is  yet  to  be  found. 

A number  of  antiarrhythmic  drugs 
have  recently  been  approved  for 
release  by  the  Food  and  Drug  Ad- 
ministration ( FDA  I , and  several 
others  are  expected  to  be  approved 
during  1986.  The  major  use  for  most 
of  these  drugs  will  be  in  treating 
serious  ventricular  arrhythmias  not 
successfully  treated  with  one  of  the 
more  conventional  antiarrhythmic 
agents.  This  article  reviews  the 
pharmacology  of  these  newer  drugs 
and  their  role  in  managing  cardiac 
arrhythmias. 

Drug  Classification 

Several  classifications  of  the  anti- 
arrhythmic drugs  have  been  proposed, 
and  the  most  widely  used  is  derived 
from  Vaughan  Williams1  (Table  1). 
Class  1 drugs  depress  the  upstroke 
velocity  of  the  cellular  action  potential 
and  are  subdivided  into  groups  IA, 
IB.  and  IC  based  on  whether  they 
increase,  decrease,  or  have  little  effect 
on  the  action  potential  duration.  Class 
II  drugs  are  beta  blockers,  Class  III 
drugs  primarily  increase  the  action 
potential  duration,  and  Class  IV  drugs 
are  calcium  antagonists. 


Tocainide 

Tocainide  (Tonocard)  is  a Class 
IB  drug  which  was  released  in  late 
1984  for  supression  of  symptomatic 
ventricular  arrhythmias.  It  has 
electrophysiologic  properties  similar 
to  lidocaine,  and  the  response  to  IV 
lidocaine  tends  to  predict  the  response 
to  oral  tocainide,  though  many  ex- 
ceptions occur.2  The  usual  (adult) 
starting  dose  is  400  mg  every  eight 
hours,  and  the  long-term  dose  aver- 
ages 1200  to  1800  mg  /day  in  three 
I sometimes  two)  divided  doses.  Dose 
reductions  may  be  needed  with  renal, 
hepatic,  or  heart  failure.  It  is  supplied 
in  400  and  600  mg  unscored  tablets. 

Side  effects  are  common  and,  in 
our  experience,  in  a generally  elderly 
population,  they  occur  in  about  half 
of  all  patients.  These  include  a variety 
of  central  nervous  system  symptoms 
such  as  lightheadedness,  tremor, 
ataxia,  paresthesias,  and  visual  dis- 
turbances. Nausea  and  anorexia  are 
also  common.  These  side  effects  may 
respond  to  dosage  reduction  or  to 
taking  the  drug  with  meals,  but  often 
drug  discontinuation  is  necessary. 

TABLE  1 

Antiarrhythmic  Classification 


IA  increase  action 

potential  duration 


III  prolong  action 
potential  duration 

IV  blockade  of  slow 
(calcium)  channels 


Uncommon,  but  potentially  more 
serious,  reactions  include  blood  dys- 
crasias  and  pulmonary  fibrosis.  As 
with  all  other  antiarrhythmics,  tocain- 
ide has  the  potential  to  aggravate, 
rather  than  suppress,  ventricular 
arrhythmias,  and  this  possibility  needs 
to  be  considered  if  premature  ventri- 
cular complexes  (PVCs)  increase  in 
frequency  after  the  drug  is  started. 

Mexiletine 

Mexiletine  (Mexitil)  is  another 
Class  IB  drug  which  wTas  released  in 
March  of  this  year.  It  shares  many 
properties  with  lidocaine  and  tocain- 
ide.3 The  recommended  starting  dose 
is  200  mg  given  every  eight  hours 
with  food  or  antacids.  Most  patients 
who  respond  to  this  drug  ( about  30 
per  cent  of  all  patients  with  PVCs) 
are  controlled  on  total  daily  doses  of 
600-900  mg;  the  dose  should  not 
exceed  1200  mg  per  day.  Dose 
reductions  may  be  needed  with  heart, 
liver  or  renal  failure.  It  will  be  sup- 
plied in  capsules  of  150  mg.  200  mg, 
and  250  mg. 

(Continued  on  Next  Page) 
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Side  effects  (chiefly  of  the  central 
nervous  and  gastrointestinal  systems) 
are  common,  similar  to  those  seen 
with  tocainide,  and  have  led  to  drug 
discontinuation  in  about  40  per  cent 
of  patients. 

Both  mexiletine  and  tocainide 
shorten  the  QT  interval  and  may  be 
especially  useful  in  treating  ventri- 
cular arrhythmias  associated  with  QT 
prolongation. 

Flecainide 

Flecainide  (Tambocor)  is  a Class 
IC  drug  approved  by  the  FDA  in 
October,  1985. 4 The  starting  dose  is 
100  mg  every  12  hours.  This  may  be 
increased  in  increments  of  50  mg 
every  12  hours  at  intervals  of  no  less 
than  four  days  to  a maximum  dose  of 
200  mg  every  12  hours.  The  average 
daily  dose  is  300  mg.  Dosage  reduc- 
tions should  be  considered  with  heart, 
renal  or  liver  failure.  It  is  supplied 
in  100  mg  scored  tablets. 

The  spectrum  of  neurologic  and 
gastrointestinal  side  effects  is  similar 
to  that  of  the  drug  already  discussed. 
Although  most  antiarrhythmics  can 
suppress  the  sinus  node,  impulse  con- 
duction, and  ventricular  function,  and 
all  can  worsen  ventricular  arrhyth- 
mias, the  incidence  of  these  effects  is 
greater  with  flecainide  than  with  the 
other  agents  presented  in  this  article. 
Flecainide  causes  a significant  in- 
crease in  the  PR  and  QRS  intervals, 

TABLE  2 

Summary  of  Newer  Antiarrhythmics 


but  this  does  not  require  dosage 
reduction  unless  prolongation  is  ex- 
treme. The  QT  interval,  especially 
that  portion  (JT)  following  the  QRS, 
is  usually  not  prolonged  significantly. 

Encainide 

Encainide  (Enkaid)  is  another 
Class  IC  drug  which  will  probably  be 
released  in  1986  for  suppression  of 
life-threatening  ventricular  arrhyth- 
mias.5 The  usual  starting  dose  is  25 
mg  every  eight  hours  (less  with  renal 
failure ) , and  the  dose  may  be  gradu- 
ally increased  at  intervals  of  no  less 
than  four  days  up  to  a maximal  dose 
of  50  mg  every  six  hours.  Some 
patients  may  respond  to  twice-daily 
dosage.  It  will  be  supplied  in  tablets 
of  25  mg,  32.5  mg  and  50  mg. 

Side  effects  occur  in  about  a third 
of  patients  and  include  dizziness, 
tremor,  visual  disturbances,  and 
nausea.  About  15  to  20  per  cent  of 
patients  experience  worsening  of  their 
arrhythmias.  Impairment  of  sinus 
node  and  ventricular  function  are 
uncommon.  EKG  effects  are  similar 
to  those  of  flecainide. 

Ainiodorone 

Amiodorone  (Cordarone)  is  a 
Class  III  antiarrhythmic  which  was 
released  in  December,  1985. 6 Its 
major  use  will  be  in  treating  life- 
threatening  ventricular  arrhythmias, 
but  it  has  also  been  shown  to  be 
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effective  in  treating  supraventricular 
tachycardias,  especially  atrial  fibril- 
lation and  reentrant  arrhythmias  in- 
volving accessory  pathways  (Wolff- 
Parkinson-White  syndrome  ) . Therapy 
is  usually  initiated  with  a loading  dose 
of  up  to  1200  mg /day  given  once 
daily  for  a week,  followed  by  a daily 
maintenance  dose  of  200  mg  to  400 
mg.  The  higher  doses  are  usually 
reserved  for  treating  the  more 
refractory  ventricular  arrhythmias. 

Diverse  side  effects  of  amiodarone 
affect  virtually  every  organ  system, 
and  include  corneal  deposits,  hypo- 
and  hyperthyroidism,  pulmonary  fib- 
rosis, neuropathy,  myopathy,  liver 
dysfunction,  photosensitivity,  and  skin 
discoloration. 

Cardiac  effects  include  suppression 
of  sinus  node  function,  conduction 
disturbances,  and  possible  worsening 
of  arrhythmias  and  heart  failure.  The 
PR  and  QT  intervals  are  prolonged. 

Overview 

As  a group,  the  new  er  antiarrthymic 
drugs  offer  several  advantages  over 
most  of  the  conventional  antiarrhyth- 
mic agents.  They  tend  to  have  some- 
what greater  efficacy  in  controlling 
ventricular  arrhythmias,  and  tend  to 
have  longer  half-lives,  which  may 
facilitate  patient  compliance.  They 
suffer  from  the  same  drawbacks  of 
frequent,  and  often  serious,  side 
effects  as  the  conventional  drugs, 
which  should  limit  their  use  to  settings 
where  the  need  for  therapy  is 
strongest  and  the  therapeutic  end- 
points are  most  clearly  defined.  In 
this  regard,  it  should  be  noted  that 
the  only  arrhythmic  drugs  shown  to 
reduce  the  risk  of  sudden  death 
among  large  groups  of  patients  fol- 
lowing myocardial  infarction  are  the 
beta  blockers,  and  this  effect  on 
mortality  may  be  independent  of  the 
degree  to  which  they  suppress  prema- 
ture ventricular  complexes  (PVCs). 
Physicians  are  cautioned  to  evaluate 
carefully  the  risk-to-benefit  ratio  of 
treatment  and  the  full  product  infor- 
mation before  prescribing  any  of 
these  medications. 

Acknowledgement 

We  gratefully  acknowledge  the  as- 
sistance of  Kathy  Moore  in  the  prepa- 
ration of  this  manuscript. 


Drug 


Usual  Maintenance 
Dose 


Clinical 

Indications 


Side 

Effects 


Tocainide 


400-600  mg  q 8h 


Mexiletine 

200-300 
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The  neuroleptic  maligqant  syn- 
drome, an  infrequent  hut  potentially 
life-threatening  reaction  to  major 
tranquilizers,  consists  of  muscular 
rigidity,  autonomic  dysfunction,  hy- 
perpyrexia, and  altered  consciousness. 
The  syndrome,  known  to  psychiatrists, 
neurologists,  and  internists,  is  un- 
known to  most  other  physicians.  The 
author  reports  successful  treatment  of 
a postoperative  case  with  pan- 
curonium, and  would  like  to  familiar- 
ize all  clinicians  with  the  condition 
and  its  management. 

'T'he  neuroleptic  malignant  syn- 
drome,  named  by  Delay  and 
Deniker,1  has  been  described  since 
1960  primarily  in  the  French  psychi- 
atric literature.  The  syndrome  has 
been  associated  with  a variety  of 
antipsychotic  agents  hut  haloperidol 
is  the  drug  most  often  implicated.  It 
has  striking  similarities  in  clinical  and 
laboratory  findings  with  malignant 
hyperthermia,  an  an  autosomal  domi- 
nant familial  disorder  well  known  to 
anesthesiologists. 

The  incidence  of  neuroleptic  malig- 
nant syndrome  is  unknown.  Caroff2 
believes  that,  particularly  in  this 
country,  the  NMS  is  unrecognized  and 
underdiagnosed.  Smego  and  Durack3 
have  found  only  37  reported  cases  of 
NMS  in  the  English  literature;  and 
we  have,  since  their  report,  observed 
an  additional  21  related  articles  in 
the  American  medical  journals. 
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As  NMS  is  believed  to  be  an 
idiosyncratic  response  to  neuroleptics 
due  to  central  dopamine  receptor 
blockade  in  the  hypothalamus,4  the 
dopamine  receptor  agonist,  bromo- 
criptine mesylate,5,6  and  central 
dopaminergic  drug,  carbidopa/levo- 
dopa,  have  been  used  in  its  treat- 
ment with  remarkable  success.  Dan- 
trolene sodium8,9,10  and  pancuronium 
bromide,11  which  act  by  relaxing 
contracted  muscle,  have  also  produced 
promising  results. 

Because  the  mortality  rate  is  15 
per  cent,12  early  diagnosis  and 
treatment  are  crucial.  Death  can 
occur  within  30  days  from  the  on- 
set of  symptoms  secondary  to  respir- 
atory failure,  cardiovascular  collapse, 
thromboembolism,  or  myoglobinuric 
acute  renal  failure.  Although  the 
neuroleptic  malignant  syndrome  is 
seen  primarily  in  psychiatric  patients, 
it  has  also  been  reported  in  patients 
with  no  known  psychiatric  dis- 
ease.13,14,15 

The  present  report  details  a case  of 
severe  neuroleptic  malignant  syndrome 
occurring  shortly  following  hyster- 
ectomy. The  patient  developed  major 
organ  system  problems  with  respira- 
tory and  renal  failure,  yet  responded 
to  treatment.  The  pathophysiology 
of  the  syndrome  and  its  similarity  to 
clinical  and  physiologic  features  of 
acute  perianesthetic  familial  rhab- 
domyolysis,  commonly  known  as 
malignant  hyperthermia,  is  reviewed. 

Case  Report 

K.O.,  an  otherwise  healthy  29-year- 
old  white  female,  gravida  3,  para  3, 
was  admitted  to  United  Hospital 
Center  on  May  28,  1985,  for  vaginal 


hysterectomy  due  to  symptomatic 
retrodisplacement  of  the  uterus.  The 
medical  history  was  notable  for  pre- 
vious laparoscopic  sterilization  per- 
formed under  general  anesthesia  with- 
out complication;  the  anesthetic 
agents  used  were  the  depolarizing 
neuromuscular  blocking  agent,  suc- 
cinylcholine,  in  conjunction  with  fen- 
tanyl  nitrous  oxide  and  oxygen. 
Retrospective  history  revealed  that 
both  of  her  parents,  a sister,  and  an 
aunt  had  received  general  anesthesia 
for  various  operations  without  compli- 
cations. Relevant  laboratory  data  the 
day  before  hysterectomy  revealed 
hematologic  parameters,  urinalysis, 
and  blood  biochemical  components 
within  normal  limits. 

On  May  29,  1985,  the  patient 
underwent  a transvaginal  hysterectomy 
under  general  anesthesia  which  lasted 
approximately  two  hours.  Diazepam 
10  mg,  nalbuphine  hydrochloride  six 
mg,  and  atropine  sulfate  0.4  mg 
were  administered  as  preoperative 
medications.  After  preoxygenation, 
anesthesia  was  induced  with  theopen- 
tal  sodium.  Endotracheal  intubation 
was  facilitated  with  intravenous  nor- 
curon.  Anesthesia  was  maintained 
with  fentanyl,  nitrous  oxide  and 
oxygen. 

Patient  Irritable,  Restless 

Intraoperative  and  immediate  post- 
operative courses  were  uneventful; 
however,  on  the  first  postoperative  day 
the  patient  was  found  to  be  irritable 
and  restless.  She  was  treated  with  a 
combination  of  two  mg  perphenazine 
and  10  mg  amitriptyline  hydro- 
chloride twice  a day.  As  she  became 
progressively  agitated,  the  afore- 
mentioned therapy  was  discontinued, 
and  psychiatric  consultation  was 
sought.  On  the  fourth  postoperative 
day,  she  was  placed  on  haloperidol 
tablets  two  mg  three  times  per  day 
and  benztropine  mesylate  two  mg 
daily.  The  following  day  she  ex- 
perienced increased  tremors  and  jerk- 
ing movements  of  all  extremities. 
Delusions  ensued  and  her  conscious- 
ness became  progressively  impaired. 
Buccofacial  and  lingual  dyskinesia 
with  diffuse  cogwheel  muscular  rigid- 
ity developed.  Autonomic  dysfunc- 
tion, tachycardia,  hypotension,  and 
sweating  followed.  Fever  occurred 
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TABLE 

Biochemical  Component  Courses 


Hospital  Day 


Level  ( Normal  Range ) 

1 

10 

12 

14 

16 

18 

19 

24 

30 

37 

Calcium,  mg/dL  (8.5-10.5) 

9.2 

7.8 

5.9 

6.8 

7.5 

8.2 

7.7 

8.5 

8.5 

Magnesium,  mEq/L  (1.8-2. 4) 

3.2 

3.1 

2.0 

1.7 

Phosphorous,  mg/dL  (2. 5-4.5) 

4.2 

4.5 

8.8 

6.9 

4.9 

3.1 

2.6 

3.7 

3.8 

— 

A.P.,  IU/L  (30-115) 

69 

206 

313 

327 

213 

222 

235 

230 

200 

108 

Uric  Acid,  mg/dL  (2. 6-5. 6) 

3.4 

10.7 

22.4 

73.2 

5.6 

3.1 

4.1 

2.9 

2.2 

3.0 

Creatinine,  mg/dL  (0.7-1. 4) 

0.7 

0.7 

2.2 

3.3 

1.8 

1.3 

1.4 

0.9 

0.5 

— 

CPK,  IU/L  (21-215) 

1308 

15920 

42600 

2280 

1344 

347 

BUN,  mg/dL  (10-26) 

6 

5 

27 

44 

46 

41 

38 

22 

10 

10 

LDH,  IU/L  (100-190) 

168 

316 

1800 

2960 

820 

520 

638 

482 

267 

140 

SGOT,  IU/L  (0-40) 

14 

153 

1055 

5240 

440 

91 

232 

185 

89 

56 

concomitantly,  reaching  40.4° C on 
the  sixth  postoperative  day.  Because 
of  the  patient’s  inability  to  swallow, 
all  oral  medications  were  stopped; 
she  had  received  a total  of  eight  mg 
haloperidol. 

As  the  diagnosis  was  uncertain, 
supportive  therapy  consisting  of 
vigorous  intravenous  hydration  and 
antibiotics  was  begun  in  addition  to 
the  administration  of  intermittent 
tepid  and  alcohol  sponge  baths.  As 
seen  from  laboratory  data  summarized 
in  the  Table,  the  patient  had  a marked 
elevation  of  alkaline  phosphatase, 
lactic  dehydrogenase,  and  serum 
glutamate  oxaloacetate  transaminase. 
Leukocytosis  of  13,400  wbc/cu  mm 
with  90  per  cent  polymorphonuclear 
cells,  two  per  cent  stabs,  seven  per 
cent  lymphocytes,  and  one  per  cent 
monocytes  was  reported.  Blood  and 
urine  cultures  returned  negative. 
Lumbar  puncture  revealed  no  ab- 
normalities, and  anteroposterior  port- 
able chest  X-ray  identified  no  patho- 
logy. 

The  patient’s  condition  gradually 
improved  during  the  next  two  days; 
she  became  oriented  and  attempted 
to  answer  questions  despite  dysar- 
thria. Her  temperature  fluctuated 
between  37.6  and  38. 4 C while  her 
asynchronous  jerking  movements  de- 
creased to  pill-rolling  tremors. 

Patient  Transferred  to  ICU 

She  remained  alert  and  talkative 
and,  by  the  ninth  postoperative  day, 
was  walking  without  help.  A pelvic 
examination,  albeit  poorly  tolerated, 
and  a real  time  sonographic  study  of 


the  abdomen  disclosed  no  clue  to  the 
etiology  of  her  fever.  In  the  after- 
noon the  patient  complained  of  being 
tired  and  exhausted,  and  shortly 
thereafter  she  experienced  increased 
psychomotor  activity.  She  was  given 
two  mg  haloperidol  and  0.5  mg 
benztropine  mesylate.  Three  hours 
later  she  became  disoriented  and 
rapidly  obtunded.  Generalized  tonic- 
clonic  convulsions  and  profuse  diap- 
horesis ensued.  By  midnight  she 
exhibited  unresponsiveness  and  be- 
came comatose.  Pulse  and  blood  pres- 
sure were  unobtainable  while  her 
rectal  core  body  temperature  regis- 
tered 41.2  C.  The  patient  was  trans- 
ferred to  the  Intensive  Care  Unit. 

Intravenous  drug  therapy  that  in- 
cluded 10  mg  diazepam  at  the  rate 
of  one  mg  per  minute  and  600  mg 
phenytoin  were  administered  and,  in 
conjunction  with  cooling  procedures, 
resulted  in  temporary  cessation  of 
gross  motor  activity.  An  oral  airway 
was  secured.  Oxygen  per  nasal  can- 
nula was  given.  Another  line  for 
intravenous  fluid  therapy  was  opened. 
Thirty  minutes  later  the  pulse  and 
blood  pressure  were  obtainable  by 
Doppler's  ultrasound  at  160  beats  per 
minute  and  85/40  mm  Hg  respec- 
tively. Her  temperature  recorded  by 
rectal  probe  peaked  at  41.6  C,  grad- 
ually decreased,  and  by  daybreak 
stabilized  around  38.5CC  (Figure). 
A nasogastric  tube,  placed  initially 
for  stomach  lavage  using  iced  saline, 
was  later  utilized  for  administration 
of  oral  medications.  Metabolic 
acidosis,  judged  by  arterial  blood  gas 
analysis  showing  pH,  7.26;  P02,  85 


mm  Hg;  Pco?,  26  mg  Hg;  HCO3,  12 
mEq/L,  was  corrected  successfully 
with  bicarbonate  therapy.  The  WBC 
count  was  32.000 /cu  mm  with  a 
marked  shift  to  the  left,  and  extensive 
laboratory  workup  presented  in  the 
Table  demonstrated  liver  function 
abnormalities. 

No  neurological  findings  except 
extrapyramidal  symptoms  were  found 
and,  as  she  continued  to  experience 
recurrence  of  generalized  asynchronic 
movements,  diazepam  two  mg  pheny- 
toin 300  mg  were  administered  inter- 
mittently every  two  hours  as  neces- 
sary to  control  muscle  twitching  and 
keep  her  sedated.  Four  hours  after 
admission  to  ICU,  myoclonic  jerks 
lessened  in  intensity  and  shortened  in 
duration  as  periods  of  rest  grew 
progressively  longer.  The  patient’s 
medications  were  changed  to  pheny- 
toin 200  mg  b.i.d.  and  maintained 
within  therapeutic  range.  A presump- 
tive diagnosis  of  neuroleptic  malig- 
nant syndrome  was  now  made. 

Rhabdoniyolysis  Develops 

An  additional  complication,  mas- 
sive rhabdomyolysis,  developed.  Urine 
became  scanty  and  red-brown.  Plasma 
creatine  phosphokinase  level  had 
risen  from  1308  IU/L  to  15,920 
IU  L.  The  urine  samples  were  posi- 
tive for  myoglobin  by  a radioim- 
munodiffusion assay,  and.  quanti- 
tatively, urine  myoglobin  level  was  1.5 
mg/dL.  Furthermore,  hemoglobinuria 
was  striking,  for  the  urine  hemoglobin 
was  169.5  mg/dL.  Oliguric  renal  fail- 
ure secondary  to  myoglobinuria  was 
impending.  General  puffiness  of  the 
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entire  face  and  edema  of  the  eyelids 
were  also  noted;  prominent  pulmonary 
vascular  markings  on  anteroposterior 
projection  of  the  chest  indicative  of 
vascular  congestion  were  present.  To 
ameliorate  renal  injury,  furosemide 
was  aministered,  and  alkalinizing  of 
the  urine  was  accomplished.  Although 
a mild  elevation  of  serum  potassium 
was  present,  nonemergent  therapy  for 
hyperkalemia  with  150  grams  of 
sodium  polystyrene  sulfonate  in  300 
ml  of  20  per  cent  Sorbitol  was  pre- 
scribed in  three  equally  divided  doses 
over  a 24-hour  period.  Satisfactory 
results  were  achieved. 

Twenty-four  hours  after  admission 
to  ICU,  the  patient’s  condition  de- 
teriorated; tonic-clonic  movements  of 
all  extremities  worsened  and.  in  spite 
of  cooling  blankets  and  application 
of  ice  packs  to  her  body,  rectal 
temperature  increased  to  around 
39. 1°C.  Eye  opening  and  semi- 
purposeful movement  to  deep  pain 
disappeared.  It  became  imperative  to 
control  her  increased  tremor  and 
jerkings  to  avoid  hemolysis  and 
rhabdomyolysis  leading  to  acute 
renal  failure.  Treatment  with  dantro- 
lene sodium  began.  Initially,  240  mg 
dantrolene  was  given  intravenously 
over  a two-hour  period.  She  con- 
tinued to  receive  oral  dantrolene  100 
mg  every  six  hours  through  her 
nasogastric  tube. 

On  the  twelfth  postoperative  day, 
third  day  in  the  ICU,  the  patient’s 
respirations  became  rapid  and  shal- 
low with  periods  of  apnea.  She  be- 


came hypotensive,  bradycardiac,  and 
developed  a cardiopulmonary  arrest. 
Successful  resuscitative  therapy  was 
achieved  by  CCU  personnel.  Because 
of  continued  respiratory  distress,  the 
patient  was  placed  on  a ventilator. 
Intravenous  access  for  hyperalimenta- 
tion was  obtained. 

Four  days  after  admission  to  ICU, 
she  remained  comatose.  During  this 
time,  she  developed  increased  rigidity. 
Urine  hemoglobin  and  myoglobin  had 
risen  to  a peak  of  816.0  mg/dL  and 
3.5  mg/dL,  respectively,  while  serum 
CPK  had  reached  its  peak  of  42,600 
U.L.  Maximum  doses  of  dantrolene 
had  failed  to  produce  expected  results; 
therefore,  it  was  decided  to  use 
pancuronium  bromide.  The  patient 
initially  was  given  eight  mg  of  pan- 
curonium intravenously  and  then  con- 
tinued to  receive  two  mg  every  one 
to  two  hours  as  necessary  to  control 
muscle  twitching.  At  the  same  time 
the  patient  was  still  given,  though  by 
greatly  reduced  dosages,  phenytoin 
and  dantrolene  sodium. 

Encouraging  Improvement 

Encouraging  improvement  in  the 
patient’s  condition  was  noted  by  the 
next  day  when  she  developed  semi- 
purposeful movements.  She  con- 
tinued to  have  dramatic  improvement, 
and  on  day  nine  in  ICU,  because  there 
were  only  mild  muscle  rigidity  and 
myoclonic  jerks,  pancuronium  therapy 
was  discontinued.  She  had  received 
a total  of  48  mg  of  pancuronium 
bromide  over  a period  of  four  days. 


Figure.  Hospital  course  from  postoperative  day  three  to  day  of  discharge;  effect 
of  drug  administration  on  temperature. 


On  day  10,  the  patient  was  extubated 
and  placed  on  0^  35  per  cent  face 
tent.  A day  later  she  underwent 
therapeutic  flexible  fiberoptic  bron- 
choscopy for  persistent  atelectasis  of 
the  left  lower  lobe.  Copius  secretions 
of  a tenacious  nature  were  removed. 
A follow-up  chest  film  on  the  twelfth 
day  ICU  showed  the  left  lung  field 
cleared. 

By  day  16  of  ICU,  the  patient 
could  talk  and  follow  commands.  Her 
temperature,  electrolytes  and  WBC 
stabilized  within  normal  limits.  Plasma 
calcium,  creatinine,  and  uric  acid 
returned  to  a normal  range.  She  im- 
proved clinically,  and  the  subclavian 
CVP  line  was  withdrawn.  A day  later 
the  nasogastric  tube  was  removed  and 
oral  feeding  begun. 

On  day  19  she  was  discharged  from 
ICU  with  a clear  sensorium.  She 
remained  10  more  days  in  the  hospital 
during  which  time  she  experienced  no 
recurrence  of  symptoms.  Neurologic 
and  psychiatric  evaluations  were  car- 
ried out  to  document  her  complete 
recovery.  The  CT  scan  of  the  head 
was  normal;  EEG  revealed  no  well- 
defined  local  site  of  origin  of  seizure 
activity,  and  an  echocardiogram 
demonstrated  no  significant  patho- 
logy. 

From  the  thirty-second  hospital 
day,  the  patient’s  vital  signs  remained 
stable;  she  was  voiding  spontaneously 
and  was  ambulating  with  no  help. 
All  drug  therapy  had  been  discon- 
tinued with  the  exception  of  phenytoin 
100  mg  A.M.  and  HS  and  phenobarbi- 
tal  15  mg  A.M.  and  30  mg  HS. 

The  patient  was  discharged  from 
the  hospital  on  postoperative  day  39, 
hospital  day  41,  without  medication. 
One  week  later  she  was  in  good 
physical  and  mental  health;  serum 
CPK.  SGOT,  LDH,  copper,  and 
ceruloplasmin  were  all  within  normal 
limits.  She  continues  to  do  well  seven 
months  later. 

Discussion 

This  patient  presented,  during  the 
postoperative  course,  all  the  salient 
features  of  the  neuroleptic  malignant 
syndrome  as  well  as  all  of  the  reported 
major  complications  including  coma, 
aspiration  pneumonia,  myoglobinuric 
renal  failure,  and  cardiovascular  col- 
lapse. 
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The  patient  had  biochemical  altera- 
tions characteristic  of  rhabdomyolysis 
with  myoglobin  in  the  urine,  an  ex- 
treme elevation  of  serum  creatine 
phosphokinase,  hyperuricemia,  and 
hypocalcemia.  The  rhabdomyolysis 
could  have  been  a consequence  of 
hyperthermia  analogous  to  that  which 
occurs  in  heat  stroke;16  or,  as  some 
authors1,  believe,  it  might  have  been 
due  to  muscle  damage  secondary  to 
intense,  sustained  muscle  contraction. 

The  central  hyperthermia  seen  post- 
surgically  and  the  rigid  form  of 
anesthetic-induced  malignant  hyper- 
thermia ( MH  ) have  striking  clinical 
similarities  to  the  neuroleptic  malig- 
nant syndrome  ( NMS  ) . 

Although  the  pathophysiology  of 
NMS  is  thought  to  be  related  to 
dopamine  receptor  blockade,47  its 
pathogenesis  still  remains  obscure. 
The  pathophysiologic  mechanism  of 
MH  is  better  understood.  MH  is 
believed  to  be  a genetic  defect  result- 
ing in  a massive  release  of  calcium 
into  skeletal  muscle  cytoplasm  under 
certain  conditions.  This  release  fol- 
lows a generalized  alteration  in  cellu- 
lar or  sub-cellular  membrane  permea- 
bility in  tbe  presence  of  certain 
depolarizing  muscle  relaxants  or 
potent,  volatile  anesthetic  agents.18 
The  excessive  myoplasmic  calcium 
influx  inhibits  normal  contraction- 
relaxation  mechanism  and  produces 
the  prolonged  muscle  contraction 
observed  in  malignant  hyperthermia.19 

In  contrast  to  MH,  which  generally 
has  a fulminant  onset  over  a period 
of  minutes,  NMS  appears  to  develop 
hours  or  days  after  drug  administra- 
tion or  after  months  of  drug  use.3,20 
Because  anesthetic  agents  are  meta- 
bolized faster  than  neuroleptics,21 
recovery  from  NMS  requires  more 
time:  five  to  10  days  following  ces- 
sation of  oral  neuroleptics,  10  to  30 
days  after  long-acting  depot  injec- 
tions.2,3 While  MH  affects  males  and 
females  with  equal  frequency,  the 
neuroleptic  malignant  syndrome  has  a 
male-to-female  ratio  of  two  to  one.'12 
Most  patients  with  MH  have  serum 
enzyme  elevation  between  attacks  but 
not  with  NMS.  Skeletal  muscle  from 
patients  susceptible  to  MH  contracts 
abnormally  when  exposed  to  caffeine 
or  halothane.  We  had,  unfortunately, 


no  means  of  performing  such  a 
diagnostic  test;  however,  the  patient 
in  the  present  report  had  a normal 
CPK-MB  and  CPK  eight  days  after 
discharge  from  the  hospital.  Although 
there  is  a case  report22  and  a possible 
pathophysiologic  link  between  NMS 
and  MH. 23,24  the  bulk  of  the  evidence 
indicates  that  these  two  syndromes 
are  distinct  entities. 

The  central  thermoregulatory  mech- 
anisms seem  to  rely  on  dopaminergic 
neurons25  and  central  adrenergic 
mechanisms.26  Since  tricyclic  anti- 
depressants impair  adrenergic  mech- 
anisms in  central  thermoregulation,1 
and  haloperidol  acts  in  the  central 
nervous  system  as  an  antagonist  to 
dopaminergic  neurotransmission,27  to- 
gether the  two  can  produce  disrup- 
tion of  central  thermoregulation 
mechanisms.  Tricyclic  antidepres- 
sants and  haloperidol  have  also  been 
shown  to  inhibit  each  other’s  break- 
down.28 

By  blocking  calcium  release  from 
sacroplasmic  reticulum,  dantrolene 
produces  peripheral  muscle  relaxa- 
tion. It  is  reported  to  be  effective  in 
the  treatment  of  neuroleptic  malignant 
syndrome.  In  our  patient,  dantrolene 
proved  ineffective. 

Repeated  doses  or  continuous  in- 
fusions of  a nondepolarizing  muscle 
relaxant  such  as  pancuronium  have 
been  reported  effective  in  providing 
muscular  paralysis29  and  hence  in 
decreasing  oxygen  consumption.10  The 
use  of  pancuronium  in  this  patient 
was  associated  with  reversal  of  muscle 
rigidity,  elimination  of  fever,  and  the 
disappearance  of  myoglobinuria  and 
hemoglobinuria. 

Acknowledgement 

The  author  thanks  Drs.  James  M. 
Stevenson,  Professor  and  Chairman. 
Department  of  Behavioral  Medicine 
and  Psychiatry,  West  Virginia  Uni- 
versitv  School  of  Medicine,  and  James 
L.  Levenson.  Assistant  Professor  of 
Psychiatry  and  Medicine,  Medical 
College  of  Virginia,  for  their  invalu- 
able collaboration. 

References 

1.  Delay  J,  Deniker  P.  Drug-induced 
extramyramidal  syndromes.  In:  Vinken  PJ, 
Bruyn  GW,  eds.  Handbook  of  clinical 
neurology,  diseases  of  the  basal  ganglia. 
Amsterdam:  North  Holland  Publishing  Co, 
1968:248-266. 


2.  Caroff  S.  The  neuroleptic  malignant 
syndrome.  J Clin  Psychiatry  1980;  41:79-83. 

3.  Smego  R,  Durack  D.  The  neuroleptic 
malignant  syndrome.  Arch  Intern  Med  1982; 
142:1183-11.85. 

4.  Henderson  V,  Wooten  GF.  Neuroleptic 

malignant  syndrome:  a pathogenetic  role 

for  dopamine  receptor  blockade?  Neurology 
1981;  31:132-137. 

5.  Mueller  PS,  Vester  JW,  Fennaglich  J. 
Neuroleptic  malignant  syndrome:  successful 
treatment  with  bromocriptine.  JAMA  1983; 
249:386-388. 

6.  Zubenko  G,  Pope  HG.  Management  of 
a case  of  neuroleptic  malignant  syndrome 
with  bromocriptine.  Am  J Psychiatry  1983; 
140:1619-1620. 

7.  Kurlan  R,  Hamill  R,  Shoulson  I. 
Neuroleptic  malignant  syndrome.  Clin 
Neuropharmacology  1984;  7(2):  109-120. 

8.  Coons  D,  Hillman  G,  Marchall  R. 

Treatment  of  neuroleptic  malignant  syn- 
drome with  dantrolene  sodium:  a case 

report.  AM  J Psychiatry  1982;  139:944-945. 

9.  Goulon  M,  de  Rohan-Chabot  P,  Elk- 
harrat  D,  et  al.  Beneficial  effects  of  dan- 
trolene in  the  treatment  of  neuroleptic 
malignant  syndrome:  a report  of  two  cases. 
Neurology  1983;  33:516-518. 

10.  May  DC,  Morris  SW,  Stewart  RM, 
et  al.  Neuroleptic  malignant  syndrome: 
response  to  dantrolene  sodium.  Am  Intern 
Med  1983;  98:183-184. 

11.  Sangal  R,  Dimitrijevic  R.  Neuroleptic 

malignant  syndrome:  successful  treatment 

with  pancuronium.  JAMA  1985;  254:2795- 
2796. 

12.  Levenson  J.  Neuroleptic  malignant 
svndrome.  Am  J Psychiatry  1985;  142:1137- 
1145. 

13.  Konikoff  F,  Kuritzky  A,  Jerushahni  Y, 
et  al.  Neuroleptic  malignant  syndrome  in- 
duced bv  a single  injection  of  haloperidol. 
Br  Med  J 1984;  289:1228-1229. 

14.  Shields  WD,  Bray  PF.  A danger  of 
haloperidol  therapy  in  children.  T Pediatr 
1976;  88:301-303. 

15.  Greenblatt  DJ,  Gross  PL,  Harris  J, 
et  al.  Fatal  hyperthemia  following  halo- 
peridol therapy  of  sedative-hypnotic  with- 
drawal. J Clin  Psychiatry  1978;  39:673-675. 

16.  Knochel  JP.  Environmental  heat 
illness.  Arch  Intern  Med  1974;  133:841-864. 

17.  Eiser  AR,  Neff  MS,  Slifkin  RF.  Acute 
mvoglobinuric  renal  failure:  a consequence 
of  the  neuroleptic  malignant  svndrome. 
Arch  Intern  Med  1982;  142:601-603. 

18.  Gronert  GA.  Malignant  hyperthermia. 
Anesthesiology  1980;  53:395-423. 

19.  Britt  BA.  Etiology  and  pathophysio- 
logy of  malignant  hyperthermia.  Fed  Proc 
1979;  38:44-48. 

20.  Cope  RV,  Gregg  EM.  Neuroleptic- 
malignant  svndrome.  Br  Med  I 1983;  286: 
1938. 

21.  Tollefson  G.  A case  of  neuroleptic- 
malignant  syndrome:  in  vitro  muscle  com- 
parison with  malignant  hyperthermia.  J 
Clin  Psychopharmacol  1982;  2:266-270. 

22.  Downey  GP,  Rosenberg  M,  Caroff  S, 
et  al.  Neuroleptic  malignant  syndrome: 
patient  with  unique  clinical  and  physiologic 
features.  Am  J Med  1984;  77:338-340. 


438  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


23.  Caroff  S,  Rosenberg  H,  Gerber  JC. 
Neuroleptic  malignant  syndrome  and  malig- 
nant hyperthermia.  J Clin  Psychopharmacol 
1983;  3:120-121. 

24.  Weinberg  S,  Twersky  RS.  Neuroleptic 
malignant  syndrome.  Anesth  Analg  1983; 
62:848-850. 

25.  Kennedy  MS,  Burks  TF.  Dopamine 
receptors  in  the  central  thermoregulatory 
mechanism  of  the  cat.  Neuropharmacology 
1974;  13:119-128. 

26.  Myers  RD.  Temperature  regulation: 
neurochemical  systems  in  the  hypothalamus. 
In:  Haymarket  W,  Anderson  E,  eds.  The 


West  Virginia  University 
Medical  Center 


Discussant: 

JEAN  HOLLEY,  M.  D. 

Assistant  Professor  of  Medicine,  Section 
of  Nephrology 


Drug-induced  hyperkalemia  is  a 
significant  and  potentially  fatal  prob- 
lem in  the  hospitalized  population. 
The  normal  renal  mechanisms  control- 
ling serum  potassium  can  be  over- 
whelmed by  either  increasing  the 
input  or  blocking  the  renal  excretory 
mechanism  of  potassium  disposal. 
Potassium  balance  may  also  be 
changed  by  altering  the  normal  dis- 
tribution of  potassium  in  the  intra- 
and  extracellular  compartments.  Drugs 
which  affect  any  or  all  of  these 
mechanisms  can  lead  to  hyperkalemia 
and  its  attendant  cardiac  arrhythmias. 

The  most  effective  treatment  of  this 
iatrogenic  problem  is  prevention.  An 
awareness  of  the  “host”  risk  factors 
— the  older  age  patient  {age  greater 
than  60  years ) , underlying  hypoal- 
dosteronism  or  renal  insufficiency , 
and  diabetes  mellitus  should  prompt 
caution  in  prescribing  drugs  associ- 
ated with  hyperkalemia. 

A s physicians,  in  an  attempt  to 
provide  good  medical  care, 
relieve  pain,  and  prevent  complica- 
tions of  our  treatments,  we  sometimes 
create  monsters.  Iatrogenic  illnesses 
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are  becoming  more  frequently  recog- 
nized as  our  knowledge  and  our 
ability  to  treat  various  disease  pro- 
cesses extends.  Drug-induced  hyper- 
kalemia is  one  such  monster  we  have 
created.  The  discussion  of  this  prob- 
lem will  focus  first  upon  the  incidence 
of  drug-induced  hyperkalemia,  its 
consequences,  and  then  a review  of 
potassium  handling  by  the  body  and 
the  derangements  in  normal  physio- 
logic mechanisms  which  lead  to 
hyperkalemia.  The  focus  will  then 
shift  to  consideration  of  the  drugs 
known  to  cause  hyperkalemia  and 
the  pathophysiologic  mechanisms  by 
which  the  hyperkalemia  develops. 

Incidence 

Various  studies  have  examined  the 
incidence  of  drug-induced  hyper- 
kalemia in  hospitalized  populations. 
The  1974  Boston  Collaborative  Study6 
evaluated  16,000  consecutive  hospital 
admissions  and  identified  almost 
5,000  patients  who  were  receiving 
potassium  chloride  supplementation 
at  the  time  of  admission.  Eighty-six 
per  cent  of  these  patients  were  given 
potassium  chloride  as  prophylaxis  for 
hypokalemia.  Of  those  who  were 
receiving  potassium  chloride,  nearly 
four  per  cent  developed  hyperkalemia 
at  some  time  during  their  hospitaliza- 
tion. The  definition  of  hyperkalemia 


was  subjective,  made  by  the  attending 
physicians.  It  is  to  be  assumed,  there- 
fore, that  a degree  of  variability  in 
potassium  levels  constituting  hyper- 
kalemia was  inherent  in  this  retro- 
spective study.  Of  those  176  patients 
who  developed  hyperkalemia,  seven 
deaths  were  attributed  to  the  elevated 
potassium.  Risk  factors  associated 
with  the  development  of  hyperkalemia 
were  the  patient’s  age  and  underlying 
renal  failure;  diuretic  use  was  also 
identified  as  an  independent  factor 
but  86  per  cent  of  these  patients  were 
receiving  potassium  chloride  supple- 
mentation as  prophylaxis,  so  presum- 
ably they  were  nearly  all  on  diuretic 
therapy. 

A second  study  to  determine  the 
incidence  of  drug-induced  hyper- 
kalemia was  published  in  the  British 
Medical  Journal  in  19837  and  con- 
sisted of  evaluation  of  29.000  con- 
secutive admissions  to  a general  medi- 
cal ward  of  one  hospital.  In  this  study, 
1.4  per  cent  of  patients  developed 

Probably  the  most  common 
cause  of  drug-induced  hyper- 
kalemia is  an  increased  potas- 
sium input , ivith  potassium 
chloride  supplementation  being 
the  most  frequent  offender. 

hyperkalemia,  which  was  defined  as  a 
serum  potassium  of  six  mEq/L  or 
greater;  37  per  cent  of  the  episodes 
of  hyperkalemia  were  attributed  to 
drugs.  Again,  the  elderly  and  under- 
lying renal  insufficiency  were  signifi- 
cant risk  factors  for  the  development 
of  drug-induced  hyperkalemia.  In 
1983,  in  an  Israeli  study.11  a 10-per 
cent  incidence  of  hyperkalemia  ( two 
thirds  of  the  cases  attributed  to  drugs  ) 
was  discovered.  The  definition  of 
hyperkalemia  in  this  study  was  more 
stringent,  defined  as  potassium  > 5.3 
mEq/L.  Older  age,  underlying  renal 
failure,  and  the  prophylactic  use  of 
potassium  chloride  supplements  were 
significant  risk  factors  for  the  de- 
velopment of  drug-induced  hyper- 
kalemia. 

In  a study  published  in  the  Journal 
of  the  American  Medical  Association 
in  1971, 10  a somewhat  different  ques- 
tion was  addressed.  This  particular 
study  identified  almost  6,200  drug 
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deaths,  five  of  those  determined  to  be 
secondary  to  hyperkalemia.  Of  those 
five,  four  were  caused  by  potassium 
chloride  supplementation.  Although 
all  of  these  studies  are  retrospective 
chart  reviews,  they  nevertheless 
demonstrate  that  hyperkalemia  is  in- 
deed a significant  problem.  Depend- 
ing upon  the  definition  of  hyper- 
kalemia and  the  patients  involved,  the 
incidence  of  hyperkalemia  can  vary 
from  between  1.5  to  10  per  cent  in  a 
hospitalized  population.  Given  the 
fact,  then,  that  hyperkalemia  is  a 
problem  of  significant  incidence  in  the 
general  hospitalized  population,  and 
knowing  the  development  of  hyper- 
kalemia can  have  fatal  outcome,  why 
do  these  people  die? 

Cardiac  Toxicity 

The  primary  problem  associated 
with  hyperkalemia  is  cardiac  arrhyth- 
mias. As  the  serum  potassium  level 
increases,  a decrease  in  the  resting 
membrane  potential  occurs,  moving  it 

The  primary  problem  associ- 
ated with  hyperkalemia  is  car- 
diac arrhythmias.  As  the  serum 
potassium  level  increases , a de- 
crease in  the  resting  membrane 
potential  occurs , moving  it 
toward  the  threshold  potential 
and  decreasing  the  automaticity 
of  the  heart. 

toward  the  threshold  potential  and 
decreasing  the  automaticity  of  the 
heart.  With  subsequent  slowing  of 
the  intraventricular  and  intraatrial 
conduction,  therefore,  classically, 
w’hat  is  seen  on  the  ECG  is  a peaking 
of  the  T wave  which  usually  occurs 
as  the  serum  potassium  level  ap- 
proaches 5.5  mEq/L. 

The  underlying  cardiac  rhythm, 
the  baseline  cardiovascular  status,  and 
the  rate  at  which  the  potassium  rises 
can  all  affect  the  potassium  level  at 
which  ECG  changes  occur.  With  con- 
tinued hyperkalemia  and  continued 
intraventricular  prolongation,  a widen- 
ing of  the  QRS  complex  is  observed. 
As  the  intraatrial  conduction  delay 
progresses,  a diminution  in  the  P 
wave  amplitude  and  a prolongation  of 
the  PR  interval  occur.  As  the  serum 
potassium  level  approaches  eight,  the 


sine  wave  pattern  develops,  which 
heralds  cardiac  standstill. 

The  immediate  treatment  for  this 
arrhythmia  is  intravenous  calcium 
which  will  restore  the  resting  mem- 
brane potential,  providing  tempo- 
rary stabilization  without  affecting 
the  underlying  hyperkalemia.  Thus, 
hyperkalemia  is  potentially  fatal  be- 
cause of  the  cardiac  arrhythmias 
which  it  can  produce. 

Normal  Physiology 

Howr  is  potassium  handled  by  the 
body  so  that  hyperkalemic  states  are 
avoided?  Potassium  is  the  primary 
intracellular  ion  with  approximately 
65  mEq  or  only  two  per  cent  of  total 
body  potassium  being  maintained  in 
the  extracellular  fluid.  The  primary 
intracellular  sources  of  potassium  are 
the  muscle,  red  blood  cells,  the  liver, 
and  bone.  In  the  normal  daily  adult 
American  diet,  95  to  100  mEq  of 
potassium  per  day  is  ingested.  There- 
fore, in  order  to  remain  in  potassium 
balance,  this  amount  is  excreted  daily, 
primarily  by  the  kidneys.  The 
gastrointestinal  tract  is  a minor 
secondary  route  for  potassium  ex- 
cretion, with  the  colon  accounting  for 
five  to  10  mEq  day. 

Renal  Regulation 

What,  then,  are  the  renal  mechan- 
isms governing  potassium  excretion? 
The  kidney  filters  600-700  mEq  of 
potassium  each  day.  The  proximal 
tubule  hulk  reabsorbs  in  such  a way 
that  60-70  per  cent  of  filtered  potas- 
sium is  reabsorbed  proximally.  Twenty 
to  30  per  cent  of  the  remaining 
potassium  is  reabsorbed  early  in  the 
distal  tubule;  thus,  nearly  80  per  cent 
of  filtered  potassium  has  been 
reabsorbed  before  the  fluid  reaches 
the  distal  tubule. 

It  is  in  the  mid  to  late  segments 
of  the  distal  tubule  that  the  fine  regu- 
lation of  potassium  balance  occurs. 
Potassium  secretion  is  accomplished 
by  the  distal  tubule  and  results  in  the 
urinary  excretion  of  potassium.  It  is 
this  specialized  potassium  secretory 
ability  of  the  distal  tubule,  with  a 
minor  contribution  by  the  collecting 
tubule,  that  allows  renal  regulation  of 
potassium  balance. 

On  a cellular  level,  how  is  potas- 
sium secreted  by  the  distal  tubule? 


Potassium,  as  in  all  cells,  is  in  high 
concentration  inside  the  distal  tubular 
cell.  There  are  two  primary  factors 
controlling  the  movement  of  potas- 
sium from  the  peritubular  fluid  (the 
blood  I into  the  tubule  cell  and  then 
through  the  luminal  membrane  to  the 
urine.  First,  on  the  luminal  membrane 
side,  an  electronegative  charge  is 
maintained  primarily  through  sodium 
reabsorption  that  occurs  here;  distal 
sodium  delivery  is  therefore  a factor 
controlling  potassium  secretion.  On 
the  basolateral  membrane  side,  the 
sodium  potassium  ATP-ase  pump  is 
responsible  for  moving  potassium  into 
the  cell  where  it  can  be  secreted  into 
the  lumen  and  excreted  in  the  urine. 

Tubular  cell  to  lumen  potassium 
concentration  and  tubular  fluid  flow 
rate  are  variables  ultimately  acting 
through  Na-K-ATP-ase  activity  to 
control  potassium  secretion.  Ad- 
ditional factors  which  control  and  acti- 
vate the  sodium  potassium  ATP-ase 

Sodium  bicarbonate , a treat- 
ment for  hyperkalemia,  itself 
probably  has  a direct  cellidar 
effect  causing  a lowering  of  the 
serum  potassium  but  also  shifts 
potassium  into  cells  as  a result 
of  the  pH  change  . . . 

can  promote  potassium  secretion  by 
a direct  action  on  the  luminal  mem- 
brane. In  general,  then,  hyporenin 
states  ( due  to  lack  of  aldosterone 
stimulation ) , hypoaldosterone  states 
with  a defect  at  the  level  of  the 
adrenal  gland,  and  inhibition  of 
aldosterone  on  the  distal  tubule  are 
all  effects  which  can  block  the  normal 
secretion  of  potassium,  thereby  dis- 
turbing potassium  balance  via  altered 
renal  regulation. 

Extrarenal  Regulation 

The  extrarenal  regulation  of  potas- 
sium homeostasis  involves  hormones, 
acid-base  changes,  and  cell  integrity, 
all  factors  which  can  cause  a shift 
of  potassium  between  cellular  com- 
partments ( intra-  vs.  extracellular), 
thereby  altering  normal  potassium 
balance.  Hormones  which  control 
pbtassium  distribution  in  this  manner 
include  insulin  and  catecholamines. 
Insulin  does  not  remove  potassium 
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from  the  body  but  shifts  potassium 
inside  the  cell  where  it  will  not  alter 
the  electrophysiologic  properties  of 
the  myocardium.  The  precise  mech- 
anisms by  which  insulin  causes  potas- 
sium to  be  shifted  into  the  cell  are 
not  known.  Beta-2  catecholamines 
also  cause  a shift  of  potassium  into 
the  cell. 

In  addition  to  hormonally-induced 
potassium  shifts,  changes  in  extracel- 
lular pH  may  alter  potassium  distri- 
bution. Acute  acidosis  shifts  potas- 
sium out  of  the  cell,  increasing 
extracellular  potassium.  A clinical 
pearl  that  has  recently  been  estab- 
lished involves  the  nature  of  the  acid 
load  inducing  hyperkalemia.  In  a 
patient  in  whom  the  underlying  acid- 
base  disturbance  is  lactic  acidosis,  for 
example,  lactic  acidosis  and  beta- 
hydroxybutyrate,  in  experimental  con- 
ditions when  infused  into  dogs,  do  not 
cause  hyperkalemia.  This  is  because 
organic  acids  don’t  require  an 
intracellular  exchange  for  the  accom- 
panying chloride  as  do  mineral  acids 
(hydrochloric  acid  or  ammonium 
chloride,  for  example ) . Therefore, 
there  is  no  intra-  to  extracellular  ex- 
change of  hydrogen  ion  with  lactic 
or  beta-hydroxybutyrate  and,  subse- 
quently, no  balancing  extracellular 
shift  of  potassium  is  required.  Acute 
renal  failure,  an  exogenous  load  of 
potassium,  or  a hemolytic  process  or 
bleeding  should  be  ruled  out  as  causes 
for  hyperkalemia  in  the  setting  of 
lactic  acidosis. 

Sodium  bicarbonate,  a treatment 
for  hyperkalemia,  itself  probably  has 
a direct  cellular  effect  causing  a 
lowering  of  the  serum  potassium  but 
also  shifts  potassium  into  cells  as  a 
result  of  the  pH  change;  alkalemia 
will  cause  potassium  to  shift  intracel- 
lularly.  Normally,  then,  serum  potas- 
sium is  kept  within  a narrow  range 
through  renal  regulatory  mechanisms 
and  by  altering  the  distribution  of 
potassium  ( through  pH  and  hor- 
mones I between  cellular  compart- 
ments. 

Mechanisms  of  Drug  Effect 

What  are  the  factors  whereby  drugs 
can  alter  the  normal  controls  and  lead 
to  hyperkalemia?  There  are  three 
primary  mechanisms  by  which  this 
occurs:  1 ) Increased  potassium  input 


overwhelming  the  renal  regulatory 
mechanisms;  2)  Decreased  renal  out- 
put either  by  blocking  the  Na-K- 
ATP-ase  or  altering  the  lumen  nega- 
tive charge  which  prevents  potassium 
secretion;  or  3 ) Alteration  of  the 
extrarenal  regulation  by  hormonal  or 
pH  changes  (Table). 

Increased  Potassium  Input 

Probably  the  most  common  cause 
of  drug-induced  hyperkalemia  is  an 
increased  potassium  input,  with  potas- 
sium chloride  supplementation  being 
the  most  frequent  offender.  There  is 
ongoing  controversy  regarding  the 
need  for  prophylactic  potassium 
chloride  supplementation.  Most  wrould 
likely  agree  that  concomitant  digitalis 
treatment  with  diuretic  therapy  war- 
rants potassium  chloride  supplementa- 
tion. Individuals  with  known  cardiac 
arrhythmias  receiving  diuretics  should 
also  receive  potassium  chloride  sup- 
plementation assuming  normal  renal 

Sugar  in  water  will  treat  the 
hypoglycemia  and  avoid  poten- 
tially fatal  hyperkalemia  which 
can  occur  with  repeated  cups 
of  orange  juice. 

function  is  present.  However,  after 
those  two  categories  are  satisfied,  the 
debate  begins.  A definitive  answer 
awaits  more  controlled  clinical  trials. 

Most  salt  substitutes  have  10-13 
mEq  of  potassium  per  gram,  so  one 
must  ingest  substantial  amounts  of 
salt  substitute  alone  to  cause  drug- 
induced  hyperkalemia.  This  effect  is 
often  seen,  however,  in  the  compliant 
patient  taking  thiazides  who  has  de- 
creased his/her  salt  intake,  thereby 
decreasing  sodium  delivery  to  the 
distal  tubule  and  decreasing  urine 
flow.  Salt  substitutes  are  used  to  in- 
crease palatability  of  food.  That  is  a 
typical  scenario  for  the  development 
of  hyperkalemia  from  drugs. 

Potassium  penicillin  is  an  unusual 
cause  of  hyperkalemia  because  of  the 
small  amount  of  potassium  involved 
( 1.7  mEq  per  million  units  of  peni- 
cillin ) . However,  a hospitalized 
patient  in  acute  renal  failure  with 
overwhelming  infection  receiving  high- 
dose  penicillin  is  a candidate  for 
hyperkalemia  from  the  added  potas- 


TABLE* 

1)  Increased  K+  Input 

KC1  supplements 
Salt  substitutes 
Potassium  penicillin 
Blood  products 

2)  Decreased  Renal  K Output 

K-sparing  diuretics 
Converting  enzyme  inhibitors 
Cyclosporine 
Heparin 

Non-steroidal  anti-inflammatory  agents 

3)  Extrarenal  alteration  in  K+  Distribution 

Succinylcholine 

Arginine  monohydrochloride 

Digitahs 

B-blockers 

"modified  from  Ref.  8 


sium  load  of  the  penicillin.  Stored 
blood  can  be  associated  with  drug- 
induced  hyperkalemia  depending  upon 
the  length  of  storage,  type  of  blood 
product  involved,  and  storage  tem- 
perature. One  unit  of  packed  red  cells 
stored  over  two  weeks  contains 
approximately  3.7  mEq  of  potassium. 

Orange  juice  contains  a significant 
amount  of  potassium.  An  individual 
with  underlying  renal  failure,  for 
example,  a dialysis  patient  or  one 
nearing  dialysis,  is  unable  to  dispose 
of  an  acute  potassium  load.  A 
diabetic,  therefore,  in  end-stage  renal 
failure  or  nearing  it,  should  not  be 
given  sugar  in  orange  juice  as 
treatment  for  hypoglycemia.  Sugar 
in  water  will  treat  the  hypo- 
glycemia and  avoid  potentially  fatal 
hyperkalemia  which  can  occur  with 
repeated  cups  of  orange  juice.  If  in- 
creased potassium  input  is  not  the 
cause  of  drug-induced  hyperkalemia, 
an  inability  of  the  kidney  to  excrete 
potassium  may  be  the  deranged 
physiologic  mechanism  responsible. 

Decreased  Renal  Potassium  Output 

The  most  commonly  observed  cause 
for  this  type  of  drug-induced  hyper- 
kalemia is  the  use  of  potassium- 
sparing diuretics.  Other  medications 
associated  with  this  mechanism  of 
drug-induced  hyperkalemia  are  cyclo- 
sporine, converting  enzyme  inhibitors 
I Captopril  or  Enalapril),  heparin, 
and  non-steroidal  anti-inflammatory 
agents. 

Potassium-sparing  diuretics,  be- 
cause of  the  known  complications  of 
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DAVID  Z.  MORGAN,  M.  D. 

Associate  Dean,  School  of  Medicine,  West 
Virginia  University 


Recent  events  at  the  West  Virginia 
University  Medical  Center  have 
received  a great  deal  of  media  atten- 
tion. Construction  of  a new  University 
Hospital,  formation  of  different  cor- 
porate structures,  changes  in  the 
School  of  Medicine’s  faculty  admini- 
stration — all  are  complex  and  not 
easily  explainable  in  brief  news 
stories. 

Presented  in  an  informal  question- 
and-answer  format,  this  article  is  an 
effort  to  place  the  events  in  perspec- 
tive, with  the  hope  of  a greater 
understanding.  We  have  tried  to 
answer  the  questions  we  hear  most 
often  and  those  likely  to  be  most 
controversial.  We  believe  this  article 
can  be  the  beginning  of  both  private 
and  public  dialogue;  if  you  have  other 
questions,  or  wish  to  respond,  let  us 
hear  from  you. 

Why  is  a new  hospital  being 
built?  Wouldn't  the  old  one  he 
adequate  with  renovations? 

The  present  University  Hospital, 
although  it  will  continue  to  be  a good 
base  for  patient  care  until  the  new 
hospital  is  completed  in  1988,  would 
have  needed  extensive  renovations  to 
meet  health  and  safety  standards  of 
the  Joint  Commission  on  Hospital 
Accreditation.  The  estimates  for 
these  mandated  changes,  exclusive  of 
the  needed  renovations  for  patient 
comfort,  were  40  to  60  million  dol- 
lars. 


We  welcome  contributions  to  In  My 
Opinion.  Submissions  should  be  addressed 
to  Stephen  D.  Ward,  M.  D.,  Editor,  The 
West  Virginia  Medical  Journal,  Box  4106. 
Charleston,  West  Virginia  25364. 


One  required  change  was  a 
sprinkler  system  throughout  the  build- 
ing. Ceilings  in  the  old  building’s 
hallways  have  a layer  of  asbestos  — 
standard  in  buildings  constructed 
during  the  1960s.  The  asbestos  poses 
no  danger  so  long  as  ceilings  remain 
intact,  but  renovation  would  require 
expensive  and  time-consuming  sealing 
and  filtering  of  the  construction  sites 
as  well  as  safety  precautions  for 
workers.  We  were  also  faced  with  a 
major  upgrading  of  the  operating 
rooms  and  primary  care  units. 

Because  the  time  was  right  in  a 
depressed  construction  economy  and 
we  were  able  to  interest  major  firms 
in  building  a state-of-the-art  hospital 
at  bargain  costs,  a new  hospital  was 
clearly  the  appropriate  decision.  A 
major  factor  in  the  decision  is  an 
excellent  cooperative  arrangement 
with  the  West  Virginia  labor  force. 

But  why  was  it  necessary  to  split 
the  hospital  off  as  a private  institu- 
tion? Won’t  this  detract  from  its 
role  as  a teaching  hospital? 

West  Virginia  has  stimulated  the 
interest  of  the  health  care  community 
with  its  innovative  approach  to 
restructuring  the  Medical  Center.  The 
savings  in  comprehensive  purchasing 
obtained  through  divestiture  and 
cooperation  with  other  hospitals  have 
been  on  the  order  of  one  million 
dollars  annually. 

As  a private  facility.  West  Virginia 
University  Hospital  has  been  able  to 
develop  excellent  centers  to  support 
our  clinical  and  teaching  program: 
renal  dialysis,  kidney  transplantation, 
open  heart  surgery,  bone  marrow 
transplants,  a psychiatric  facility, 
ambulatory  care  units,  and  rehabilita- 
tion services. 

Many  people  are  not  aware  that 
although  the  State  of  West  Virginia 


has  contributed  significantly  to  the 
educational  program  of  the  School  of 
Medicine  through  the  years,  it  has 
added  very  little  to  the  financial 
operation  of  the  hospital.  The  money 
earned  by  the  hospital  entered  a state 
fund  and  the  state,  in  turn,  provided 
spending  authority  for  patient  reve- 
nues at  the  next  budget  period. 

For  more  than  a decade  the  pop 
tax  — a tax  on  soft  drinks  — has 
been  used  solely  to  help  support  the 
Schools  of  Medicine,  Dentistry  and 
Nursing.  The  hospital  has  been  self- 
sustaining  for  well  over  10  years. 

Through  a state  statute,  a firm 
contractual  relationship,  and  in  the 
makeup  of  the  WVUH  Board  of 
Directors,  the  dedication  of  the  hos- 
pital to  the  education  of  health  care 
profession  students  is  well  assured. 
The  hospital  will  continue  to  be  the 
educational  base  for  students  and  will 
provide  its  resources  to  achieve  that 
end. 

Is  it  true  that  the  clinical  faculty 
arc  being  required  to  generate 
more  of  their  own  salaries?  Does 
this  leave  them  time  for  their 
teaching  responsibilities? 

The  clinicians  do  indeed  contribute 
heavily  to  their  own  income.  A glance 
at  the  Figure  will  tell  you  that  46 
per  cent  of  the  School  of  Medicine’s 
funds  comes  from  earnings  of  the 
medical  staff  through  the  WVU 
Corporation.  Another  18  per  cent 
comes  from  basic  science  and  clinical 
research.  Thus,  fully  two  thirds  of 
the  funding  of  the  School  of  Medicine 
comes  from  faculty  earnings. 

The  faculty  nonetheless  provide  a 
superb  educational  experience  for 
students.  A knowledgeable  medical 
educator  who  recently  visited  the 
School  commented  on  the  exception- 
ally high  level  of  student /instructor 
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contact  in  the  clinical  years.  Pro- 
gram directors  of  hospitals  all  around 
the  United  States  consistently  rate  our 
M.  D.  graduates  as  “good”  or  “excel- 
lent” when  asked  to  compare  their 
performances  during  the  first  post- 
graduate year  with  graduates  from 
other  institutions. 

President  Neil  Bucklew  stated  in 
testimony  prepared  for  the  State 
Legislature’s  Joint  Committee  on 
Government  and  Finance  recently: 
“I  am  personally  very  proud  that 
these  highly  skilled  physicians  have 
chosen  to  educate  our  future  doctors 
and  health  care  professionals  and 
donate  such  a large  portion  of  this 
personal  earning  potential  to  the 
public  good.  The  State  and  the 
students  who  train  under  these  physi- 
cians are  very  fortunate  to  have  their 
services.” 

The  joining  of  the  West  Virginia 
University  Hospital,  Inc.,  with  the 
Charleston  Area  Medical  Center  to 
form  Healthnet  was  a surprise.  Is 
this  a power  play? 

Experts  in  the  health  care  industry 
say  that  virtually  all  hospitals  will 
sooner  or  later  affiliate  with  one  of 
the  large  corporate  entities  to  reduce 
costs  through  shared  services  and 
competitive  purchasing. 

Healthnet’s  participation  with  the 
Voluntary  Hospitals  of  America  is  an 
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effort  for  two  of  the  largest  hospitals 
in  West  Virginia,  each  of  them  leaders 
in  medical  education,  to  come  together 
to  explore  common  goals,  interests, 
and  programs,  and  to  control  their 
integrity  as  West  Virginia  institutions. 

A significant  number  of  West  Vir- 
ginians are  annually  referred  to  medi- 
cal centers  outside  of  West  Virginia. 
Unless  we  develop  the  kind  of  tertiary 
care  settings  in  West  Virginia  to 
preclude  such  referrals,  they  are  likely 
to  continue.  For  too  many  years. 
West  Virginia  resources  have  been 
drained  by  corporate  interests  outside 
the  state.  We  should  not  permit  this 
draining  to  take  place  in  the  health 
care  industry. 

It  seems  to  me  as  a young  physi- 
cian that  the  joining  together  of 
hospitals  and  the  insurance  in- 
dustry with  all  their  money  will 
mean  that  I won’t  have  any  choice 
hut  to  go  to  work  for  them.  Health- 
net  seems  to  he  a step  in  that  direc- 
tion. Do  you  agree? 

The  major  impact  of  these  mergers 
can't  be  ignored.  It  is  our  considered 
opinion,  however,  that  physicians  are 
in  a good  position  to  control  their 
own  destiny  and  should  not  he 
stampeded  into  joining  an  organiza- 
tion simply  because  it  seems  to  offer 
a nurturing,  protective  environment. 


The  development  of  physician- 
sponsored  preferred  provider  organ- 
izations is  growing  and  clearly  repre- 
sents the  desire  of  the  profession  for 
autonomy  in  patient  care  decisions. 
The  practice  of  medicine  is  shifting 
to  the  outpatient  arena  from  the 
hospital.  Since  the  physician  still  is 
in  control  in  the  outpatient  setting 
and  guards  the  entry  gates  to  the 
hospital,  the  authority  of  the  physi- 
cian as  a decision-maker  should  be 
obvious. 

The  current  trepidation  and  anxiety 
in  the  profession  is  partly  driven  by 
concern  over  the  affordability  and 
availability  of  professional  liability 
insurance.  But  this,  too,  will  likely  be 
ameliorated  in  the  future  by  federal 
legislative  efforts  addressed  to  tort 
law,  the  civil  justice  system,  the  in- 
surance industry,  and  physician  com- 
petence. 

When  the  Legislature  divested  the 
LIniversity  Hospital,  it  required  the 
hospital  to  deliver  $6  million  of 
charity  care  annually.  Is  that 
requirement  being  met? 

In  1985,  that  figure  was  exceeded; 
$7.4  million  of  such  care  was 
delivered. 

What  other  construction  is  plan- 
ned or  under  way  on  the  Medical 
Center  campus? 

The  Psychiatric  Institute  is  a 
remarkable  example  of  the  ability  of 
the  divested  West  Virginia  LIniversity 
Hospital,  Inc.,  to  enter  into  a favorable 
private  venture  that  will  assure  excel- 
lent facilities  to  care  for  West  Vir- 
ginians and  provide  an  outstanding 
training  base  in  the  behavioral 
sciences  for  students  and  graduate 
physicians.  Construction  for  this 
facility  has  just  begun  and  will  be 
completed  in  approximately  one  year. 

Construction  planning  for  the 
School  of  Medicine’s  Mary  Babb 
Randolph  Cancer  Center  is  under 
way.  This  will  he  a major  research, 
treatment,  and  education  center  cover- 
ing all  aspects  of  the  intensive  investi- 
gation into  the  causes  and  cure  of 
cancer. 

Finally,  a planning  group  has  been 
established  to  evaluate  our  needs  for 
an  outpatient  clinic.  This  is  an 
important  issue,  and  a great  deal  of 
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A Vital  I iink 


VVTe  are  team  members  — the 
Auxiliary  and  Medical  Associ- 
ation — continuing  a rich  heritage 
of  working  together.  We  link  our 
concerns  and  energies  to  protect  and 
improve  public  health  and  to  provide 
quality  health  care. 

We  are  on  the  move,  bolstered  and 
enriched  by  the  creative,  energetic 
leadership  of  our  Past  President, 
Jeanny  Kalaycioglu  (Mrs.  M.  V. ), 
and  her  hoard.  They  were  ably  as- 
sisted by  the  sincere,  capable  work 
of  the  entire  WVSMA  staff. 

The  Auxiliary  is  a vital  link  — a 
link  from  the  world  of  medicine  to 
the  community.  Today’s  medicine 
has  a different  posture.  Change  is 
everywhere  — especially  in  medicine. 

We  are  challenged  by  those  changes 
— challenged  to  meet  needs  in  new 
and  meaningful  ways.  What  are  the 
issues?  How  do  we  confront  them? 
What  help  can  we  expect?  What 
programs  and  projects  are  the  most 
effective? 

These  probing  questions  have  as 
many  answers  as  we  have  gifts,  talents 
and  skills  to  offer.  We  never  arrive 
at  a goal  alone.  We  draw  strength 
and  purpose  from  each  other.  Each 
is  unique;  each  has  a responsibility 
to  use  that  uniqueness. 


Edward  Everett  Hale  poignantly 
disclosed  this  truth  when  he  wrote: 

I am  one 

but  I am  one. 

I cannot  do  everything 
but  l can  do  something. 

What  I can  do,  l ought  to  do 
and  what  1 ought  to  do. 

By  God’s  Grace 
/ ivill  do! 

Our  State  Auxiliary  is  part  of  a 
nationwide  network  of  over  80.000 
volunteers  working  to  use  that 
uniqueness  to  achieve  common  goals. 

Together  we  can  confront  the 
liability  issue  by  talking  with  our 
representatives,  writing  letters,  send- 
ing mailgrams,  visiting  our  Legis- 
lature, and  voicing  our  concerns.  All 
of  this  requires  political  action. 

It  has  been  said  that  if  we  con- 
sider ourselves  to  be  above  politics, 
we  may  he  saying  that  democracy 
is  beneath  us.  We  must  support 
WESPAC,  our  state  political  action 
committee,  through  which  our  legis- 
lative efforts  can  be  channeled.  Our 
support  must  be  time  and  money. 

Together  we  can  promote  health 
legislation  and  education.  Our  newly 
formed  phone  hank  with  representa- 
tives in  each  county  provides  immedi- 


ate assistance  to  the  AMA  in  a 
legislative  mission  aimed  at  alerting 
our  physicians  to  issues  needing 
immediate  attention.  We  staff  those 
phone  hanks. 

Together  we  are  organizing  health 
fairs,  raising  funds  for  designated 
charities,  running  blood  pressure 
clinics,  Konald  McDonald  houses. 
Hospice  programs,  and  programs  on 
sex  education  and  seat  belt  aware- 
ness. We  support  medical  education 
and  research  by  raising  funds  for 
AMA-ERF.  The  list  goes  on  and  on 
linking  unique  talents. 

Together,  through  all  of  this  work, 
we  share  the  rewards:  goals  reached, 
quality  health  care  assured,  and 
friendships  enriched. 

We  possess  the  sure  knowledge 
that  each  is  connecting,  and  each  is 
using  that  special  skill.  The  links  are 
stronger.  An  impact  is  made. 

We  as  an  Auxiliary  consider  it  a 
special  privilege  to  link  arms  with 
you  in  the  Medical  Association  in 
striving  for  common  goals.  The 
results  of  this  link  are  powerful! 
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Editorials 


Smoking 


'T’he  dichotomy  which  has  seized  the 
federal  government  in  its  policy 
of  subsidizing  tobacco  farming  while 
at  the  same  time  advising  all  who 
read  or  listen  to  its  pronouncements 
against  use  of  the  weed  is  as  apparent 
as  its  solution  is  obscure.  If  it  comes 
down  to  life-effectiveness  (as  opposed 
to  cost-effectiveness),  data-based  com- 
puter information  should  tell  us  in 
which  way  lies  the  most  harm:  (1) 
displacing  producers  and  workers  in 
the  tobacco  industry,  or  (2  ) perpetu- 
ating the  number  of  patients  dying 
from  oral  and  lung  cancer  and 
cardiovascular  disease.  If  this  seems 
somewhat  cynical,  remember  that 
government  exists  to  provide  the 
greatest  good  for  the  greatest  number 
of  its  people. 

Now  what?  Should  our  profession 
champion  the  total  banishment  of 
tobacco  or  be  noncommittal  on  the 
issue  of  our  smoking  patients’  trek 
toward  disaster?  Pragmatically,  we 
are  forced  to  conclude  that  this 
problem  will  be  with  us  for  the 
foreseeable  future,  so  the  appeal  of 
this  writer  is  to  limit  the  harmful 
effects  of  tobacco  to  the  users  alone. 

There  is  sporadic  movement  in  at- 
tempts to  ban  smoking  in  elevators, 
airlines  and  other  closed  spaces  in- 
habited by  non-smokers,  but  the 
ACLU  and  its  adherents  are  always 
ready  to  pounce  on  the  well-inten- 
tioned regulators,  crying  infringement 
upon  the  right  of  smokers  to  exercise 
their  freedom  to  smoke  guaranteed 
by  the  Constitution!  In  the  faint  hope 
that  we  offended  non-smokers  may 


eventually  have  access  to  un-fouled 
air  to  breathe,  we  physicians  might 
lend  our  influence  and  authority  to 
movements  to  ban  smoking  in  every 
medical  facility  except  in  areas  with 
no  connection,  however  remote,  to 
those  inhabited  by  non-smokers.  Our 
own  offices  as  well  as  any  hospital 
zones  where  patients  might  conceiv- 
ably find  themselves  should  be  in- 
cluded among  the  restricted  areas. 
This  would  include  waiting  rooms 
and  hospital  departments  such  as 
radiology,  laboratory  and  dining 
facilities.  Non-smoking  patients  fre- 
quently have  severe  lower  respiratory 
disease  or  sensitivity  to  tobacco 
smoke,  and  even  transient  exposure 
to  smoke  can  be  debilitating.  The 
administrator  should  bite  the  bullet 
and  decree  No  Smoking  within  the 
confines  of  hospital  buildings.  If 
there  must  be  a smoking  area,  it 
should  have  no  physical  connection 
with  other  places  so  that  not  even  a 
stray  wisp  of  smoke  could  escape  via 
air  or  heat  ducts  or  windows  or  doors, 
except  to  the  outdoors.  Aged  non- 
smokers  and  sufferers  from  emphy- 
sema are  especially  susceptible  to  the 


Editor  s Note:  Many  of  the  issues, 
and  dilemmas,  raised  in  the  above 
editorial  are  discussed  in  the  follow- 
ing guest  editorial  by  the  American 
Society  of  Internal  Medicine. 

IVTothing  should  be  more  important 
^ to  our  elected  leaders  than  the 
nation’s  good  health,  according  to  T. 


ill-effects  of  tobacco  smoke,  and  should 
be  completely  protected  from  it. 

One  thinks  especially  of  waiting 
rooms  in  hospitals,  emergency  de- 
partments and  doctors’  offices.  While 
more  and  more  doctors’  offices  are 
being  declared  smoke-free,  patients’ 
nostrils  are  being  assaulted  in  hospital 
wards  and  semiprivate  rooms,  small 
waiting  rooms  and  elevators.  Damage 
to  second-hand  smokers  has  been 
documented  thoroughly  in  recent 
years,  especially  in  children  and 
spouses  of  smokers.  It  is  ironic  that 
such  victims  might  have  their  respira- 
tory tracts  further  compromised  when 
they  go  to  a health  institution  for 
treatment. 

Finally,  and  of  not  the  least 
importance,  there  is  the  financial 
burden,  cast  upon  all  of  us  by  way  of 
taxes:  that  is,  the  massive  expendi- 

tures of  medical  resources  in  the  treat- 
ment of  the  catastrophic  illnesses 
directly  attributable  to  the  use  of 
tobacco.  Of  all  diseases,  lung  cancer, 
obstructive  pulmonary  disease  and 
cardiovascular  disease  resulting  from 
tobacco  use  are  among  the  most 
preventable. — JNJ 


Reginald  Harris,  M.  D..  President  of 
the  American  Society  of  Internal 
Medicine  (ASIM)  and  a practicing 
internist  and  pulmonary  disease  spe- 
cialist in  Shelby,  North  Carolina  — 
the  nation’s  leading  tobacco-produc- 
ing state.  So  why  is  government  so 
schizophrenic  when  it  comes  to 
tobacco  issues? 

“Each  day  in  our  practices,  I — 
and  internists  across  the  country  — 
see  the  devastating  toll  tobacco  use 
takes  on  our  patients.  It’s  time  we 
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ask  our  elected  leaders  to  be  account- 
able for  their  stances  on  tobacco 
issues,”  he  said,  announcing  a nation- 
wide public  awareness  campaign  hav- 
ing the  theme  “Good  Health  vs. 
Tobacco  Wealth.” 

The  grass-roots  campaign,  which 
involves  hundreds  of  internists,  high- 
lights the  fact  that  study  after  study 
very  clearly  shows  the  tremendous 
cost  — in  dollars  and  lives  — of 
tobacco  use.  Yet  the  federal  gov- 
ernment remains  schizophrenic  on 
tobacco  and  disease.  On  the  one 
hand  it  spends,  through  Medicare 
and  Medicaid,  billions  of  dollars  each 
year  to  treat  tobacco-related  diseases. 
It  also  spends  millions  of  dollars  each 
year  to  study  and  confirm  the  links 
between  tobacco  use  and  disease.  At 
the  same  time,  it  spends  millions  of 


dollars  each  year  to  promote  the 
growth  and  use  of  tobacco  through 
a complex  price  support  system,  and 
tries  over  and  over  to  develop  a 
“safe”  cigarette.  And,  when  the 
government  is  faced  with  the  largest 
federal  deficit  in  history,  it  permits 
the  tobacco  industry  to  deduct  billions 
of  dollars  each  year  from  its  taxes 
for  tobacco  promotion  and  advertis- 
ing. 

Elected  officials  at  all  levels  of 
government,  and  those  up  for  elec- 
tion, are  being  asked  to  support  a 
nine-point  legislative  agenda  to  1 ) 
end  government  schizophrenia  on 
tobacco;  2 ) dissuade  the  young  from 
using  tobacco;  and  3)  recognize  non- 
smokers’  right  to  breathe  smoke-free 
air.  If  enacted,  billions  of  dollars 
and  lives  would  be  saved. 


ASIM’s  “Good  Health  vs.  Tobacco 
Wealth"  initiative  follows  the  de- 
velopment of  a “Stop  Smoking  Cam- 
paign For  Physicians”  launched  in 
1985  that  called  upon  all  physicians, 
regardless  of  specialty,  to  1 ) be  role 
models  for  their  patients  and  quit 
smoking  ( if  they're  among  the  10  per 
cent  who  still  do ) , 2 ) prohibit  smok- 
ing in  their  offices,  and  3)  begin  or 
expand  patient  education  programs 
on  smoking  cessation.  Posters,  table 
cards,  lapel  pins  and  resource  ma- 
terials have  been  distributed  to 
hundreds  of  physicians  nationwide 
and  are  available  for  purchase  from 
ASIM’s  Literature  Order  Depart- 
ment: 1101  Vermont  Avenue,  NW, 

#500,  Washington,  DC  20005-3457. 
Telephone  (202)  289-1700. 


A Good  Day  To  You,  Too 


Hallelujah!  The  joy  that  a brief 
announcement  of  a new  service 
can  bring  into  the  life  of  an  editor 
is  surely  a reflection  of  the  dismal 
fare  ordinarily  afforded  this  breed  of 
suffering  humanity. 


CREATIVE  CONCEPTS,  Medical/ 
Scientific  paper  writing,  a new  service 
out  of  Wheeling,  West  Virginia,  offer- 
ing, “ - assistance  in  the  research, 
preparation,  and/or  writing  of  papers 
for  presentation  or  publication”  is 


sure  to  brighten  the  day  of  this  Editor 
and  perhaps  many  others.  We  are 
already  grateful.  The  announcement 
itself  brightened  up  a good  part  of 
one  morning.  It  doesn’t  take  much. 
— SDW 


Our  Readers  Speak 

The  Laser  Era 


Advances  in  technology  have 
found  their  application  in  medicine 
and  surgery.  The  persistent  need 
of  physicians  to  improve  techniques 
of  tissue  removal  and  methods  of 
diagnosis  has  paved  the  way  to 
exploring  uses  of  laser  sources.  Laser 
is  an  acronym  for  light  amplification 
by  stimulated  emission  of  radiation. 
Einstein’s  theory  in  1917,  that 
ordinary  light  energy  can  be  har- 
nessed to  emit  a more  powerful 
thermal  energy,  led  to  the  develop- 
ment of  the  laser  by  Scbawlow  and 
Townes  in  1950. 

Laser  application  in  medicine  and 


surgery  ushered  in  a new  dimension 
and  sophistication  in  terms  of  pre- 
cision, atraumatization,  acicatriza- 
tion,  and  palliation.  Frequent  laser 
usage  unfolds  newer  and  better  laser 
procedures  and  also  leads  to  develop- 
ment of  more  improved  laser 
delivery  to  target  tissues.  Although 
the  laser’s  potentials  are  limitless,  it 
also  has  its  limitations  and  compli- 
cations, nor  can  it,  solely,  create  a 
catholic  surgeon. 

The  laser’s  range  of  use  is  fasci- 
nating. Arthur  L.  Schawlow  asks 
“What  [other]  instrument  can  shuck 
a bucket  of  oysters,  correct  typing 


errors,  fuse  atoms,  lay  a straight  line 
for  a garden  bed,  repair  detached 
retinas,  and  drill  holes  in  dia- 
monds?” 

This  is  the  laser  era.  During  the 
past  decade,  tremendous  progress 
has  been  made  in  laser  technology, 
biology,  and  clinical  methodology. 
Its  application  will  undoubtedly  con- 
tinue to  expand  in  most  phases  of 
medicine  and  surgery. 

Romeo  Y.  Lim,  M.  D. 

1306  Kanawha  Boulevard.  East 
P.  O.  Box  3107 
Charleston,  WV  25331 
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General  News 


Shirley  Neitch,  M.  D. 


Allen  Kayser,  Jr.,  M.  D. 


Polypharmacy,  Depression 
In  Elderly  Conference  Topics 


also  scheduled  Friday  afternoon  on 
“Control  of  Chronic  Pain;”  Saturday 
morning,  “Problems  of  Adolescence,” 
and  Sunday  morning,  “Ethical  Dilem- 
mas for  the  1980s  and  Beyond.” 

MCV  Graduate 

Doctor  Neitch  joined  the  MU 
faculty  in  1983  after  a practice  in 
general  medicine,  beginning  in  1980, 
with  the  National  Health  Service 
Corps  Clinic  in  Fort  Gay. 

She  was  graduated  from  Virginia 
Commonwealth  University,  received 
her  M.  D.  degree  in  1977  from  the 
Medical  College  of  Virginia,  and 
completed  her  internship  and  resi- 
dency at  the  University  of  Virginia 
Affiliated  Hospitals. 

Doctor  Neitch  is  an  associate  staff 
physician  at  Cabell  Huntington  and 
St.  Mary’s  hospital  in  Hunting- 
ton,  and  attending  physician  at 
the  Veterans  Administration  Medical 
Center  there. 


“Polypharmacy  in  the  Elderly" 
and  “Depression  in  the  Elderly”  will 
be  discussion  topics  during  the  20th 
Mid-Winter  Clinical  Conference  in 
Charleston. 

Presenting  the  former  paper  will  he 
Shirley  Neitch,  M.  D.,  Assistant  Pro- 
fessor of  Medicine  and  Chief,  Section 
of  Geriatrics,  Department  of  Medi- 
cine, Marshall  University  School  of 
Medicine;  the  latter,  Allen  Kayser, 
Jr.,  M.  D.,  MU  Assistant  Professor 
of  Psychiatry. 

Doctors  Neitch  and  Kayser  will  be 
speaking  during  the  Saturday  after- 
noon. January  24,  session  on  “Con- 
cerns in  Geriatrics.” 

The  conference  will  he  held  January 
23-25  at  the  Marriott  Hotel  under 
the  sponsorship  of  WVSMA.  MU  and 
West  Virginia  University  schools  of 
medicine,  and  Charleston  Area  Medi- 
cal Center  (CAMCl. 


Other  speakers  for  the  geriatrics 
session,  as  announced  previously,  will 
be  Dr.  Albert  F.  Heck  of  Charleston, 
who  will  discuss  Alzheimer’s  disease; 
Dr.  Maurice  A.  Mufson  of  Hunting- 
ton,  “Update  on  Immunization  of  the 
Elderly,”  and  Dr.  Joye  A.  Martin, 
also  of  Huntington,  wdiose  topic  will 
he  “Exercise,  Nutrition  and  Mobility.” 
Doctor  Mufson  also  will  be  the 
moderator. 

Doctor  Heck  is  Professor  of  Neuro- 
logy at  WVU  Charleston  Division; 
Doctor  Mufson,  Professor  and  Chair- 
man, Department  of  Medicine,  and 
Professor  of  Microbiology  at  MU; 
and  Doctor  Martin,  MU  Associate 
Professor  and  Chief,  Section  of 
Geriatric  Medicine,  Department  of 
Family  and  Community  Health. 

The  annual  CME  event  will  open 
Friday,  January  23,  and  end  at  noon 
on  Sunday,  writh  scientific  sessions 


Studies  Depression  Treatment 

Doctor  Kayser  currently  is  a co- 
investigator in  a National  Institute 
of  Mental  Health-funded  study  of 
phenelzine  maintenance  treatment  for 
outpatients  with  recurrent  depression, 
and  also  is  a co-investigator  in  a 
multi-center,  double-blind  study  of 
the  effectiveness  and  safety  of 
nefazadone  in  depressed  outpatients. 

As  Director  of  Psychiatry  Clerk- 
ship for  third-year  students  at  MU, 
he  lectures  to  third-year  psychiatry 
and  family  practice  residents,  and  to 
second-year  students  in  psychopatho- 
logy, genetics,  neuroanatomy  and 
medical  pharmacology. 

President  Elect  of  the  Tri-State 
Chapter  of  the  Society  of  Neuro- 
science, Doctor  Kayser  received  the 
MU  Clinical  Attending  Physician  of 
the  Year  Award  I 1983-84)  and  the 
Dean’s  Prize  Award  for  academic  and 
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clinical  performance  as  a resident  in 
psychiatry  at  CAMC  in  June,  1983. 

He  was  graduated  from  the  Uni- 
versity of  Nebraska,  and  received  his 
M.  D.  degree  in  1979  from  WVU. 

Physicians’,  Public  Sessions 

The  Friday  evening  physicians’ 
session  will  focus  on  the  impaired 
physician  and  the  WVSMA’s  Judicial 
Commission,  which  has  final  authority 
in  matters  pertaining  to  ethics, 
grievances  and  physician  discipline. 

“Foods  for  Healthy  Living”  will  be 
the  subject  of  the  concurrent  Friday 
evening  public  session,  which  will  be 
followed  by  a reception.  Panelists  will 
be  Ronald  Cleavenger,  M.  D.,  from 
WVU’s  Family  Practice  Center  in 
Morgantown:  Jack  Taylor,  M.  S.,  a 
physical  therapist  from  CAMC,  and 
Frances  C.  Wilkinson,  R.D.,  a nutri- 
tion education  coordinator  from  the 
Women,  Infants  and  Children  (WIC) 
Program  of  the  West  Virginia  Depart- 
ment of  Health.  Doctor  Cleavenger 
will  serve  as  moderator. 

‘Healthy  Living’  Luncheon 

A “Foods  for  Healthy  Living" 
luncheon,  co-sponsored  by  the  Auxil- 
iary, will  be  held  at  11:30  A.  M. 
Friday.  One  hundred  tickets  will  be 
available  for  physicians  and  spouses 
to  enjoy  the  luncheon  which  will 
feature  cooking  demonstrator  Judi 
Grigoraci  of  Charleston.  Mrs.  Wilkin- 
son will  be  moderator  of  the  luncheon 
program. 

Other  speakers  announced  pre- 
viously are  Drs.  Eugene  A.  Stead,  Jr., 
Professor  Emeritus,  Florence  Mc- 
Alister Professor  of  Medicine  and 
Chairman,  Department  of  Medicine, 
Duke  LTniversity;  and  Warren  Point, 
Assistant  Chairman,  Department  of 
Medicine,  WVU  Medical  School; 
Chairman,  Department  of  Medicine, 
CAMC,  and  Professor  and  Director, 
Department  of  Medicine,  WVU 
Charleston  Division. 

Both  doctors  will  be  speakers  for 
the  Sunday  morning  session  on  ethical 
dilemmas,  which  will  cover  code 
issues,  organ  donations  and  the 
comatose  patient. 


The  Friday  afternoon  session  will 
be  a discussion  on  the  management 
of  chronic  pain,  and  the  Saturday 
morning  adolescence  session  will  ex- 
plore such  problems  as  substance 
abuse,  depression  and  suicide,  and 
pregnancy. 

Program  Committee 

Members  of  the  Program  Committee 
are  Drs.  William  0.  McMillan,  Jr., 
Charleston,  Chairman;  Doctor  Muf- 
son;  Joseph  T.  Skaggs,  Charleston; 
Richard  G.  Starr,  Beckley;  John  W. 
Traubert,  Morgantown,  and  C.  Carl 
Tully,  South  Charleston. 


$87-Million  WVU  Hospital 
Passes  Half-Way  Point 

Construction  passed  the  half-way 
point  and  the  work  force  reached  its 
peak  of  300  in  mid-September  at  the 
site  of  the  Ruby  Memorial  Hospital, 
now  under  construction  by  West  Vir- 
ginia University  Hospitals,  Inc. 

Structural  steel  erection  was  com- 
pleted in  April,  and  the  building  was 
“under  roof  ' by  October.  Installation 
of  brick,  precast  and  windows,  which 
make  up  the  exterior,  is  now  under 
way,  with  complete  enclosure  ex- 
pected by  December  1. 


While  the  construction  workers  are 
continuing  work  on  the  building, 
details  of  the  interior  are  being 
finalized.  A mock  patient  room  has 
been  constructed  in  the  hospital 
cafeteria.  It  is  being  used  by  the 
design  and  construction  teams  to  in- 
spect the  quality  of  the  materials  and 
equipment. 

Hospital  employees  also  are  plan- 
ning for  the  relocation  of  patients 
and  equipment  after  the  building  is 
completed  in  December,  1987.  De- 
partment managers  currently  are  writ- 
ing plans  for  the  relocation  of  their 
departments,  and  identifying  needs 
for  equipment,  furnishings,  signs  and 
telecommunications. 

The  new  Ruby  Memorial  Hospital 
will  replace  the  existing  building 
occupied  by  University  Hospitals.  It 
will  contain  376  beds.  The  structure 
will  he  10  stories  high  and  will  in- 
clude 470,000  gross  square  feet,  10 
elevators,  12  operating  rooms,  the 
Jon  Michael  Moore  Trauma  Center, 
and  Children’s  Hospital  for  children 
and  women. 

The  $87-million  project  includes 
$67  million  for  construction,  $12  mil- 
lion for  equipment,  and  $8  million  in 
project  enhancements  made  possible 
by  a gift  from  Hazel  Ruby  McQuain. 


Construction  passed  the  half-way  point  in  mid-September  on  Ruby  Memorial,  the 
replacement  hospital  being  built  by  West  Virginia  University  Hospitals.  A peak 
work  force  of  300  then  was  on  the  job,  and  payouts  to  contractors  and  suppliers  was 
running  $4  million  per  month. 
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Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West  Vir- 
ginia University  Schools  of  Medicine 
for  part  of  1986  and  1987,  as  com- 
piled by  Ernest  W.  Chick,  M.  D.,  MU 
Director  of  Continuing  Medical  Ed- 
ucation; Robert  E.  Kristofco,  WVU 
Assistant  to  the  Dean/Continuing 
Medical  Education;  J.  Zeb  Wright, 
Ph.D.,  Director  of  Continuing  Educa- 
tion Outreach  and  Community  Affairs, 
WVU  Charleston  Division;  and 
Sharon  Hall,  Director  of  Continuing 
Education,  Charleston  Area  Medical 
Center  (also  in  charge  of  WVU 
Charleston  Division  on-campus  CMEU 
The  schedule  is  presented  as  a con- 
venience for  physicians  in  planning 
their  continuing  education  program. 
(Other  national,  state  and  district 
medical  meetings  are  listed  in  the 
Medical  Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown.  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  by  calling  Doctor  Chick  at 
(304)  526-0515;  Kristofco,  (304) 
293-3937;  Wright,  (304)  347-1243; 
and  Hall,  (304)  348-9580. 

West  Virginia  University 

"Nov.  1.  Morgantown,  Cardiology 
Update 

Nov.  5,  Charleston,  Adolescent  Obesity 

"Nov.  22,  Morgantown,  Magnetic 
Resonance  Imaging 

Dec.  11,  Charleston,  Newer  Treat- 
ments for  Lung  Cancer 

° in  conjunction  with  WVU  football 
games 

1987 

March  13-14,  Morgantown.  Oncology 
Update  ’87 

April  3-4,  Morgantown,  Recent  Ad- 
vances in  the  Diagnosis  & Manage- 
ment of  Liver  Disease 


Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center- 
Charleston  Division/ CAMC 

Rhiefield,  Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room. 
3rd  Thursday,  Noon-2  P.  M.  — 
Nov.  20,  “The  Things  I Wish  Were 
Different  in  the  Malpractice  Cases 
Eve  Defended,”  George  G.  Guthrie, 
J.D. 

Dec. -Feb.  (vacation) 

Cabin  Creek , Cabin  Creek  Medical 
Center.  Dawes.  2nd  Thursday.  8-10 
A.M. — Nov.  13.  “Office  Evaluation 
& Management  of  Urinary  Incon- 
tinence,” James  Lane,  M.  D. 

Dec.  11,  "Round  Table  of  Difficult 
Diabetes  Cases’  ( speaker  to  be 

announced  I 

Gassaivay,  Braxton  Co.  Memorial 
Hospital.  1st  Wednesday.  7-9  P.  M. 
— Nov.  5,  “Seizure  Disorders,”  A. 
L.  Poffenbarger.  M.  D. 

Dec.  3.  “Allergy  & Immunology.’ 

L.  Blair  Thrush.  M.  D. 

Greenbrier,  Library,  Greenbrier 
Clinic.  3rd  Tuesday.  4-5  P.  M. 
Nov.  18,  “Ruptured  Lumbar  & 
Cervical  Disc:  A 30-Year  View,” 
Robert  Nugent,  M.  D. 

Dec.  16.  “Noninvasive  Cardiac 
Imaging,”  William  Carter,  M.  D.. 
& Donald  Lilly,  M.  D. 

Madison,  Boone  Memorial  Hospital. 
2nd  Tuesday.  7-9  P.  M.  — Nov.  11. 
"Acute  Medical  Emergencies  & 
Transport.”  John  Walker,  R.N.,  & 
Nancy  Crittenden.  R.N. 

Dec.  9,  “Early  Warning  in  the 
Diagnosis  of  AIDS.”  Patrick  Robin- 
son. M.  D. 

Oak  Hill,  Plateau  Vocational  Center 
i Oyler  Exit.  N 19 1 4th  Tuesday. 
7-9  P.  M.  — Nov.  25.  “Immun- 
otherapy.” Robert  Spain.  M.  D. 

Summersville,  Summersville  Memorial 
Hospital,  1st  Tuesday,  6:30-8:30 
P.  M.  — Nov.  4,  “Pulmonary 
Function  Testing.”  Bippin  Avashia. 

M.  D. 


Dec.  2,  “Update  on  Treatment  of 
Common  Cancers,”  David  Lee, 
M.  D. 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
Nov.  19,  “Update  Hematological 
Malignancies,”  Robert  Spain,  M.  D. 

Dec.  17  (vacation) 

W hitesville,  Raleigh-Boone  Medical 
Center.  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Nov.  26  (vacation) 

Dec.  24  (vacation) 

W illiarnson,  Williamson  Memorial 
Hospital.  1st  Thursday,  6:30-8:30 
P.  M.  — Nov.  6.  “The  Primary 
Care  Provider  & the  Diagnosis  of 
AIDS.”  Patrick  Robinson,  M.  D. 

Dec.  4 I vacation  I 


November  Conferences 
Scheduled  In  Clarksburg 

Following  are  one-hour  CME  con- 
ferences for  November  scheduled  at 
L nited  Hospital  Center  in  Clarksburg 
through  the  Family  Practice  Resi- 
dency: 

Nov.  3,  “Diverticulosis;”  Nov.  5, 
"Carcinoids;"  Nov.  11,  “Moral  Deci- 
sions of  Contraception  and  Birth;” 
Nov.  19.  “Pleural  Effusions;”  and 
Nov.  24,  “Role  of  Balloon  Angio- 
plasty in  Coronary  Artery  Disease." 

For  additional  information,  call 
(304)  624-7589. 


Correction 

Dr.  Cordell  A.  De  La  Pena, 

VSMA  President  Elect,  is  not  Chief 
of  Staff  and  Chief  of  Laboratory 
Services  at  Clarksburg  Veterans  Ad- 
ministration Medical  Center,  as  stated 
on  Page  386  in  the  October  issue  of 
The  Journal. 

Erlinda  L.  De  La  Pena,  M.  D.. 
Doctor  De  La  Pena’s  wife,  is  Chief  of 
Staff  and  former  Chief  of  Laboratory 
Services  at  the  VA  hospital.  The 
information  about  her  was  included  in 
Doctor  Cordell’s  curriculum  vitae  and 
inadvertently  was  used  in  the  October 
Journal  story. 

The  Journal  regrets  this  error. 
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Turners  Make  Leadership  A ‘Family  Affair’ 


Editor's  Note:  Reprinted  with 

permission  from  American  Medical 
News,  September  12,  1986. 

Charles  Turner,  M.  D.,  and  his 
wife,  Linda,  have  made  leadership 
for  West  Virginia’s  medical  com- 
munity a “family  affair.”  Doctor 
Turner  was  installed  as  President  of 
the  West  Virginia  State  Medical 
Association  in  August,  at  the  same 
time  Mrs.  Turner  was  elected  Presi- 
dent of  the  Association’s  Auxiliary. 

The  Turners  are  both  excited  over 
the  prospect  of  using  their  personal 
relationship  to  bring  the  goals  and 
programs  of  their  respective  groups 
closer  together.  “This  is  a real 
opportunity  to  energize  each  society 
to  deal  with  problems  ( facing 
physicians ) and  effectively  comple- 
ment each  other,”  said  Doctor 
Turner,  a gastroenterologist  with 
the  Huntington  Internal  [Medicine] 
Group,  Huntington,  West  Virginia. 
He  cited  liability  insurance,  eco- 
nomic recovery,  and  education  as 
three  major  problems  the  medical 
community,  especially  in  his  own 
state,  now  faces. 

The  issue  that  the  Turners  most 
look  forward  to  working  on  together 
is  education.  “We  feel  there  needs 
to  he  some  impetus  from  the  medical 


community  ...  on  health  issues, 
teachers’  salaries,  and  sex  educa- 
tion." Doctor  Turner  said. 

Mrs.  Turner,  formerly  a communi- 
cations teacher  in  junior  high  and 
high  school,  has  long  been  active 
in  promoting  a strong  sex  education 
program  for  the  state.  The  Legis- 
lature previously  had  forbidden  a 
fifth  and  sixth  grade  sex  education 
program  in  the  schools,  “but  now 
the  state  has  said.  ‘Yes,  you  may 
teach  about  human  reproduction,’  ” 
she  said.  The  program  is  set  to 
begin  in  1987,  but  as  yet,  teachers 
have  not  received  a text.  Mrs. 
Turner  is  now  holding  workshops 
with  teachers  on  how  to  present  sex 
education  material  to  the  students. 

The  Turners  believe  that  organ- 
ized medicine  needs  to  step  out  of  its 
“narrow  role”  and  speak  out  about 
social  issues.  Doctor  Turner  said 
that  physicians  are  beginning  to 
realize  that  the  one-on-one  type  of 
relationship,  which  physicians  have 
been  trained  to  use  in  dealing  with 
patients,  will  not  work  in  promoting 
the  group  goals  of  physicians.  They 
believe  that  physicians  must  band 
together  to  obtain  their  goals.  For 
this  reason,  he  said,  in  the  future 
organized  medicine  will  become 


more  powerful  on  social-political 

issues. 

This  new  organization  of  physi- 
cians is  one  goal  that  Mrs.  Turner 
feels  the  Auxiliary  will  be  able  to 
help  with.  “The  Auxiliary  has  the 
wonderful  opportunity  to  be  a 
liaison  between  physicians  and  the 
community,”  she  said.  “None  of 
us  can  do  it  alone.” 

Doctor  Turner  concurs.  “The  fact 
that  we  are  doing  this  together 
means  we  are  using  our  best  assets 
— our  spouses.” 

Doctor  Turner  is  49  years  old, 
and  a member  of  the  American 
Medical  Association,  the  American 
College  of  Physicians,  and  the 
American  College  of  Gastroenter- 
ologists. Mrs.  Turner  is  47,  and  has 
been  active  in  the  Auxiliary  and  in 
community  volunteer  groups  since 
the  Turners  moved  to  Huntington  in 
1969. 

The  Turners  will  be  traveling  and 
speaking  to  different  societies  and 
groups  across  West  Virginia.  They 
said  they  enjoy  traveling  with  each 
other,  and  Mrs.  Turner  said,  “I 
would  have  gone  with  him  anyway, 
hut  now  they'll  let  me  speak!” 

— John  Everson 


Eye  Care  Helpline 
Marks  100,000th  Call 

The  toll-free  Helpline  that  provides 
medical  eye  care  for  older  Americans 
— 1-800-222-EYES  — has  received 
more  than  100,000  calls  from  across 
the  U.  S.  since  it  opened  January  6. 

Emerson  H.  Hillyard,  66,  of 
Ulysses,  Pennsylvania,  was  the 
100,000th  person  to  call  the  National 
Eye  Care  Project,  a public  service 
program  cosponsored  by  the  Founda- 
tion of  the  American  Academy  of 
Ophthalmology  and  the  West  Virginia 
Academy  of  Ophthalmology. 

Mr.  Hillyard  has  been  referred  to 
a nearby  volunteer  ophthalmologist, 
who  will  provide  a medical  eye  exam 


and  treatment  of  any  existing  eye 
condition  at  no  out-of-pocket  cost  to 
him. 

“Through  this  outreach  effort,” 
said  Harry  L.  Amsbary,  M.  D.,  Presi- 
dent of  the  West  Virginia  Academy 
of  Ophthalmology,  “we  are  providing 
medical  eye  care  for  older  people 
whose  sight  is  threatened  by  diseases 
like  macular  degeneration,  cataracts 
and  diabetic  retinopathy.  We  want 
to  let  people  know  that  deteriorating 
eyesight  in  their  later  years  can  be 
prevented.” 

The  National  Eye  Care  Project 
provides  medical  eye  care  to  U.  S. 
citizens  and  legal  residents  age  65 
and  over  who  are  not  currently  under 
the  care  of  an  ophthalmologist,  who 


have  no  access  to  one,  or  who  have 
not  seen  one  in  the  past  three  years. 

A total  of  1,050  West  Virginia 
residents  have  called  the  service,  and 
696  have  been  referred  to  volunteer 
ophthalmologists  near  their  homes. 
The  matching  of  patients  to  physi- 
cians is  done  by  a computer,  which 
then  generates  a letter  informing  the 
patient  to  call  the  physician  for  an 
appointment. 

Of  the  100.000  callers,  66,200  have 
been  referred  to  physicians  for  medi- 
cal eye  care.  More  than  16,000  have 
already  been  treated  for  sight- 
threatening  eye  diseases.  Thirty-four 
per  cent  of  these  patients  had  never 
had  an  eye  exam  until  they  called 
the  Helpline. 
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C 

Poetzy  Goznez 

Gentle  Breeze 

When  the  torrid  temperature  climbs 
And  your  torso  burning  with  heat, 

A gentle  breeze  is  welcome. 

Time  exposure  is  the  culprit 
From  the  sun  rays 

In  giving  a gentle  breeze  is  welcome. 

This  has  no  relation  to 
“torrid”  love  story ; 

Let’s  pray  for  a gentle  breeze. 

When  you  find  yourself 
In  such  a predicament, 

Seek  shade  or  pray  for  a gentle  breeze. 

If  the  weather  is  cool, 

Ignore  shade 

Or  even  a gentle  breeze. 

Try  to  balance  your  exposure 
With  the  sun  rays; 

That’s  easy  with  a gentle  breeze. 

However,  these  exceptions: 

1 ) Cover  torso  with  clothes 
And  2)  stay  out  of  the  sun  rays. 

That  about  covers  this  subject 
Except  if  it  so  happens  you  cant  avoid, 
Pray  for  a gentle  breeze. 

—John  H.  Robinson,  M.  D. 

South  Charleston 

Hear  Ye,  Second  Call 
For  Readers’  Poetry 

The  Journal  repeats  its  request 
in  the  October  issue  for  poetry 
from  our  readers. 

The  Publication  Committee  be- 
lieves that  poetry  by  West  Virginia 
doctors  will  add  “sparkle”  and 
interest  to  The  Journal. 

Light  and  humorous  — “heavy” 
or  serious  — medically  related  or 
non-medical  — all  types  of  poems 
are  welcome.  Perhaps  you  w'ould 
like  to  base  a poem  on  current 
medical,  political  or  social  issues. 
The  world  is  at  your  fringertips! 

Writers  submitting  poetry  which 
is  accepted  for  publication  will  he 
so  notified,  and  will  be  given  credit 
at  the  time  of  printing. 

We’re  pleased  to  publish  the 
accompanying  poem,  the  first  to  he 
received  since  “Poetry  Corner” 
was  initiated. 


Patients  Get  Treatment 
By  CAMC’s  ‘Stone  Crusher’ 

Five  patients  at  the  Charleston  Area 
Medical  Center  in  September  became 
the  first  West  Virginians  to  have  their 
kidney  stones  disintegrated  by  shock 
waves  instead  of  removed  by  surgery. 

The  three  women  and  two  men 
became  the  first  of  what  CAMC 
expects  to  be  a large  number  of 
patients  to  undergo  kidney  stone 
pulverizing  treatment  by  the  state’s 
only  lithotripter.  The  lithotripter  was 
installed  in  September.  Urologists 
and  other  medical  professionals  have 
undergone  training  in  use  of  the  $2 
million  West  German  device.  Dr. 
Thomas  McCoy  is  Medical  Director 
of  Lithotripsy. 

“The  lithotripter  treatment  takes 
about  one  hour,”  said  Doctor  McCoy. 
“These  patients  can  expect  a two  to 
three-day  hospital  stay  at  most,  and 
usually  return  to  work  within  five 
days  of  the  procedure.  Considering 
these  factors,  lithotripsy  is  the  treat- 
ment of  choice.  It  is  more  efficient. 
It  results  in  a lower  cost  to  the  patient. 
And,  of  course,  it  leaves  no  scars.” 

CAMC’s  High  Tech  Center,  located 
at  the  General  Division,  houses  the 
lithotripter.  West  Virginia  is  identi- 
fied with  other  southern  states  as 


having  a prevalence  of  reported 
kidney  stone  cases,  according  to 

CAMC. 


MRI  Course  By  WVU 
Radiology  November  22 

A half-day  CME  course  on  “Mag- 
netic Resonance  Imaging:  Applica- 

tions in  Clinical  Practice”  will  be  held 
Saturday,  November  22.  at  West  Vir- 
ginia University  School  of  Medicine 
in  Morgantown. 

The  7 A.  M.  - 11:45  A.  M.  program 
is  sponsored  by  the  WVU  Department 
of  Radiology  and  the  WVU  CME 
Office. 

The  faculty  will  be  Drs.  Peter  L. 
Davis,  Pittsburgh  NMR  Institute, 
Pittsburgh;  Orlando  F.  Gabriele,  Pro- 
fessor and  Chairman,  WVU  Depart- 
ment of  Radiology,  and  William  E. 
Rothus,  Department  of  Diagnostic 
Radiology,  Allegheny  General  Hos- 
pital, Pittsburgh. 

The  program  will  include  tours  of 
the  WVU  Magnetic  Imaging  Center, 
a talk  on  “MRI  in  Radiology  Today,” 
and  presentations  on  MRI  in  CNS, 
musculoskeletal  system,  spine,  and  the 
abdomen  and  pelvis. 

For  registration  and  other  informa- 
tion, call  the  CME  office  at  (304) 
293-3937. 


Attending  the  WVSMA’s  Dermatology  Section  meeting  during  the  Association’s 
Annual  Meeting  in  August  at  White  Sulphur  Springs  were,  from  left,  Drs.  Joseph 
C.  W'oofter,  Parkersburg;  Donald  E.  Farmer,  Charleston;  John  J.  Mahood,  Bluefield; 
L.  Walter  Fix,  Martinsburg;  William  A.  Welton,  Morgantown;  Gary  Ganzer  and 
Ralph  Massulo,  Doctor  Welton’s  dermatology  residents  at  West  Virginia  University 
Medical  Center,  and  William  A.  Welton,  Jr.,  first-year  student  at  Marshall  University 
Medical  School.  _ Photo  by  William  D.  McLean,  M.  D. 
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Medical  Meetings 


Dr.  William  D.  Rose,  a Gassaway  native,  has  been  named  Medical  Director  of 
HealthNet  Aeromedical  Services  Northern  Base  at  West  Virginia  University  Hospitals. 
Doctor  Rose,  right,  checks  medical  equipment  and  supplies  on  the  HealthNet  heli- 
copter with  a flight  crew  paramedic. 

Emergency  Doc  One  Of  New  Breed 


The  new  Medical  Director  of 
HealthNet  Aeromedical  Services 
Northern  Base  at  West  Virginia 
University  Hospitals  has  been  a flight 
physician  on  more  than  100  emer- 
gency medical  helicopter  missions 
and  is  a strong  supporter  of  emer- 
gency air  transport. 

Dr.  William  D.  Rose,  a Gassaway 
native,  recently  joined  University 
Hospitals  as  Medical  Director  of  the 
helicopter  service.  His  experience 
and  research  into  the  rapidly  growing 
field  of  emergency  aeromedical  trans- 
port tailored  him  for  the  job. 

“He  is  one  of  the  new  breed  of 
residency-trained  emergency  physi- 
cians,” said  Dr.  Stephen  Rector, 
Medical  Director  of  University  Hos- 
pitals Emergency  Department.  Doctor 
Rector  said  there  are  only  a few 
three-year  emergency  medical  resi- 
dency programs  such  as  the  one  that 
Doctor  Rose  completed,  and  doctors 
with  experience  are  valuable  assets  to 
the  emergency  medical  field. 

Doctor  Rose  is  particularly  con- 
cerned with  transporting  critically  ill 
or  injured  persons  in  rural  environ- 
ments, and  believes  air  transport  can 
solve  that  problem. 

“The  National  Academy  of  Sciences 
did  a study  that  showed  70  per  cent 


of  fatal  accidents  occur  in  rural 
regions  of  the  United  States,”  said 
Doctor  Rose.  “That’s  a significant 
number  — implying  that  we  need  to 
transport  critically  ill  people  to 
definitive  care  more  quickly  through 
the  use  of  a helicopter  system  staffed 
by  personnel  trained  in  emergency 
critical  care  and  transport.  HealthNet 
Aeromedical  is  providing  that  service 
in  West  Virginia.” 

Doctor  Rose  noted  that  HealthNet 
Aeromedical  Service  Northern  Base 
already  is  a success. 

“It’s  an  excellent  program,”  Doctor 
Rose  said.  “Predictions  for  mission 
requests  were  30  per  month.  We  had 
90  requests  in  the  first  30  days.  The 
program  is  so  busy  we  are  hiring 
another  pilot.”  Critically  ill  cardiac 
patients,  patients  in  shock,  trauma 
victims,  high-risk  obstetric  patients, 
neonatal  patients  and  accident  vic- 
tims are  most  often  transported  by 
HealthNet  Aeromedical  Services,  he 
said. 

Dr.  Rose  obtained  his  medical 
degree  from  WVU.  He  also  has  a 
bachelor  of  science  degree  in  electrical 
engineering  from  West  Virginia 
Institute  of  Technology  and  a master’s 
degree  in  electrical  enginering  from 

WVU. 


Nov.  2-7— Am.  Assoc,  of  Blood  Banks,  San 
Francisco. 

Nov.  2-7— Am.  Society  of  Therapeutic 
Radiology  & Oncology,  Los  Angeles. 

Nov.  5-7— Am.  Cancer  Society,  New  York 
City'. 

Nov.  8— WVSMA  Loss  Control  Seminar, 
Huntington. 

Nov.  8-11— Southern  Medical  Assoc.,  At- 
lanta. 

Nov.  9-13— Am.  Academy  of  Ophthalmo- 
logy, New  Orleans. 

Nov.  12-16— Am.  Medical  Women’s  Assoc.. 
St.  Louis. 

Nov.  15-18— Am.  Assoc,  for  Clinical  Im- 
munology & Allergy,  Ft.  Lauderdale, 
Fla. 

Nov.  16-19— Am.  Geriatrics  Society,  Chicago. 

Dec.  6-7— Am.  Society  of  Hematology,  San 
Francisco. 

Dec.  6-7— National  Kidney  Foundation, 
Washington,  DC. 

Dec.  7-10— Interim  Meeting,  AMA  House 
of  Delegates,  Las  Vegas. 

1987 

Jan.  15-17— Neurosurgical  Society  of  the 
Virginias,  Hot  Springs,  Va. 

Jan.  22— Finance  Committee,  WVAAFP, 
Charleston. 

Jan.  22-27— Am.  Academy  of  Orthopaedic 
Surgeons,  San  Francisco. 

Association,  Los  Angeles. 

Jan.  23— Board  Meeting,  Family  Medicine 
Foundation  of  WV,  Charleston. 

Jan.  23— Board  Meeting,  WVAAFP,  Charles- 
ton. 

Jan.  23-25— 20th  Mid-Winter  Clinical  Con- 
ference, Charleston. 

April  26-29— WV  Academy  of  Ophthal- 
mology 40th  Annual  National  Spring 
Meeting,  White  Sulphur  Springs. 

Aug.  8-12— 120th  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 
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HEALTH  CARE  AT  ITS  BEST 

AIRFORCE 

MEDICINE 

★ 

Air  Force  medicine  is  one  of  our  best  benefits.  The  Air 
Force  needs  physicians  such  as  you  to  keep  it  that  way. 

Most  administrative  responsibilities  are  in  the  hands  of 
others,  giving  you  the  time  to  give  full  attention  to  the  patients' 
needs.  Our  hospitals  are  staffed  with  dedicated,  competent 
professionals  to  assist  you. 

You'll  have  time  for  your  family  and  to  keep  abreast  of 
the  latest  methods  and  technologies  that  you  don't  have  time 
for  now.  We  also  offer  unlimited  professional  development 
and  financial  security. 

Find  out  more  about  Air  Force  medicine.  Contact  your 
nearest  Air  Force  recruiter.  Call 


Capt  Elliott  Sarantakos 
at  412-687-7313  collect 


WVU  Medical 
Center  News 


West  Virginia 
University 


68  Medical  School  Promotions 


Of  the  177  most  recent  faculty 
promotions  or  tenure  grants  at  West 
Virginia  University,  68  are  in  the 
School  of  Medicine. 

Approved  by  the  West  Virginia 
Board  of  Regents,  the  status  changes 
were  announced  by  Frank  A.  Franz, 
WVU  Provost  and  Vice  President  for 
Academic  Affairs,  and  John  E.  Jones, 
WVU  Vice  President  for  Health 
Sciences. 

Those  promoted,  granted  tenure,  or 
both,  in  the  School  of  Medicine  in- 
cluded: 

Ali  F.  AhuRahma,  Clinical  Profes- 
sor, surgery;  Dasari  Alfred,  Clinical 
Assistant  Professor,  surgery;  Con- 
stantino Amores,  Clinical  Associate 
Professor,  neurosurgery;  Keith  Aple- 
gren,  Associate  Professor,  surgery; 
Terry  A.  Athari,  Clinical  Associate 
Professor,  obstetrics  and  gynecology; 
Prakash  C.  Bangani,  Clinical  Associ- 
ate Professor,  orthopedic  surgery; 
Bruce  L.  Berry,  Clinical  Associate 
Professor,  obstetrics  and  gynecology; 
Nancy  L.  Brallier,  Clinical  Associate 
Professor,  behavioral  medicine  and 
psychiatry;  Barbara  Burkart,  Clinical 
Assistant  Professor,  neurology /physi- 
cal therapy; 

David  B.  Burr,  professor,  anatomy/ 
orthopedics;  Robert  Castellan,  Clini- 
cal Adjunct  Associate  Professor, 
medicine;  Tong  Chang,  Clinical  As- 
sociate Professor,  surgery;  Elliott 
Chideckel,  Professor,  medicine,  with 
tenure;  John  M.  Connors,  Research 
Associate  Professor,  physiology;  John 
L.  Crites,  Clinical  Professor,  obstetrics 
and  gynecology;  Bharati  S.  Desai, 
Adjunct  Associate  Professor,  be- 
havioral medicine  and  psychiatry; 
John  P.  Durham,  Professor,  bio- 
chemistry, granted  tenure;  Jeffrey 


S.  Fedan,  Clinical  Adjunct  Profes- 
sor, pharmacology  and  toxicology/ 
ALOSH;  Arlene  Feder,  Associate 
Professor,  medicine; 

Edmundo  E.  Figueroa,  Clinical  As- 
sociate Professor,  surgery;  Joseph 
A.  Fontana,  Professor,  medicine, 
with  tenure;  Leland  J.  Foshag,  As- 
sociate Professor,  surgery;  Daniel 
Foster,  Clinical  Associate  Professor, 
surgery:  James  L.  Frost,  Professor, 
pathology;  Paul  H.  Fulcher,  Clinical 
Assistant  Professor,  obstetrics  and 
gynecology;  Hubert  R.  Galford,  Clini- 
cal Associate  Professor,  neurology/ 
physical  therapy;  Barbara  K.  Garland, 
Assistant  Professor,  community  medi- 
cine; Robert  Ghiz,  Clinical  Professor, 
orthopedic  surgery;  John  L.  Hankin- 
son,  Clinical  Adjunct  Associate  Pro- 
fessor, physiology;  MaryBeth  Harris, 
Associate  Professor,  neurology/ physi- 
cal therapy,  with  tenure;  Sherman  E. 
Hatfield,  Clinical  Professor,  oto- 
laryngology; 

Richard  C.  Haydon  III,  Adjunct 
Associate  Professor,  otolaryngology; 
Richard  J.  Head,  Professor,  pharma- 
cology and  toxicology;  Thomas  Hog- 
an, Associate  Professor,  medicine; 
Jean  D.  Holter,  Professor,  pathology/ 
medical  technology;  Pushpa  Rani 
Jain.  Associate  Professor,  radiology, 
granted  tenure;  Ronald  S.  Jones, 
Clinical  Assistant  Professor,  obstet- 
rics and  gynecology;  James  W.  Kes- 
sel,  Clinical  Associate  Professor, 
surgery;  Carl  J.  Kite,  Clinical 
Associate  Professor,  surgery;  Rich- 
ard Kleinmann,  Associate  Professor, 
medicine,  granted  tenure;  Chandra 
M.  Kumar,  Clinical  Associate  Pro- 
fessor, pediatrics;  David  A.  Labosky, 
Associate  Professor,  orthopedic  sur- 
gery, granted  tenure; 


Robert  C.  Lantz,  Associate  Pro- 
fessor, anatomy,  with  tenure;  John 
V.  Linberg,  Associate  Professor, 
ophthalmology,  granted  tenure;  John 
H.  Mahan,  Clinical  Associate  Profes- 
sor. surgery;  Michael  R.  Miller,  Pro- 
fessor, biochemistry;  Anthony  Morise, 
Associate  Professor,  medicine,  granted 
tenure;  Alvin  H.  Moss,  Associate 
Professor,  medicine;  Stephen  P. 
Murphy,  Clinical  Assistant  Professor, 
neurology /physical  therapy;  Jan  E. 
Palmer,  Adjunct  Associate  Professor, 
family  practice;  Jeffrey  A.  Powelson, 
Clinical  Assistant  Professor,  neuro- 
logy/physical therapy;  Jack  Pushkin. 
Clinical  Professor,  orthopedic  sur- 
gery: 

Robert  J.  Reed,  Clinical  Associate 
Professor,  surgery;  Jack  E.  Riggs, 
Associate  Professor,  neurology,  grant- 
tenure;  Patrick  Robinson,  Associate 
Professor,  medicine,  granted  tenure; 
Ujjal  Singh  Sandhu,  Clinical  Associ- 
ate Professor,  obstetrics  and  gyne- 
cology; Ronald  A.  Savrin,  Professor, 
surgery;  Ivan  R.  Schwab,  Associate 
Professor,  ophthalmology,  granted 
tenure;  Harold  Shackleford,  Clinical 
Associate  Professor,  surgery;  John  B. 
Spadafore,  Clinical  Assistant  Profes- 
sor. neurology /physical  therapy: 

John  C.  Spiker,  Clinical  Assist- 
ant Professor,  neurology /physical 
therapy;  John  Surmonte,  Clinical 
Professor,  surgery;  Ellen  Szego, 
Clinical  Associate  Professor,  pedia- 
trics; Luis  Teha,  Associate  Professor, 
anesthesiology,  with  tenure;  Ganpat 
Thakker,  Clinical  Associate  Profes- 
sor, medicine;  Velayudhan  N.  Vallya- 
than.  Clinical  Adjunct  Professor, 
pathology;  Angel  M.  Vazquez,  Pro- 
fessor. family  practice,  granted 
tenure;  Edward  Voss,  Clinical  Profes- 
sor, surgery. 
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with  plotter 


We  Got  small  to  Play  BIG. 


A Toast 
to  Our  New 
Transducer 


Place  the  whole  transducer  in  sterilizing  solution. 
No  need  to  disassemble!  No  tubing!  No  piping! 
It's  as  easy  as  dropping  an  olive  into  a martini. 

Small  and  Light 

Accuracy  and  lunch-box-like  portability  make 
the  AS-500  perfect  in  any  setting-hospital, 
office,  or  industrial. 

Two  Spirometers  in  One 

When  the  unit  is  disconnected  from  its  plotter, 
the  AS-500  works  as  a single  test  screener  with 
a built-  in  printer. 


Convenient  and  Versatile 

An  easy-to-read  LCD  gives  spirograms  for  instant 
analysis  and  instructional  messages  for  better 
patient  prompting.  Easy  automatic  calibration 
assures  ± 3%  accuracy,  and  triggering  can  be 
either  automatic  or  manual.’ 


5 


BIG  Capabilities 


Best-test  selection  (1-9  tests),  pre  and  post  BD 
capability,  flow  volume  loops,  patient-record 
formats,a  sophisticated  array  of  diagnostic 
interpretations  with  accompanying  comm- 
ents, a VC  test,  and  a 12-second  MW  test 
make  this  an  all  encompassing  portable 
spirometer. 

Vast  capabilities  in  a diminutive  package  at 
an  infinitesimal  price  offer  compelling 
reasons  to  take  a closer  look  at  the  AS-500. 

\ Yes,  BIG  indeed. 

And,  of  course,  it  meets  all  the  ATS  standards. 


AS-300:  A younger  family  member  which  performs  many  of  the  functions 
of  the  AS-500  at  an  even  more  affordable  price. 


LEWIS  MEDICAL  

INSTRUMENTS  INC. 

Precision  instruments  to  the 
health  profession  for  over  20  years 


(301)  984-61 12 -Washington,  D.C. 

(301 ) 444-7977  — Baltimore,  Maryland 
(804)  644-8024 -Virginia 
(919)  848-4333  — North  Carolina 
(215)  922-4966  — Pennsylvania 


Obituaries 


JAMES  H.  GRAY,  M.  D. 

Dr.  James  H.  Gray  of  Cross  Lanes 
I Kanawha  County ) , a family  physi- 
cian, died  October  7 in  a South 
Charleston  hospital.  He  was  83. 

Doctor  Gray,  a World  War  II  Air 
Force  veteran,  formerly  practiced  in 
Clendenin.  Ward  and  Belle. 

Born  in  Clarksburg,  he  was  a 
graduate  of  West  Virginia  University, 
and  received  his  M.  D.  degree  in  1933 
from  Emory  School  of  Medicine. 

Doctor  Gray  was  a member  of  the 
West  Virginia  Chapter,  American 
Academy  of  Family  Physicians,  and 
wras  an  honorary  member  of  the 
Kanawha  Medical  Society,  West  Vir- 
ginia State  Medical  Association  and 
American  Medical  Association. 

Survivors  include  the  wife,  Mrs. 
Dolly  Carter  Gray;  a daughter.  Diane 
Leonard  of  Atlanta,  and  two  stepsons, 
David  and  Jonathan  Robertson,  both 
of  Charleston. 


GLEN  G.  HUNTER,  M.  D. 

Dr.  Glen  G.  Hunter  of  Huntington 
died  August  28.  He  was  52. 

Doctor  Hunter,  whose  residence 
was  in  Chesapeake,  Ohio,  was  a clini- 
cal pathologist  with  Pathology  Service 
Group,  Inc.  at  Cabell  Huntington 
Hospital. 

He  was  in  general  practice  in 
Chesapeake  from  1962  to  1969,  and 
was  a Past  President  of  the  Lawrence 
County  Medical  Society  in  Ohio. 

Doctor  Hunter  was  born  in  Hunt- 
ington, graduated  from  Bowman  Gray 
School  of  Medicine,  Wake  Forest 
LIniversity,  and  interned  at  Miami 
Valley  Hospital  in  Dayton,  Ohio.  He 
took  his  residency  in  pathology  in 
1969-73  at  Cabell  Huntington  Hos- 
pital. 

Doctor  Hunter  was  a member  of 
the  Cabell  County  Medical  Society. 
West  Virginia  State  Medical  Associa- 
tion and  American  Medical  Associa- 
tion. 

Survivors  include  the  wife,  Mrs. 
Edna  Belle  Hunter;  three  daughters, 
Mrs.  Sandra  K.  Jenkins,  Huntington; 
Mrs.  Debra  S.  Rucker,  Chesapeake, 
and  Lisa  D.  Hunter,  at  home;  one 


son.  James  E.  Hunter,  Charlotte, 
North  Carolina;  one  sister,  Joyce  Ann 
Taylor.  Huntington,  and  two  brothers, 
Elva  C.  Hunter,  Jr.,  of  Fort  Wayne, 
Indiana,  and  Bernard  L.  Moore  of 
Huntington. 

RAY  D.  LATTIMER,  M.  D. 

Dr.  Ray  D.  Lattimer.  retired 
Parkersburg  pediatrician,  died  Sep- 
tember 20  in  a hospital  there.  He 
was  90. 

Born  in  Reedy  I Roane  County), 
Doctor  Lattimer  practiced  in  Parkers- 
burg for  50  years. 

He  was  a former  staff  member  of 
Camden-Clark  Memorial  and  St. 
Joseph’s  hospitals  in  Parkersburg. 

Doctor  Lattimer  was  graduated 
from  George  Washington  Liniversity, 
and  received  his  M.  D.  degree  in  1927 
from  the  University  of  Louisville. 
He  interned  at  City  Hospital  in 
Buffalo,  and  took  his  residency  at 
Childrens  Hospital  in  Cincinnati. 

Doctor  Lattimer  was  an  honorary 
member  of  the  Parkersburg  Academy 
of  Medicine,  West  Virginia  State 
Medical  Association  and  American 
Medical  Association. 

He  was  a World  War  I Army 
veteran. 

Surviving  is  one  daughter.  Patricia 
Learman  of  Saginaw,  Michigan,  and 
one  sister,  Doris  Dye  of  Parkersburg. 


STATEMENT  REQUIRED  BY  THE  ACT  OF 
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UNITED  STATES  CODE  SHOWING  THE 
OWNERSHIP,  MANAGEMENT  AND  CIRCULA 
TION  OF  THE  WEST  VIRGINIA  MEDICAL 
JOURNAL. 

The  West  Virginia  Medical  Journal  is  published 
monthly  at  4307  MacCorkle  Avenue,  S.  E.,  Charles- 
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or  more  of  total  amount  of  bonds,  mortgages  or 
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The  average  number  of  copies  each  issue  during 
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DISCOUNT 

H0LTER 

SCANNING 

SERVICES 

Starting  at  $35.00 


Cardionostic  Holter 
recorder  (cassette) 
available  from  $1,125.00 


Spacelabs  Holter 
recorder  (cassette) 
available  from  $1,275.00 


Smallest  & lightest 
holters  update 


Fast  service 
(24-48  hrs.)  turnover 


Hook  up  kits 
starting  at  $4.95 

★ 

Special  introductory  offer 
of  three  free  tests 
with  any  purchase  or  lease 
of  the  recorder 

★ 

Cardiologist  over-read 
available  for  $15.00 

If  interested  call 

(301)  870-3626 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R Hedges,  M D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  0.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 
Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D 
Gastroenterology 
T.  E.  Chvasta,  M.  D 

L.  R.  Cain,  M D. 
Hematology/Oncology 

C.  A.  Vasquez,  M.  D 
Nephrology/ Hypertension 

D.  L.  Latos,  M.  D 

M.  H.  Drews,  M.  D. 

T.  G.  Kenamond,  M,  D 
Pulmonary 
T.  V.  Burke,  M.  D 
Rheumatology 

M.  A.  Stevens,  M D. 

GENERAL  SURGERY 
C.  D.  Hershey,  M.  D 

E.  C.  Voss.  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R L.  Cross,  M D (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H Shackleford.  M D 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D 
C.  G.  Kirby,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO-FACI AL  SURGERY 

W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R A.  Porterfield,  M D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 

DERMATOLOGY 

M.  Baron,  M D. 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S.  Govindan,  M.  D. 

PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

J.  G.  Tellers,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 
Counseling/Group  Therapy 
Biofeedback  Laboratory 
Electrology/Cosmetic  Therapy 
Electrocardiography 
Electroencephalography 
Roentgenology 
Pulmonary  Diagnostics  Lab 
Nutrition  Therapy 


Pensions 

without 

the 

tensions 


Over  75%  of  our  pension  clients  are  in 
the  medical  profession,  so  chances 
are  you’ve  heard  of  us.  The  National 
Bank  of  Commerce  of  Charleston 
Employee  Benefits  Division  is  your 
source  for  full  investment  and  adminis- 
trative services.  And  we’re  your  source 
for  taking  the  tensions  out  of  providing 
a pension  plan. 

That’s  important  to  busy  physicians  and 
health  care  professionals,  and  so  are 
pension  design  and  administrative 
services  unequalled  by  any  other  insti- 
tution in  the  Kanawha  Valley. 

We  feature  total  safety  of  plan  assets,  with 
local  service  representatives  recom- 
mending local  investments.  Our 
Employee  Benefits  Division  also  features: 


• Prototype  Plans 

• A wide  variety  of  self-directed 
investment  options 

• Qualified  TEFRA  Reviews  and 
Amendments 

• Simplified  Employee  Pensions 
(SEP’s) 

• 401  (K)  Plans 

So  think  of  the  experts  you’ve  heard  of 
when  you’re  choosing  someone  to  in- 
vest funds  and  service  a retirement 
plan.  Think  of  The  National  Bank  of 
Commerce  of  Charleston.  Just  call 
Betty  Ireland,  the  head  of  our  pension 
department,  today.  And  think  of  how 
much  easier  providing  an  employee 
pension  will  be! 


The  National 
Bank  of 
Commerce 

of  Charleston 


Member  FDIC 


Employee  Benefits  Division 

Phone  348-4505  or  348-4504 

One  Commerce  Square,  Charleston,  WV  25301 


Betty  Ireland 
Vice  President, 
Pension  Trust 
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County  Societies 


CABELL 

Dr.  Peter  Dans,  Director  of  Medi- 
cal Practice  Evaluation  at  Johns 
Hopkins  Medical  School,  was  guest 
speaker  for  the  meeting  of  the  Cahell 
County  Medical  Society  September  11. 

Doctor  Dans,  a graduate  of  Colum- 
bia University  School  of  Medicine, 
traced  the  milestones  in  the  evolution 
of  medical  practice  and  the  public’s 
concept  of  the  physician. 

The  Society  approved  a dues  in- 
crease of  $50  for  next  year. 

The  book.  History  of  Cabell  County 
Medical  Society,  was  to  be  available 
in  October. 

Dr.  Maurice  A.  Mufson,  President, 
announced  that  a list  of  questions  for 
political  candidates,  suggested  by  the 
membership,  had  been  drawn  up  and 
will  be  mailed.  He  asked  members 
to  consider  resolutions  which  could 
be  submitted  at  the  1987  WVSMA 
Annual  Meeting.  — Mabel  M.  Steven- 
son, M.  D.,  Secretary. 


McDowell 

The  McDowell  County  Medical 
Society  met  September  10  at  Stevens 
Clinic  Hospital  in  Welch. 

Items  of  discussion  included:  up- 
coming guest  speakers,  county  society 
dues,  consideration  of  contribution  to 
assist  the  county  health  department 
in  the  purchase  of  the  H.  flu  vaccine 
for  indigent  children,  the  proposed 
overall  23-per  cent  increase  by  CNA 
in  malpractice  insurance  premiums  in 
1987,  and  individual  contributions  to 
the  McDowell  County  Chapter  of  the 
American  Red  Cross.  — Barbara  A. 
Fenton,  M.  D..  Secretary. 

MINGO 

The  Mingo  County  Medical  Society 
met  September  10  at  Williamson 
Memorial  Hospital. 

Results  of  the  WVSMA  Annual 
Meeting  in  August  were  reported  and 
discussed  by  Dr.  Diane  E.  Shafer, 
President  of  the  Society  and  a Dele- 
gate to  the  convention,  and  Pastor  C. 
Gomez,  also  a Delegate. 

Doctor  Shafer  stressed  the  im- 
portance of  supporting  organized 


medicine  at  the  local,  state  and 
national  levels. 

Legal  counsel  for  the  Society  is 
being  contemplated. 

Dr.  Manolo  Tampoya  discussed  the 
problem  of  Medicaid  patients  receiv- 
ing adequate  prenatal  care  and  de- 
livery. — Manolo  Tampoya,  M.  D., 
Secretary  / T reasurer. 


WESTERN 

Dr.  Richard  Kleinmann  of  Charles- 
ton was  the  guest  speaker  for  the 
meeting  of  the  Western  Medical 
Society  September  9 at  Jackson 
General  Hospital  in  Ripley. 

Doctor  Kleinmann  presented  a very 
comprehensive  review  of  thyroid 
nodules,  new  procedures  to  evaluate 
this  type  of  nodule,  and  treatment  of 
carcinoma  of  the  thyroid  gland. 

Plans  were  made  for  the  October 
and  November  meetings.  — - Ali  H. 
Morad.  M.  D.,  Secretary. 

New  Members 


The  following  physicians  were 
welcomed  in  July  as  new  members  of 
the  West  Virginia  State  Medical  As- 
sociation: 

Cabell: 

William  P.  Bristol,  M.  D.,  1801  6th 
Avenue,  Huntington  25701.  pedi- 
atrics/ emergency  room 

Andrew  J.  Burger,  M.  D.,  Marshall 
University  Medical  School.  1801  6th 
Avenue,  Huntington  25701.  cardio- 
vascular diseases 

Allen  Kayser,  M.  D.,  604  Ridge- 
wood Road,  Huntington  25701,  psy- 
chiatry 

Sarah  A.  McCarty,  M.  D.,  Marshall 
University  Medical  School.  1801  6th 
Avenue,  Huntington  25701,  internal 
medicine 

Manjula  Narayan,  M.  D.,  1016  6th 
Avenue,  Huntington  25701,  physical 
medicine  & rehabilitation 

Hancock : 

Joseph  Endrich.  M.  D.,  2416 

Pennsylvania  Avenue,  Weirton  26062, 
internal  medicine 


Kanawha: 

Jill  Bross,  M.  D.,  2647  Hilltop 
Drive,  St.  Albans  25177,  pediatrics/ 
emergency  medicine 

Monongalia: 

Robert  A.  Ringel,  M.  D.,  WVLT 
Medical  Center,  Morgantown  26506, 
neurology 

Allyn  Patrick  Rose,  M.  D.,  WVU 
Medical  Center,  Morgantown  26506. 
pediatrics 

Gary  Edward  Rozar,  M.  D.,  WVU 
Medical  Center,  Morgantown  26506, 
internal  medicine 

Carol  A.  Slomski,  M.  D.,  WVU 
Medical  Center,  Morgantown  26506, 
surgery 

Ohio: 

Maxine  L.  Baron,  M.  D.,  The 
Wheeling  Clinic,  58  16th  Street. 

Wheeling  26003,  dermatology 

Thomas  V.  Burke,  M.  D.,  The 

Wheeling  Clinic,  58  16th  Street, 

Wheeling  26003,  internal  medicine 

Robert  L.  Cross,  M.  D.,  116  Walnut 
Avenue,  St.  Clairsville,  OH  43950, 
general  surgery 

Michael  Stevens,  M.  D.,  The 
Wheeling  Clinic,  58  16th  Street. 

Wheeling  26003,  rheumatology 

Medical  Students: 

David  Kowalski,  P.  0.  Box  1214, 
Huntington  25714 


CHAPMAN 

PRINTING 

COMPANY 

★ 

1652  4TH  AVENUE 
CHARLESTON,  W V 25357 

PHONE:  346-0676 
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THE 

MYERS  CLINIC 

Philippi,  West  Virginia 

Radiology: 

Halberto  G.  Cruz,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 
Gregg  J.  Fromell,  M.  D. 

Family  Practice: 

Charles  L.  Arnett,  M.  D. 
James  A.  Arnett,  M.  D. 

JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH  D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Charleston 

Eye  Care  1 George  E.  Toma,  M.D.,  FACS 

Associates  Inc 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


24  HOUR 

ANSWERING  SERVICE 


LASER  SURGERY  & THERAPY 

CORNEAL  TRANSPLANTS 

PERMANENT  COSMETIC 
EYELINER 

4430  Kanawha  Turnpike 
South  Charleston,  WV  25309 

768-0068 


344-3937 

CALL  TOLL  FREE  8:00  A.M.  - 4:00  P.M.  (800)  344-3993 
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“He  flourished 
during  the  first 
half  of  the 
20th  century.” 


The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  intervention 
is  threatening  the  quality  of  medicine  — and  your  right  to  function 
as  an  independent  professional.  The  government,  responding  to 
cost  containment  pressures  from  myriad  sources,  has  taken  a 
more  active  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

In  your  fight  for  survival,  the  American  Medical  Association  is 
your  best  weapon.  The  AM  A is  the  most  influential  force  in 
health  care.  No  other  organization  can  so  effectively  reach  the 
national  policymakers  who  will  help  determine  your  future  and 
the  future  of  medicine. 

Join  the  AMA.  We're  your  voice  in  Washington.  And  we're 
fighting  for  you  — and  your  patients. 


The  American  Medical 
Association 

535  North  Dearborn,  Chicago,  Illinois  60610 
Please  send  me  membership  information. 


Name 


Address 


City 


State 


r □ Member,  County 

eounty Medical  Society 

14-042 


For  more  information,  call  the  AMA  collect 

(312)  645-4783,  or  return  this  coupon  to  your  state  or 

county  society. 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 


Greenbrier  Valley  Medical  Arts  Building 


INTERNAL  MEDICINE 

Robert  K.  Modlin,  M.  D 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 

General  & Vascular 

H P.  Dinsmore,  M.  D 

General  & Thoracic 

B.  L.  Plybon,  M.  D. 

General  Surgery 

Wesley  R.  Bagan,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 


Ronceverte/Fairlea/Lewisburg,  West  Virginia 


1-800-642-5161  or  304-647-5115 


FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M D 
E.  T.  Cobb,  M.  D 

OBSTETRICS/GYNECOLOGY 

James  L.  Pfeiff,  M.  D. 

Robert  L.  Wheeler,  M.  D. 


RADIOLOGY 

Charles  Weinstein,  M.  D. 
Terry  Lesko,  M.  D. 

PSYCHOLOGY 

Connie  Bradley-Mann,  Ph  D. 

ANCILLARY  SERVICES 


EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M.  D. 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M D 

PEDIATRICS 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 


Physical  Therapy 

Tom  Moore,  R.P.T. 

Wood  McCue,  R.P.T. 

Respiratory  Therapy 
James  D.  Creasman,  R.R.T. 

Audiology 

Gary  M.  Vandevander,  M.S. 

ADMINISTRATION 

Sandra  W.  Ayers,  Business  Manager 
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There’s  never  been 
a better  time  for  her. . 
and 

PREMARIN* 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month! 4 The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.5 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN 14  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN' 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN' 

(Conjugated  Estrogens  Tablets) 

|jgr 

0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories 


PREMAREVP 

(Conjugated  Estrogens) 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN'  Brand  of  conjugated  estrogens  tablets.  USP 

PREMARIN 1 Brand  ol  conjugated  estrogens  Vaginal  Cream  In  a nonllquetylng  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  tor  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
tor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration,  it 
theretore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  ot  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  "natural  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol , a non-steroidal 
estrogen,  have  an  increased  risk  ol  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1.000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  detects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  tor  pregnancy,  or  attempted  treatment  for  threatened  abortion) 
Some  of  these  exposures  were  very  short  and  involved  only  a tew  days  of  treatment  The  data  suggest  that 
the  risk  ot  limb  reduction  defects  in  exposed  tetuses  is  somewhat  less  than  1 per  1 000  In  the  past,  temale 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion . There 
is  considerable  evidence  that  estrogens  are  ineffective  tor  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses  It  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug . she  should  be  apprised  ol  the  potential 
risks  to  the  fetus  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  ot  material  derived  from  pregnant  mares 
urine  It  contains  estrone,  equilm,  and  17a-dihydroequilin,  together  with  smaller  amounts  ot  17a-estradiol. 
equilemn  , and  17a-dihydroequilemn  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0 3 mg.  0 625  mg,  0 9 
mg.  1 25  mg,  and  2 5 mg  strengths  ot  conjugated  estrogens  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP)  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions  l Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  ol  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized 
Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  ol  the  endometrium 
suggest  that  10  to  13  days  ot  progestin  are  needed  fo  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important:  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions  1 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  ot  carcinoma  of  the  endometrium  in  humans  (See  Boxed  Warning  ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  ol  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  ol  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  ol  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  ot  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement:  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  lor  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  ot  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis , mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ot  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  ot  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  ot  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  ot  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts , abdomen , and  pelvic  organs 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodyma.  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen 
a Increased  sultobromophthalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII,  IX.  and  X.  decreased  antithrombin  3:  increased  nor- 
epinephrine-mduced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI.  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
f Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like  syndrome: 
amenorrhea  during  and  after  treatment;  increase  in  size  ot  uterine  fibromyomata,  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion,  cystitis-like  syndrome;  tenderness,  enlargement,  secretion 
(of  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  jaundice,  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued,  erythema  multiforme,  erythema  nodosum;  hemorrhagic  eruption;  loss  of 
scalp  hair;  hirsutism:  steepening  of  corneal  curvature;  intolerance  to  contact  lenses;  headache,  migraine, 
dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance:  aggrava- 
tion of  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN ' Brand  ol  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-term  use  only  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  snould  be  cyclic  (eg,  three  weeks  oh  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically  Adjust 
upward  or  downward  according  to  response  ot  the  patient  For  maintenance,  adiust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN ' Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravagmally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 
References: 
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Classified 


INTERNAL  MEDICINE 
Internist  — BE/BC  to  join  multi-specialty 
group  in  small  rural  West  Virginia  com- 
munity. Salary  75  K with  excellent  fringe 
benefits  including  paid  mal-practice.  Reply 
to  West  Virginia  Medical  Journal,  c/o 
Community  Health  Classifieds,  P.  0.  Box 
4106,  Charleston,  WV  25364. 


UROLOGY 

Urologist — BE/BC  to  join  multi-specialty 
clinic  in  rural  West  Virginia  community. 
Salary  75  to  80  K with  excellent  fringe 
benefits.  Reply  to  West  Virginia  Medical 
Journal,  c/o  Community  Health  Classifieds, 
P.  0.  Box  4106,  Charleston,  WV  25364. 


WANTED:  Physician  Director:  The 

Monongalia  Co.  Board  of  Health  has  an 
opening  for  a full-time  health  officer.  Suc- 
cessful applicant  must  have  or  be  eligible 
for  a license  to  practice  medicine  or 
osteopathy  in  West  Virginia,  two  years  of 
experience  in  the  practice  of  medicine 
and  at  least  one  year  of  experience  in  the 
administration  of  health  care  programs. 
M.P.H.  or  related  degree  preferred.  The 
Dept,  has  an  annual  budget  of  approx.  2 
million  and  75  full-time  employees.  Located 
in  Morgantown,  75  miles  from  Pittsburgh. 
Salary  negotiable  depending  on  education 
and  experience  — minimum  salary:  61,728. 
Full-time  Civil  Service  position  with  excel- 
lent fringe  benefits.  Significant  outside  em- 
ployment not  permitted.  Closing  date  Oct. 
30  or  when  position  is  filled.  Reply  to: 
Dr.  I.  A.  Wiles,  Monongalia  Co.  Board  of 
Health,  453  Van  Voorhis  Road,  Morgan- 
town, W.V.  Phone  304-599-0670. 


EQUIPMENT  SALE:  79  and  ’81  (with  '84 
upgrade)  V-3400  Phased  Array  Ultrasound 
— Varian  m-mode  Monitor,  VCR,  ECG/ 
Heartsound  Amplifier,  Hard  Copy  recorder. 
Model  1226  Dry  Silver  Processor,  Polaroid 
Camera.  Transducers,  instruction  manual 
(optional)  $6,700  - $10,995. 

79  Toshiba  SAL-20,  A Real  Time  Linear 
Phased  Array  portable  scanner,  $4,500. 


MARTINSBURG,  WEST  VIRGINIA  — 

Seeking  director,  board  prepared  or  certi- 
fied in  emergency  medicine,  for  busy  268 
bed  hospital  within  IV2  hour  drive  of 
Washington,  D.  C.  Attractive  compensation 
and  malpractice  insurance  provided.  Please 
submit  resume  to  Emergency  Consultants, 
Inc.,  One  Windemere  Place,  Room  37, 
Petoskey,  Ml  49770;  800/253-7092,  or  in 
Michigan  800/632-9650. 


OHIO:  Emergency  Medicine  positions 

ranging  from  part  time  placements  to  full 
time  Directorships.  Low  to  high  volume 
hospitals  throughout  the  state.  Guaranteed 
hourly  rate  plus  malpractice  insurance. 
Contact:  Emergency  Consultants,  Inc., 

2240  South  Airport  Road,  Room  37, 
Traverse  City,  Ml  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496. 


PHYSICIANS  NEEDED  IN  THE  SUNBELT: 

Clients  in  our  12-state  placement  area 
(AL,  AR,  FL,  GA,  KY,  LA,  MS,  NC,  OK,  SC, 
TN,  & TX)  need  physicians — all  specialties. 
An  M.D.  does  all  of  our  placement  work 
and  through  careful  screening  he  elimi- 
nates needless  interruption  of  your  work. 
Send  CV  to:  TRENT  ASSOCIATES,  2421 
Shades  Crest  Road,  Birmingham,  AL 
35216. 


MEDICAL  PRACTICE  SALES  AND  AP- 
PRAISALS. We  specialize  in  the  valuation 
and  selling  of  medical  practices.  If 
interested  in  buying  or  selling  a medical 
practice  contact  our  Brokerage  Division 
at  The  Health  Care  Group,  400  GSB  Build- 
ing, Bala  Cynwyd,  Pa.  19004  (215) 

667-8630. 


VIRGINIA 
ABINGDON, 
WYTHEVILLE, 
ROCKY  MOUNT 

Medical  Director  and  full-time 
staff  positions  available. 

Compensation  $70,000  + with 
professional  liability  insurance 
procured  on  your  behalf.  As 
Director,  benefit  package  is  pro- 
vided. 

CONTACT: 

Amy  O’Bryan 
Coastal 

Emergency  Services,  Inc. 
Midlothian  Turnpike,  Ste.  2E 
Richmond,  VA  23235 

In  VA 

(804)  320-7549 
(800)  552-6638 

In  U.S. 

(800)  551-1013 


SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

L.  C.  Smith,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

M.  M.  Bateman,  M.  D. 

526-0580 

R.  W.  Hibbard,  M.  D. 

525-9355 

R.  A.  Kayser,  M.  D. 

529-1289 

D.  H.  Webb,  M.  D. 

525-9355 

C.  L.  McGahee,  M.  D. 

526-0580 

J.  Gallemore,  M.  D. 

526-0580 

B.  M.  Hirani,  M.  D. 

523-2625 

J.  Corcella,  M.  D. 

525-7851 

R.  Kumar,  M.  D. 

529-2090 

J.  V.  Ottaviano,  M.  D. 

525-7851 

S.  Y.  Marca,  M.  D. 

736-2216 
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HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  P.  0.  Box  4359 
Charleston,  West  Virginia  25364 

(304)  925-4756 

• Children’s  Pavilion 

• Adult  Psychiatry 

• Adolescent  Psychiatry 

• Geropsychiatry 

ALL  PROGRAMS  OFFER: 

Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 

ADULT  PSYCHIATRY 

CHILD  PSYCHIATRY 

Charles  C.  Weise,  M D. 

925-2159 

Gina  Puzzuoll,  M.  D. 

925-6914 

Pablo  M Pauig,  M D 

343-8843 

Pablo  M.  Pauig,  M D. 

343-8843 

John  P MacCallum,  M.  D 

925-6966 

Ralph  S Smith,  Jr.,  M.  D 

925-0349 

Ralph  S.  Smith,  Jr.,  M.  D 
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925-0004 

John  P MacCallum,  M D 
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Lee  L Neilan.  M.  D. 
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Edmund  C Settle,  Jr.,  M.  D 
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Jerome  Massenburg,  M.  D 
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Serving  the  community  for  over  30  years 
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ROCHE 

ME 

MEDICATION 

EDUCATION 


The  New  Roche  Product  Books 


• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a permanent  general  reinforcement  of  your  oral  counseling 


An  ongoing  Roche  commitment  to  patient  education 

Roche  has  always  believed  that  knowledge  is  each  individual’s  key  to  good 
health  and  has  long  been  committed  to  providing  health  care  information  to 
both  professionals  and  the  public.  However,  we  have  also  always  believed  that 
the  health  care  professional  is  and  should  be  the  prime  source  of  medication  in- 
formation to  patients.  The  Roche  Medication  Education  (ME)  program,  begun 
in  1978,  is  one  example  of  this  commitment. 

In  the  past  seven  years,  over  50  million  “WHAT  IF’’  and  “HOW  TO”  booklets 
have  been  provided  by  Roche  for  distribution  to  patients  by  physicians  and 
other  health  care  professionals. 

Because  you  are  the  prime  source  of  medication  information  for  your  patients, 
we  invite  you  to  look  over  the  booklets  listed  below  and  request  a complimen- 
tary supply  of  those  applicable  to  your  practice. 

Complete  the  coupon  and  mail  it  to  Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 
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STREET  ADDRESS 


ZIP 


Medicines  that  matter 
from  people  who  care 
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ROCHE 
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EDUCATION 


We  Wrote  the  Books  on  Patient 
Medication  Education... 


You,  your  medical  problem 
and  your  treatment  with 

You,  your  medical  problem 
and  your  treatment  with 
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To  order  a complimentary  supply  of  Roche  Product  Books,  please  see  preceding  page. 
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MfSrm  Act  Changes 
( See  Page  487) 


20th  Mid-Winter  Clinical  Conference 
January  23-25 , 1987 


Imagine 
a machine 

THAT  CAN 
DO  THIS  TO 


T 

.•NS 


We’re  proud  to  announce  the  introduction  of  Extra- 
corporeal Shock  Wave  Lithotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  with- 
out invasive  surgery.  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMC's 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  with  the  patient's 
heartbeat  by  electrocardiogram.  Usually,  the  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine,  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It's  even  less  expensive 
than  surgery. 

We’re  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Lithotripsy.  We 
invite  you  to  visit  CAMC  and  see  the  lithotripter  in 
action.  Come  and  learn  about  this  revolutionary  ther- 
apy which  is  the  wave  of  the  future  in  kidney  stone 
treatment.  We  will  happily  provide  you  with  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

For  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC  at  1-800-654-0159. 


CAMC 

Charleston  Area  Medical  Center 
1-800-654-0159 
We  Care  For  West  Virginia 


The  Volvo  odometer  can  reach  999,999  miles. 
Which  is  900,000  more  than  most  cars. 


The  Volvo  turning  radius  is  a tight  32.2  ft. 

That  turns  circles  inside 
many  sedans.  Including  the  Audi  500QS* 


GET  A LOT  OUT 
OF  A VOLVO  WAGON. 


1010  Washington  St.  East  — Heart  ’O  Town  Holiday  Inn 
Telephone  344-1776 


* Based  on  ’86  manufacturers  brochure  describing  '86  models. 


C 1986  VOLVO  NORTH  AMERICA  CORPORATION 


VOLVO 

A car  you  can  believe  in. 


See  VOLVO  at  TAG  GALYEAN 


For  more  reasons  why  you 
should  buy  the  Volvo  240 
wagon,  stop  by  our  show- 
room for  a test  drive. 

Or  you  could  end  up  with 
a wagon  that  offers  a lot  less. 


ROOF  RACK  OPTIONAL 


McDonough 

Caperton 

Systems 


Now  serving  over  120  physicians 

We  offer  the  largest,  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  efforts  mean  you  have  a 
choice  . . . 

of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

of  hardware  including  IBM,  AT  & T,  and  IMS 
& of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

* of  total  hardware  and  software  support  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

% of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 


Authorized 
Value  Added 
Oealer 


Personal 

Computers 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  ON/OFF  capability. 
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Unmatched  quality 
and  unequaled 
dependability  in 
cardiology  and 
related  services. 


CRI,  Cardiac  Rehabilitation 
Institute,  blends  years  of 
experience  and  outstanding 
technological  capabilities  and 
expertise  to  deliver  cardiology 
and  related  services  that  are 
unmatched  for  quality, 
unequaled  for  accuracy, 
unstinting  in  dependability. 

CRI  puts  experience  and 
technology  to  work  for 
physicians  and  their  patients 
with  a team  of  dedicated 
professionals  who  work  hard 
applying  their  exceptional 
talents,  skills,  and  knowledge 
. . . board  certified  cardiologists, 
trained  cardiovascular  nurses, 
and  skilled  medical 
technologists  using  state-of- 
the-art  equipment,  advanced 
technologies,  and  proven 


methods  to  administer  and 
interpret  tests  and  procedures 
quickly  and  with  unmatched 
accuracy. 

CRI  provides  the  widest  range 
of  cardiology  and  related 
services: 

• Non-invasive  peripheral 
vascular  imaging 

• Echocardiography  (M-Mode, 
2D  and  Doppler) 

• Ultrasonic  abdominal  studies 


• Nuclear  cardiology  and 
stress  testing 

• Pulmonary  spirometry 

• Holter  monitoring 

• Mobile  units,  including 
NU-Car  40:  40  foot  nuclear 
cardiology  unit 

Depend  on  CRI,  Cardiac 
Rehabilitation  Institute. . .for 
the  technology  and  the 
professional  talents  that  get 
the  job  done  on  time, 
every  time. 


JSSl  CARDIAC 
MM  REHABILITATION 


INSTITUTE 

5438  Center  Avenue,  Pittsburgh,  PA  15232 
Phone: 412/682-6201 


McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  7 0 Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


OVMC  Rehabilitation 
Center  * ^ 


Homestead  Avenue 
Wheeling,  WV  26003 
(304)  232-5533 


i at  Woodsdale 


Team 


Reha 


Comprehensive  rehabilitation  requires  a 
diverse  array  of  specialists. 


NAME:  Ann  Amann.  O.T.  (R)/L. 
OCCUPATION:  Occupational  Therapist, 

OVMC  Rehabilitation  Center  at 
Woodsdale. 

BACKGROUND:  Earned  B.S.  in  Occupa- 
tional Therapy  from  University  of 
Wisconsin-Madison.  Registered  with  the 
American  Occupational  Therapy  Associa- 
tion, and  licensed  with  West  Virginia  and  Ohio  Oc- 
cupational Therapy  Boards.  A native  of  Wisconsin, 
moved  to  Wheeling  after  graduation. 

JOB  SUMMARY:  Guides  patients  to  maximize  in- 
dependence in  daily  lifestyles  by  redeveloping  lost 
motor  skills,  teaching  new  functional  techniques 


and  utilizing  adaptive  equipment. 

Ann  helps  her  patients  return  to  their  dai- 
ly lifestyles  through  relearning  the  every- 
day activities  they  once  performed  before 
their  accident  or  illness— activities  such  as 
dressing,  preparing  meals  and  doing 
housework.  The  patients’  own  goals  and 
motivation  are  particularly  important.  “We 
show  them  what  they  can  do  with  the  limitations  they 
may  now  have,”  Ann  says.  “We  are  working  with 
the  patients,  helping  them  develop  their  own  goals. 
All  the  time  we're  taking  into  consideration  how  they 
feel— what's  meaningful  to  them.  And  it’s  exciting 
when  you  see  them  reach  their  goals.” 


TABLETS 
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£■1986  The  Upjohn  Company 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO 
literature  or  PDR  The  following  is  a brief  summary 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion Edema  or  hypertension  requires  therapy  titrated  to  the  individual 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated  serum 
potassium  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day.  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency  Periodically,  serum  K+  levels  should  be 
determined  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K+  intake  Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice  Angiotensin- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  'Dyazide'  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ ACTH ])  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adiustments  may  be 
necessary  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine  Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components  Therefore,  Dyazide’ 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide’  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide'  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis  Dyazide' 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides 
Dyazide1  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions:  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances:  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics)  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  Incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  Dyazide’, 
although  a causal  relationship  has  not  been  established 
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there  was  a proven  cure? 
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like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
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symptoms.  The  Flexible  Package 
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most  benefit  from  all  the  features  in 
your  Flexible  Package. 
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insurance,  and  financial  information 
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organize  your  day 

• Automatic  preparation  of  recall 
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• and  many  more  benefits... 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
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package. 
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feel  better. 


I r Data  General 


ELSEIIF  systems,  ins. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(800)  441  -8386 


Physicians  Always  Are 
Referring  To  Our  Reputation. 


Physicians  refer  to  Saint 
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Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae,  Streptococcus  pyogenes 
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Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Summary.  Consult  the  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae, Haemophilus  influenzae,  and 
S.  pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications:  Known  allergy  to 
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Administer  cautiously  to  allergic 
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Pseudomembranous  colitis  has  been 
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differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
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Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
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• Positive  direct  Coombs’  tests  have 
been  reported  during  treatment  with 
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• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
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• Broad-spectrum  antibiotics  should  be 
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with  a history  of  gastrointestinal 
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penetrates  mother’s  milk.  Exercise 
caution  in  prescribing  for  these  patients. 
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• Gastrointestinal  (mostly  diarrhea):  2.5%. 
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• False-positive  tests  for  urinary  glucose 
with  Benedict’s  or  Fehling’s  solution  and 
Clinitest®  tablets  but  not  with  Tes-Tape® 
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Visual  loss  is  a well-recognized 
manifestation  of  temporal  arteritis. 
Many  physicians,  however,  are  un- 
aware that  diplopia  occurs  in  10-15 
per  cent  of  cases  and  may  be  an  early 
warning  of  impending  visual  failure. 
We  report  a 77-year-old  female  who 
presented  with  a 10-day  history  of 
diplopia.  She  also  reported  lethargy, 
weight  loss,  and  myalgias.  On  physi- 
cal examination,  an  isolated  right 
lateral  rectus  muscle  palsy  was  pres- 
ent. Computed  tomography  of  the 
head  and  lumbar  puncture  were  nor- 
mal. A temporal  artery  biopsy  show- 
ed classic  features  of  giant  cell  arter- 
itis. 

When  an  elderly  patient  presents 
with  diplopia,  temporal  arteritis 
should  be  considered.  Since  visual 
failure  follows  ocular  palsy  in  ap- 
proximately 50  per  cent  of  untreated 
cases  of  temporal  arteritis,  treatment 
with  steroids  is  urgent. 

A 77-year-old  woman  was  admitted 
to  the  hospital  with  a 10-day  his- 
tory of  diplopia.  She  also  reported 
lethargy,  myalgias  and  a weight  loss 
of  10  pounds  over  the  previous  two 
months.  Chronic  frontal  headaches 
had  not  changed  during  the  past  20 
years.  Current  medications  were  hy- 
drochlorothiazide and  Inderal  for  hy- 
pertension. She  reported  minimal 
ethanol  consumption.  At  age  17  she 
spent  two  years  in  a sanitarium  for 
tuberculosis. 


Physical  examination  showed  an 
alert,  thin  female  who  was  afebrile  and 
normotensive.  Temporal  arteries  were 
not  tender  and  normal  pulsations 
were  present.  Visual  acuity  was 
20/20  in  both  eyes.  A right  lateral 
rectus  muscle  palsy  was  present. 
There  was  dullness  and  decreased 
breath  sounds  at  the  left  base. 

She  had  a hemoglobin  value  of 
11.2  g/dL  and  a Westergren  sedi- 
mentation rate  of  109  mm/hr.  Alka- 
line phosphatase  was  245  IU/L  and 
gamma  glutamyl  transferase  was  234 
IU/L  (both  elevated).  The  serum 
aspartate  aminotransferase  and  bil- 
irubin were  normal.  Chest  x-ray 
showed  old  left  pleural  scarring. 
Skin  tests  with  PPD,  mumps,  and 
Candida  were  nonreactive.  Computed 


tomographic  scan  of  the  head  and 
lumbar  puncture  were  normal.  Rheu- 
matoid factor  and  anti-nuclear  anti- 
body were  both  negative.  Serum 
levels  of  complement  components  C3 
and  C 4 were  normal. 

Temporal  artery  biopsy  (Figure) 
revealed  vessel  occlusion  with  orga- 
nizing thrombus  and  destruction  and 
fragmentation  of  the  elastic  lamina 
with  multinucleated  giant  cells.  These 
are  classic  findings  of  giant  cell  arte- 
ritis. 

Prednisone  30  mg/day  and  pro- 
phylactic isoniazid  were  begun.  The 
lateral  rectus  muscle  palsy  resolved 
and  systemic  symptoms  improved. 
By  two  months  the  ESR  had  de- 
creased to  20  mm  /hr. 


Figure.  Biopsy  specimen  of  the  right  temporal  artery  demonstrating  occlusion  of 
the  lumen  with  organizing  thrombus  (a),  destruction  and  fragmentation  of  the  vessel 
wall  (b),  and  diffuse  inflammatory  infiltrate  with  multinucleated  giant  cells  (c)  (hem- 
atoxylin and  eosin  stain,  x 100). 
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Comment 

Ocular  signs  and  symptoms  occur 
frequently  with  temporal  arteritis. 
Visual  failure,  a dreaded  complica- 
tion, is  a presenting  symptom  in  sev- 
en to  sixty  per  cent  of  cases.1,2  Visual 
loss  may  occur  abruptly  but  usually 
develops  gradually  or  episodically 
two  days  to  nine  weeks  after  the  onset 
of  headache.3  Initial  symptoms  in- 
clude flashing  light  sensations,  field 
cuts,  hallucinations,  misty  vision,  and 
amaurosis  fugax.3,4  When  vision  is 
lost  in  one  eye,  the  risk  of  blindness 
in  the  other  eye  is  approximately  50 
per  cent  without  therapy.5 

Of  the  patients  suffering  visual  loss, 
approximately  80  per  cent  at  the  time 
of  presentation  were  found  to  have 
optic  disc  edema,  and  approximately 
20  per  cent  had  generalized  retinal 
edema,  suggesting  infarction  of  the 
optic  nerve  head  and  central  retinal 
artery  occlusion,  respectively.6  Oc- 
casionally, profound  visual  loss  is  seen 
in  a patient  with  few  fundoscopic 
findings.  Such  patients  may  be  suffer- 
ng  from  retrobulbar  ischemic  neu- 
ropathy.1 


Diplopia  may  he  an  early  mani- 
festation of  temporal  arteritis  and 
may  precede  visual  loss.1'3,7  A history 
of  diplopia  may  be  obtained  in  10  to 
15  per  cent  of  cases.8  In  two  to  three 
per  cent  of  cases,  it  may  be  the  pre- 
senting symptom.2,6  Ocular  muscle 
paresis  is  rarely  demonstrable  on 
physical  examination.'  When  present, 
it  is  usually  a variable  and  transient 
finding.'  More  than  one  extraocular 
muscle  is  usually  involved.9  There  are 
only  six  previously  reported  cases  of 
isolated  lateral  rectus  muscle  palsy 
with  temporal  arteritis.2,10,11  The 
pathogenesis  of  extraocular  muscle 
weakness  appears  to  he  ischemia  of 
the  muscles  rather  than  ischemia  of 
the  cranial  nerves.12  The  most  com- 
mon extraocular  muscle  involved  is 
the  third  nerve  producing  unilateral 
or  bilateral  ptosis.12 

Visual  failure  follows  the  ocular 
palsy  in  approximately  one  half  of 
untreated  cases,  sometimes  within  a 
few  days.5  It  is  extremely  important, 
therefore,  to  recognize  cranial  arter- 
itis as  a possible  cause  of  diplopia 
and  to  begin  steroid  therapy  early.7 
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1986  Van  Liere  Memorial  Research  Convocation 


The  1986  Van  Liere  Memorial 
Research  Convocation  for  stu- 
dents in  the  West  Virginia  Univer- 
sity School  of  Medicine  was  held 
March  28.  These  yearly  convoca- 
tions enable  students  in  the  School 
of  Medicine  to  present  the  results 
of  their  research  activities  in  com- 
petition for  the  Edward  J.  Van 
Liere  Award  and  other  prizes. 

The  Van  Liere  Award,  consist- 
ing of  a plaque  and  a check  for 
$200,  was  established  in  1965  by 
the  action  of  the  faculty  of  the 
School  of  Medicine  to  recognize  the 
research  efforts  of  the  students  and 
to  honor  the  late  Dr.  Edward  J. 
Van  Liere,  who  served  as  Chairman 
of  the  Department  of  Physiology 
from  1921-1955  and  as  Dean  of  the 
School  of  Medicine  from  1935- 
1961. 

The  competition  is  organized 
into  two  categories — the  Graduate 


Student  Research  Competition  and 
the  Van  Liere  Award  Competition, 
the  latter  category  open  only  to 
students  presenting  data  from  re- 
search done  by  them  as  undergrad- 
uate or  medical  students.  Twenty 
students  participated  in  the  1986 
Convocation  — eight  in  the  Van 
Liere  Award  competition,  and  12 
in  the  Graduate  Student  Research 
competition. 

The  winner  of  the  Van  Liere 
Award  this  year  ( the  22nd ) was 
John  Dagirmanjian,  a second-year 
student;  the  first  runner-up  and 
winner  of  a check  for  $100  was 
Cynthia  Whitener,  also  a second- 
year  student.  This  year  there  was 
a tie  for  second  runner-up  between 
Laurie  Gutmann,  fourth  year,  and 
Debra  L.  Pederson,  second  year. 
Both  of  them  were  awarded  checks 
for  $50. 


The  first  prize,  a check  for  $200, 
in  the  Graduate  Student  Research 
competition  was  awarded  to  Kevin 
Gaido;  the  second-place  prize,  a 
check  for  $100,  was  awarded  to 
Russell  A.  Hammond,  and  the 
third-place  prize,  a check  for  $50, 
went  to  Leonard  Sauers.  Hammond 
is  a graduate  student  in  the  Depart- 
ment of  Biochemistry,  and  Gaido 
and  Sauers  are  graduate  students 
in  the  Department  of  Pharmac- 
ology and  Toxicology. 

The  publication  of  the  abstracts 
of  the  winning  presentations  in 
The  West  Virginia  Medical  Journal 
constitutes  an  important  and  greatly 
appreciated  recognition  of  the  re- 
search efforts  of  our  students. 

W.  E.  Gladfelter,  Ph.D.,  Chairman 
Van  Liere  Memorial  Research 
Convocation  Committee 


ATP4  Receptor  In  The  Guinea  Pig  Vas  Deferens 


JOHN  DAGIRMANJIAN 
Medicine  II,  Bowie,  MD 
ELLIOTT  CHIDECKEL,  M.  D. 
JEFFREY  S.  FEDAN,  Ph.D. 


A TP  produces  contraction  of  the 
isolated  guinea  pig  vas  deferens. 
This  response  is  due  to  the  interaction 
of  ATP  with  Pi-purinergic  receptors. 
When  ATP4-  is  added  to  Krebs- 
Henseleit  physiological  solution  con- 
taining Mg2+  and  Ca2  + , NgATP2- 
and  CaATP2-  are  formed.  Our 
objective  was  to  determine  whether 
ATP4",  MgATP2-,  or  CaATP2-  is 
the  principal  moiety  which  interacts 
with  the  Pj-receptors  to  cause  con- 


traction. To  do  this,  contraction 
responses  to  ATP  were  obtained  under 
several  conditions  to  give  known 
ATP4-  concentrations  in  the  organ 
baths.  These  conditions  were:  1) 

Ca2+  held  constant  and  ATP  varied, 
and  2)  Mg2+  held  constant  and  ATP 
varied.  Curves  of  [ATP4-]  vs. 
response  and  [ATPtotal]  vs.  response 
were  then  plotted. 

Regardless  of  the  conditions,  re- 
sponses to  the  known  ATP4-  concen- 
trations were  coincident  at  any  Mg2  + 
concentration  in  the  baths.  In  con- 
trast, curves  for  ATPtotal  concen- 
trations I which  approximate  responses 
to  MgATP2-  ) were  not  coincident. 


In  other  words,  since  a given  concen- 
tration of  ATP4-  causes  approxi- 
mately the  same  amount  of  contraction 
under  varying  cationic  conditions  in 
the  baths,  the  suggestion  is  that 
ATP4-  is  the  moiety  that  is  recog- 
nized by  the  Pj-receptor. 

Our  findings  agree  with  those  of 
other  investigators  who  found  that 
ATP4-  is  the  specie  which  induces 
histamine  secretion  from  rat  mast 
cells.  Our  findings  are  significant  in 
that  ATP4-  is  only  a small  fraction 
of  the  total  ATP  concentration  under 
conditions  of  physiological  Mg2  + 
concentration.  Therefore,  ATP  ap- 
pears to  be  more  potent  than  pre- 
viously believed. 
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Epinephrine-Induced  Renin  Secretion: 
Possible  Role  Of  Heart  And  Lungs 


CYNTHIA  WHITENER 

Medical  Student  II,  West  Chester,  FA 
MICHAEL  D.  JOHNSON,  Ph.D. 


Tt  is  well  established  that  circulating 
epinephrine  ( E I has  a great  stimu- 
latory effect  on  renin  secretion,  but 
the  mechanism  by  which  this  is 
achieved  remains  unclear.  It  is 
thought  that  E acts  extrarenally  since 
renal  arterial  E infusions  do  not  lead 
to  an  increase  in  renin  secretion  while 
intravenous  E infusions  do.  The  pre- 
sent experiments  examined  whether  an 
elevation  of  the  circulating  E concen- 
tration in  the  vascular  supply  to  either 
the  heart  or  the  lungs  could  account 
for  the  increase  in  renin  secretion  by 


E.  Consequently,  14  anesthetized  dogs 
were  prepared  with  catheters  for  in- 
fusion of  E into  3 sites:  (1)  the 

aorta,  near  the  brachiocephalic  junc- 
tion, (2)  the  left  ventricle,  and  (3) 
near  the  right  atrium.  The  order  of 
the  infusions  was  randomized.  Urine, 
arterial,  and  left  renal  venous  samples 
were  obtained  before,  during,  and 
after  30-minute  infusions  of  E at  each 
site  in  each  dog  to  determine  renin 
secretion  rates. 

E infusion  rates  of  both  15 
ng  - kg~ l’  min— 1 and  75  ng-kg-1- 
min-1  yielded  changes  in  renin 
secretory  rates  that  were  independent 
of  the  site  of  infusion.  These  data 
are  consistent  with  the  null  hypothesis 


that  neither  the  heart  nor  the  lungs  is 
involved  in  initiating  E-induced  renin 
secretion.  At  the  infusion  rate  of  75 
ng  - kg—  '•  min- *,  though,  plasma  E 
concentrations  in  left  ventricular 
blood  during  aortic  E infusions  were 
50  ± 6 per  cent  of  the  E concentra- 
tions measured  in  aortic  blood  during 
left  ventricular  E infusions. 

It  is  concluded  that  the  failure  of 
the  various  infusion  sites  to  generate 
different  renin  secretory  responses  in 
these  experiments  may  have  been  due 
to  the  unexpected  degree  of  recircula- 
tion of  E,  rather  than  to  the  lack  of 
involvement  of  the  heart  or  the  lungs 
in  the  initiation  of  circulating  E- 
induced  renin  secretion. 


Relationship  Between  Diet-Induced  Thermogenesis  And 
Cardiovascular  Fitness  And  Body  Composition  In  Women 


LAURIE  GUTMANN 

Medical  Student  IV,  Morgantown 

RACHEL  YEATER,  Ph.D. 

IRMA  H.  ULLRICH,  M.  D. 


■p\iet-induced  thermogenesis  (DITl 
is  the  amount  of  energy  expended 
as  heat  following  the  consumption  of 
carbohydrates  and  protein.  The  results 
of  previous  studies  have  been  contra- 
dictory; therefore,  the  parameters  in- 
fluencing DIT  are  not  clearly  defined. 
Since  few  women  have  been  con- 
sidered as  subjects,  we  examined  DIT 
in  relation  to  cardiovascular  fitness 
and  body  composition  in  17  women, 
ages  26-51.  They  were  tested  after 
a 12-hour  fast  and  in  a supine  posi- 
tion during  the  test.  After  resting 


metabolic  rate  ( RMR ) was  determin- 
ed, each  subject  was  given  an  800 
kcal  liquid  meal.  Following  the  meal. 
O2  consumption  (VO2)  was  deter- 
mined at  10-minute  intervals  for  155 
minutes.  Maximal  oxygen  consump- 
tion ( VO2  max  ) and  per  cent  body 
fat  were  determined. 

DIT  was  positively  correlated  with 
per  cent  body  fat  (r  = .53,  p<0.05). 
There  was  an  inverse  correlation 
between  VO2  max  and  per  cent  fat 
(r  = ~. 83,  p<0.001).  No  significant 
relationship  was  found  between  DIT 
and  VO2,  RMR,  resting  respiratory 
quotient  (RQ),  or  lean  body  mass 

( LBM ) . 

Considering  two_  age  groups  — - 
<40  years  old  ( X = 31±4.5 ) and 
>40  years  old  (X  = 45±4.1)  — a 


significant  difference  in  DIT  was 
found  I p<0.001 ),  with  a higher  DIT 
in  the  older  age  group  (X  = 53.05=!= 
5.24)  vs.  I X = 34.93±6.37).  Body 
fat  was  greater  (p<0.015)  in  the 
older  age  group  (X  = 29.02±8.92 ) 
vs.  ( X=  19.43±4.37).  There  were 
no  significant  difffferences  in  VO2 
max,  total  body  mass,  LBM,  resting 
RQ.  or  RMR. 

The  results  of  this  study  show  DIT 
to  increase  with  increasing  body  fat 
and  with  increased  age.  No  correla- 
tion between  DIT  and  level  of  fitness 
was  evident.  Lack  of  significant  cor- 
relations with  other  parameters  appear 
to  he  the  result  of  intrasubject  vari- 
ability and  the  complex  relationship 
between  the  parameters. 
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Effects  Of  Antimicrobials  On  Blood 

Cultures  In  Experimental  Bacterial  Endocarditis 


DEBRA  L.  PEDERSON 

Medical  Student  II,  Wileyville 

ROBIN  McKENZIE,  M.  D. 


'Tphe  diagnosis  of  endocarditis  is 
often  considered  in  patients  who 
have  received  antibiotics.  The  effects 
of  these  prior  antibiotics  on  subse- 
quent blood  cultures  in  endocarditis 
is  unclear.  The  rabbit  model  of 
endocarditis  was  used  to  study  this 
problem. 

Endocarditis  was  established  in  the 
rabbit  by  inserting  a catheter  across 
the  aortic  valve,  infecting  the  valve 
three  days  later  by  injecting  108 
viridans  streptococci  intravenously, 
and  then  removing  the  catheter.  One 
half  of  the  rabbits  were  given  penicil- 


lin for  48  hours  (mean  peak — 5 ug/ 
ml).  Control  rabbits  were  untreated. 
Qualitative  and  quantitative  blood 
cultures  were  obtained  every  one  to 
three  days  until  death  or  sacrifice  at 
two  weeks.  Valves  were  cultured 
quantitatively. 

A total  of  52  rabbits  was  injected 
with  viridans  streptococci.  Four 
were  not  infected  and  had  negative 
blood  cultures  and  valve  cultures. 
Two  died  before  blood  cultures  were 
drawn  and  had  positive  valve  cultures 
at  necropsy.  Nine  rabbits  cleared 
their  infections.  (Blood  cultures  were 
positive  initially  but  became  negative; 
valve  cultures  were  negative).  The 
remaining  37  rabbits  all  had  positive 
valve  cultures;  15  were  in  the  peni- 
cillin group  and  22  were  untreated. 


Of  22  controls  with  positive  valve 
cultures,  16  had  all  blood  cultures 
positive  after  the  second  day.  Death 
occurred  a mean  of  seven  days  after 
infection.  For  15  treated  rabbits 
with  positive  valve  cultures,  blood 
cultures  drawn  after  penicillin  had 
cleared  from  the  blood  were  all  posi- 
tive in  seven  rabbits,  and  unobtainable 
in  three.  Death  occurred  a mean  of 
11  days  after  infection.  In  each 
group,  one  rabbit  had  intermittently 
positive  blood  cultures.  Five  control 
and  four  untreated  rabbits  had  nega- 
tive blood  cultures  for  the  terminal 
9-12  days  and,  yet,  after  sacrifice, 
had  positive  valve  cultures  ( 102  — 108 
CFU/g  of  tissue  I . Quantitative  blood 
cultures  showed  little  effect  of  peni- 
cillin after  penicillin  had  cleared  from 
the  blood. 


Mechanisms  Of  Benzene-Induced  Myelosuppression 

Hydroquinone  Inhibition  Of  Bone  Marrow  Stromal 
Cell  Function  Via  Prostaglandin  Synthetase  Activity 


KEVIN  GAIDO 

Somerset,  New  Jersey 
DANIEL  WIERDA,  Ph.  D. 
Department  of  Pharmacology  and 
T oxicology 


TJenzene  is  a solvent  that  is  widely 
used  in  industrial  and  commercial 
applications.  Exposure  to  benzene 
is  known  to  result  in  a variety  of  blood 
dyscrasia  including  aplastic  anemia 
in  severe  cases,  or  in  general  myelo- 
suppression which  is  manifested  by 
leukopenia,  lymphopenia  or  anemia. 
Moreover,  benzene  exposure  can  lead 
to  the  formation  of  acute  myelogenous 
leukemia  in  susceptibile  individuals. 
Ultimately,  polyhydroxy  metabolites 
of  benzene,  which  form  in  the  body 
and  concentrate  within  the  bone  mar- 
row, are  responsible  for  this  hema- 
totoxicity.  We  have  previously  demon- 
strated that  benzene  metabolites 


I hydroquinone,  benzoquinone ) are 
toxic  to  bone  marrow  stromal  cells 
which  are  involved  in  the  support 
and  regulation  of  hemopoiesis.  Recent 
studies  implicate  prostaglandin  syn- 
thetase in  the  activation  of  quinone 
metabolites  of  benzene  to  reactive 
products. 

The  goal  of  these  studies  was  to 
determine  the  role  of  prostaglandin 
synthetase  activity  in  the  suppression 
of  stromal  cell  function  by  hydro- 
quinone, a major  metabolite  of  ben- 
zene. Stromal  cell  cultures  established 
from  male  B6C3F1  mice  were  treated 
with  doses  of  hydroquinone  ( 10  to 
10  4 M).  Some  cultures  were  treated 
with  indomethacin  < 10 6 M),  an  in- 
hibitor of  prostaglandin  synthetase 
activity,  one  hour  prior  to  treatment 
with  hydroquinone.  The  cultures  were 
incubated  for  three  days  and  then 
used  in  coculture  with  non-exposed 


bone  marrow  cells  overlaid  in  agar. 
Stromal  cell  function  was  measured 
by  the  number  of  granulocyte/mono- 
cyte  (G/M)  colonies  which  developed 
in  agar  after  incubation. 

Hydroquinone  at  10  — 10 5 M 

increased  PGE2  levels,  a measure  of 
prostaglandin  synthetase  activity,  by 
80-100  per  cent  and  inhibited  stromal 
cell  supported  G/M  colony  formation 
by  20-40  per  cent  as  compared  with 
control  values.  Indomethacin  pre- 
vented an  increase  in  PGE2  levels  in 
hydroquinone  treated  cultures  and 
protected  against  toxicity.  These 
results  suggest  that  suppression  of 
stromal  cell  function  by  hydroquinone 
is  related  to  prostaglandin  synthetase 
activity  and  implicates  prostaglandin 
synthetase  activity  in  the  myelosup- 
pression associated  with  benzene 
exposure. 
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DNA  Polymerase  Delta:  A Mammalian 
Replicative  Enzyme? 


RUSSELL  A.  HAMMOND 
Canfield,  OH 

Department  of  Biochemistry 


A ccurate  DNA  replication  is  a 
fundamental  process  for  the  re- 
production of  all  cells  and  organisms. 
The  enzymes  responsible  for  this 
process  are  called  DNA  poly- 
merases. Mammalian  cells  have  three 
well-established  DNA  polymerases, 
alpha,  beta,  and  gamma.  A fourth 
polymerase  designated  delta,  which  is 
unique  in  that  it  has  intrinsic  3’— *-5’ 
exonuclease  activity,  has  recently 
been  identified.  Our  investigations 
were  aimed  at  determining  the  roles 
of  these  polymerases  in  replication 
through  the  use  of  the  differential 
inhibitors  aphidicolin,  butylphenyl 
deoxyguanosine  triphosphate  I BuPd- 


Immunotoxicity 

LEONARD  J.  SAUERS 
Hockessin,  DE 
DANIEL  WIERDA,  Ph.D. 

Department  of  Pharmacology  and 
T oxicology 

ELIZABETH  WALKER 
Department  of  Anatomy 
MARK  J.  REASOR,  Ph.D. 

Department  of  Pharmacology  and 
Toxicology 


'T'here  are  numerous  drugs  which 
have  an  ability  to  suppress  the  im- 
mune response,  and  it  has  been  shown 
that  patients  on  therapy  with  these 
drugs  demonstrate  an  increase  in  the 
incidence  of  infection  and  cancer.  We 
have  begun  research  on  an  extensively 
used  class  of  drugs,  cationic  amphi- 
philic drugs  (CADs),  on  immune 
function.  We  have  determined  that 
CADs  have  an  immunotoxic  potential. 
In  the  presence  of  therapeutic  concen- 
trations of  chlorphentermine  (CP), 
fluoxetine,  chlorcyclizine  and  iprin- 


GTP ),  dideoxythymidine  triphosphate 
I ddTTP ) , and  anti-polymerase  alpha 
monoclonal  antibodies. 

In  the  past,  investigators  showed 
that  aphidicolin.  which  inhibits  alpha 
but  not  beta  or  gamma,  inhibits  DNA 
replication  and  concluded  that  poly- 
merase apha  was  the  major  replica- 
tive enzyme.  However,  since  aphidi- 
colin also  has  been  shown  to  inhibit 
delta,  this  conclusion  is  suspect. 
Recently,  the  new  inhibitors  BuPd- 
GTP  and  specific  monoclonal  anti- 
bodies have  been  shown  to  inhibit 
alpha  and  delta  differentially.  Since 
some  of  these  inhibitors  cannot  enter 
intact  cells,  our  investigations  utilized 
a permeable  cell  system.  We  found 
that  ddTTP  ( which  inhibits  beta  and 
gamma)  does  not  inhibit  replication, 
whereas  aphidicolin  inhibits  DNA 


dole,  mouse  splenic  and  human  peri- 
pheral blood  lymphocytes  have  a de- 
creased responsiveness  to  mitogens. 
In  addition,  mice  treated  in  vivo  with 
CP  have  a depressed  ability  to  gen- 
erate a delayed-type  hypersensitivity 
response  and  to  produce  antibodies. 
To  investigate  the  mechanism  of 
CAD  - induced  immunotoxicity,  we 
have  focused  on  CP  as  the  model 
drug. 

Our  results  have  shown  that  if  lym- 
phocytes are  exposed  to  CP  10  min- 
utes after  they  are  exposed  to  mito- 
gen. the  drug  has  no  inhibitory  effect. 
These  data  suggest  that  CP  inhibits 
an  early  event  in  lymphocyte  activa- 
tion. The  first  event  in  lymphocyte 
activation  involves  the  binding  of  the 
mitogen  to  its  receptor  on  the  lym- 
phocyte membrane.  Since  mitogens 
can  induce  lymphocytes  to  aggluti- 
nate only  after  there  has  been  a mi- 
togen/receptor interaction,  we  investi- 
gated the  effects  CP  had  on  mitogen- 
induced  agglutination.  Our  results 


replication,  implicating  alpha  and/or 
delta  as  the  replicative  polymerase ( s) . 
Experiments  using  a concentration  of 
BuPdGTP  that  abolishes  alpha  activ- 
ity and  only  partially  inhibits  delta 
activity,  showed  a significant  portion 
of  replication  is  uninhibited.  Further- 
more, anti-alpha  antibodies  only  in- 
hibited replication  70  per  cent  in 
permeable  cells.  Also,  the  addition 
of  both  BuPdGTP  and  antibody  did 
not  inhibit  replication  more  than 
either  alone. 

These  novel  data  provide  the  first 
evidence  that  alpha  is  not  the  only 
polymerase  involved  in  replication, 
but  that  delta  also  has  a major  role. 
Since  delta  has  3’— >5’  exonuclease 
activity,  it  may  be  responsible  for 
“proof-reading.”  thus  ensuring  fidelity 
of  mammalian  replication. 


have  shown  that  CP  can  significantly 
potentiate  mitogen-induced  agglutina- 
tion of  human  lymphocytes.  Potentia- 
tion of  agglutination  is  based  on  the 
integrity  of  membrane  phospholipids. 
Since  changes  in  membrane  phospho- 
lipids are  another  early  event  in  lym- 
phocyte activitation,  we  investigated 
whether  CP  had  an  effect  on  the  in- 
corporation of  choline  into  cellular 
phospholipids  and  on  the  synthesis 
of  inositol  phosphates. 

Our  results  have  shown  that  over- 
all CP  incorporation  and  inositol 
phosphate  synthesis  are  suppressed  in 
the  presence  of  CP.  Our  investiga- 
tions have  thus  far  shown  that  CADs 
are  potentially  immunotoxic  in  hu- 
mans and  that  the  toxic  effect  is  medi- 
ated by  drug-induced  changes  at  the 
membrane  level.  These  changes  may 
result  in  a decreased  formation  of 
inositol  phosphates,  which  are  be- 
lieved to  be  the  second  messenger  ne- 
cessary for  the  continuation  of  lym- 
phocyte activation. 


Of  Cationic  Amphiphilic  Drugs 
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Special  Article 


Changes  For  Physicians,  Physician 
Corporations  Under  Tax  Reform  Act 


LYNN  S.  CLARKE,  J.D. 

Associate,  Spilman,  Thomas,  Battle  & 
Klostermeyer,  Charleston,  West  Virginia 


'T'he  Tax  Reform  Act  of  1986  will 
make  sweeping  changes  in  the  tax 
code  which  will  affect  both  individual 
medical  practitioners  and  physician 
corporations.  Since  many  of  these 
changes  will  take  effect  January  1, 
1987,  individual  physicians  and  man- 
agers of  physician  corporations  should 
take  the  right  steps  prior  to  Decem- 
ber 31,  1986. 

Changes  That  May  Affect  Physi- 
cians’ Personal  Taxes  Next  Year 

CHANGES  IN  RATES  AND  DE- 
DUCTIONS: Individual  tax  rates  are 
coming  down.  The  top  rate  for  1987 
income  will  be  38.5  per  cent,  down 
from  50  per  cent,  and  will  be  further 
reduced  to  28  per  cent  in  1988.  The 
personal  exemption  amount  will  be 
$1,900  per  dependent  for  the  1987 
tax  year,  increasing  in  subsequent 
years  to  $2,000  in  1989.  The  deduc- 
tion for  a married  couple  who  both 
work  as  well  as  income  averaging  will 
be  repealed  as  of  the  1987  tax  year. 
For  patients  who  itemize,  medical 
expenses  will  be  deductible  only  if 
they  exceed  7.5  per  cent,  increased 
from  five  per  cent,  of  the  patient’s 
adjusted  gross  income.  Sales  tax  will 
no  longer  be  deductible  for  tax  years 
after  1986.  Interest  payments  will 
not  be  deductible  for  personal  interest 
( such  as  car  loans  and  credit  card 
balances  1 except  for  interest  paid  on 
debts  secured  by  a principal  or  sec- 
ond residence,  and  then  only  if  the 
debt  is  less  than  the  purchase  price 
of  the  residence  plus  the  cost  of  im- 
provements. This  limitation  will  not 


apply  if  the  debt  is  incurred  for  cer- 
tain educational  or  medical  purposes. 
Many  hanks  are  already  offering  lines 
of  credit  secured  by  a borrower’s 
home  which  can  be  used  as  needed 
to  purchase  cars  or  other  personal 
items.  Taxpayers  considering  these 
loans  should  be  careful  to  weigh  the 
tax  benefit  of  the  interest  deduction 
against  the  often  higher  rates  of  inter- 
est charged  on  these  loans  when  com- 
pared to  non-deductible  financing  of- 
fered. for  example,  by  car  manufac- 
turers. 

HEALTH  INSURANCE:  With 

certain  limitations,  25  per  cent  of 
health  insurance  premiums  paid  by 
self-employed  individuals  may  be  de- 
ducted in  tax  years  1987-1989  against 
income  from  self-employment  rather 
than  being  taken  as  an  itemized  de- 
duction. 

TAX  SHELTERS:  Losses  from 

passive  activities  or  tax  shelters  for 
tax  years  after  1986  will  generally 
(subject  to  a phase-in  of  these  pro- 
visions over  the  next  few  years)  not 
be  deductible  against  earned  income, 
such  as  income  from  a medical  prac- 
tice. To  alleviate  this  problem,  some 
experts  speculate  that  a market  will 
arise  in  passive  investments  that  ac- 
tually generate  gains  rather  than 
losses. 

CAPITAL  GAINS:  The  effective 
tax  rate  for  capital  gains  will  be  the 
same  as  that  for  ordinary  income  for 
tax  years  after  1986. 

IRAs:  Contributions  to  Individ- 

ual Retirement  Accounts  will  be  de- 
ductible as  usual  for  tax  years  after 
1986  for  individuals  who  are  parti- 
cipants in  employer  pension  plans 
only  if  they  have  adjusted  gross  in- 


“ Physicians  planning  a 
major  sale  of  capital  assets 
should  consider  completing 
the  sale  in  December  of 
1986  rather  than  waiting 
until  1987  as  the  rates  for 
capital  gains  will  effectively 
be  higher  next  year.” 
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come  of  $25,000  or  less  for  single 
individuals  or  $40,000  or  less  for  joint 
filers. 

UNEARNED  INCOME  OF  A 
MINOR:  Unearned  income  of  minor 
children  under  the  age  of  14  will  be 
taxed  at  their  parents’  top  marginal 
tax  rate  if  a child’s  unearned  income 
exceeds  $1,000  in  any  tax  year  after 
1986. 

What  Physicians  Might  Consider  in 
Response  to  These  Changes 

Physicians  planning  a major  sale 
of  capital  assets  should  consider  com- 
pleting the  sale  in  December  of  1986 
rather  than  waiting  until  1987  as  the 
rates  for  capital  gains  will  effectively 
be  higher  next  year.  Also,  for  item- 
izers,  the  sales  tax  on  big-ticket  items 
will  be  deductible  only  if  the  pur- 
chases are  made  no  later  than  Decem- 
ber 31,  1986.  Physicians  should  think 
carefully  before  withdrawing  funds 
from  an  Individual  Retirement  Ac- 
count merely  because  future  contribu- 
tions may  not  be  deductible,  as  there 
are  still  penalties  for  withdrawal,  and 
also  because,  although  contributions 
may  not  be  deductible  in  the  future, 
income  earned  on  assets  in  an  IRA 
will  still  be  tax  deferred. 

Changes  That  May  Affect 
Physician  Corporations 

Many  physicians  incorporated  their 
practices  in  recent  years  for  a variety 
of  reasons.  Often  these  physicians 
were  motivated  by  a need  to  limit 
liability  other  than  malpractice  liabil- 
ity (which  is  not  affected  by  incor- 
poration) or  to  offer  more  extensive 
employee  benefits  packages  and  pen- 
sion plans.  Some  were  even  able  to 
achieve  tax  advantages  from  use  of  a 
fiscal  year  other  than  the  calendar 
year.  Whatever  the  reason  for  in- 
corporation, managers  of  physician 
corporations  need  to  plan  ahead  now 
for  the  coming  tax  changes. 

RATES  AND  DEDUCTIONS: 

Corporate  tax  rates  will  be  lower  next 
year,  with  the  top  rate  at  34  per  cent 
for  taxable  years  beginning  on  or 


after  July  1,  1987.  As  most  physi- 
cian corporations  pay  large  portions 
of  their  proceeds  as  salary  and  pen- 
sion contributions,  the  impact  of  this 
change  may  be  minimal  for  many  phy- 
sician corporations.  Also,  the  corpo- 
rate alternative  minimum  tax,  a tax 
which  in  effect  shrinks  deductions, 
lias  more  stringent  provisions  respect- 
ing depreciation  and  has  a new  section 
which  applies  the  tax  both  to  “book” 
income  as  well  as  “taxable”  income. 

PENSIONS:  As  explained  above, 
if  a physician  corporation  has  a pen- 
sion plan,  covered  employees  who 
have  adjusted  gross  income  in  excess 
of  $40,000  for  joint  filers  or  $25,000 
for  single  individuals,  will  be  subject 
to  a phase-out  of  their  deduction  for 
IRA  contributions.  Also,  the  dis- 
crimination rules  concerning  disquali- 
fication of  a pension  plan  for  favor- 
ing highly  compensated  employees 
will  be  more  stringent  under  the  Tax 
Reform  Act  of  1986. 

CHANGES  IN  ACCOUNTING: 

Most  physician  corporations  use  the 
cash  method  of  accounting  rather 
than  the  accrual  method  ( under  the 
cash  method,  receipts  and  disburse- 
ments are  taxable  in  the  year  received 
or  paid  rather  than  in  the  year  billed). 
Physician  corporations  who  have  phy- 
sician stockholders  other  than  present 
or  retired  employees  should  consult 
their  tax  advisors  to  determine  whether 
they  are  still  eligible  to  use  the  cash 
method  for  tax  years  beginning  after 
December  31,  1986,  as  new  rules 
greatly  restrict  the  use  of  the  cash 
method.  Also,  medical  corporations 
which  use  a fiscal  year  other  than  the 
calendar  year  may  have  to  change 
their  fiscal  year  to  the  calendar  year 
under  the  new  rules. 

What  Managers  of  Physician 
Corporations  Might  Consider  in 
Response  to  These  Changes 

Managers  of  physician  corporations 
who  are  planning  to  take  any  of  the 
actions  listed  below  should  seriously 
consider  completing  them  before  the 
tax  changes  go  into  effect: 


COMPLETE  RETIREMENT:  Any 

practitioner  in  a physician  corpora- 
tion who  is  approaching  retirement 
and  is  considering  selling  his  or  her 
entire  practice  and  liquidating  the 
corporation,  should  be  aware  that  the 
capital  gain  he  or  she  realizes  on  sale 
of  the  practice  will  be  taxed  at  effec- 
tively higher  rates  after  December  31, 
1986.  For  some  physician  corpora- 
tions, gain  realized  on  sale  and  liqui- 
dation of  the  corporation’s  assets  may 
also  be  taxed  twice,  once  to  the  cor- 
poration and  then  again  to  the  physi- 
cian shareholders,  if  the  transaction 
is  not  completed  before  December 
31,  1986,  although  extended  relief  is 
generally  available  for  smaller  cor- 
porations. 

MAJOR  CHANGES  IN  OWNER- 
SHIP: If  a medical  corporation  ex- 
pects to  experience  a 50-per  cent  or 
greater  change  in  share  ownership, 
and  the  physician  corporation  has  in- 
curred substantial  tax  losses  in  pre- 
vious years,  the  extent  to  which  the 
newly  structured  physician  corpora- 
tion will  be  able  to  use  those  losses  to 
offset  future  income  may  depend  on 
whether  the  change  takes  place  before 
or  after  December  31,  1986. 

SUBCHAPTER  S ELECTIONS: 
While  shareholders  generally  pay  tax 
only  on  dividends  received  from  a 
corporation  or  on  gain  from  the  sale 
of  their  shares,  if  a corporation  elects 
“subchapter  S”  status,  then  all  in- 
come generated  by  the  corporation 
flows  through  to  the  tax  returns  of 
the  shareholders.  If  the  physician 
shareholders  of  a medical  corporation 
are  considering  electing  subchapter  S 
status  in  the  future,  they  should  con- 
sult their  tax  advisor  concerning  new 
tax  rules  which  may  add  an  extra  tax 
on  the  sale  of  corporate  property. 

Overall,  there  will  be  winners  and 
losers  under  the  new  tax  rules.  Un- 
fortunately for  doctors  who  would 
rather  concentrate  on  the  practice  of 
medicine  than  on  taxes,  delaying  de- 
cisions on  tax  matters  until  next  year 
could  result  in  the  payment  of  extra 
tax. 
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CNA  has  a 

longstanding 

commitment 

to  medical 

malpractice 

protection. 

The  CNA  Insurance  Companies 
have  been  committed  to  providing 
quality  malpractice  insurance  for 
over  15  years. 

One  reason  we’re  able  to  honor 
that  longstanding  commitment  is  our 
financial  strength.  CNA  has  grown  to 
the  14th  largest  insurance  organiza- 
tion. And,  we’re  now  one  of  the  largest 
malpractice  insurers.  By  protecting 
thousands  of  medical  professionals, 
we  have  solid  expertise  in  underwrit- 
ing, claims  service  and  legal  defense. 

We’ve  made  a commitment  to 
offer  comprehensive,  quality  medical 
malpractice  protection  to  meet  the 
needs  of  physicians.  For  more  infor- 
mation, contact  the  CNA  program 
administrator  today 

McDonough,  Caperton 
Association  Group 
One  Hillcrest  Drive,  E. 

Charleston,  WV  25352 
(304)346-0611 


ft  * 


rhe  WVSMA/CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 


CNA 

For  All  the  Commitments  ku  Make® 


President’s  Page 


Holiday 

Thoughts 


Jt’s  fruit  cake  time! 

One  can  feel  it  in  the  air,  that 
special  time  of  the  year  when  we 
prepare  for  Christmas.  Which  is  the 
most  enjoyable  — the  holiday  itself 
or  all  the  preparations? 

With  the  Thanksgiving  holiday 
just  passed  and  the  Christmas  holiday 
just  ahead,  these  twin  celebrations  of 
gratitude  and  love  are  what  make  this 
time  of  year  so  very  special,  filled 
with  memories,  traditions  and  great 
anticipations. 

With  all  the  problems  facing  our 
profession  and  our  society,  were  it 
not  for  these  holidays,  we  might  be- 
come cynical,  disheartened  and  lose 
our  perspective.  But  these  holidays 
come  just  in  time  to  remind  us,  when 
we  need  it  most,  that  we  are  a blessed 
and  fortunate  people.  Among  these 
blessed  people,  physicians  are  espe- 
cially privileged.  We  have  received 
a bountiful  education  and  entered 
into  our  communities  to  deliver  a 
vital  and  needed  service  — medical 
care.  Being  a physician  requires  us 
to  apply  knowledge  and  technical 
skills  with  compassion,  kindness  and 
understanding.  This  application  is 
the  art  and  science  of  medicine.  It 
demands  our  very  best  and,  in  requir- 
ing a life-long  commitment  to  excel- 
lence, blesses  each  of  us  immeasur- 
ably. 

With  such  thoughts  filling  me  at 
this  time  of  year,  you  will  appreciate 
why  I cannot  write  about  tort  reform, 
malpractice,  peer  review,  alternative 
health  care  delivery  systems,  cost  con- 


tainment and  all  the  other  surprise 
packages  that  belong  to  the  socio- 
economic part  of  our  profession. 
These  challenges  remind  us  of  the 
imperfect  nature  of  our  world,  the 
“humaness”  of  our  society,  and  they 
remain  to  be  solved.  But,  more  than 
that,  they  disclose  the  opportunities 
to  bring  changes  and  improvements 
for  our  profession  and  communities. 

This  season  is  the  time  for  renewal 
of  our  spirits.  Linda  and  I wish  for 
you  and  yours  a great  big  slice  of 
Holiday  Joy. 


West  Virginia  State 
Medical  Association 
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Editorials 


DRGs  Revisited 


Surprise!  DRGs  are  not  saving  any 
money! 

So  say  a couple  of  Harvard 
economists  in  a recently-completed 
study.  You  may  recall  that  it  was 
Harvard  which  initially  sold  Congress 
and  the  Reagan  Administration  the 
concept. 

Now,  in  a new  study  by  Harvard 
economists  William  Hsiao  and  Daniel 
Dunn  and  MIT  Public  Policy  Profes- 
sor Harvey  Sapolsky,  the  researchers 
conclude  that  the  New  Jersey  model 
experiment  did  nothing  to  reduce 
overall  hospital  costs,  but  did  improve 
access  to  care  for  the  uninsured. 

The  study  notes  that  the  average 
length  of  stay  “dropped  sharply,” 
but  increased  admission  rates  went 
up  sufficiently  to  offset  the  revenue 
savings  generated  from  the  shorter 
lengths  of  stay.  In  the  words  of  the 
study’s  authors,  “hospitals  have  an 
incentive  to  increase  admissions  under 
DRG-based  payment.” 

Hospitals  with  large  proportions  of 
charity  and  bad  debt  care  gained 
from  the  system,  the  study  reveals. 
Their  revenue  per  case  has  grown 


while  hospitals  which  previously  had 
surplus  or  were  breaking  even  have 
experienced  decreases  in  rate  of 
growth. 

While  much  has  been  made  of  the 
ability  of  hospital  administrators  to 
use  the  DRGs  to  pressure  physician 
behavior,  the  study  found  that  al- 
though administrators  find  DRGs  an 
“awkward  management  tool,”  “a 
significant  shift  in  administrator-phy- 
sician relations  turned  out  to  be 
exceedingly  rare. 

Just  how  the  study  and  its  findings 
will  be  utilized  by  the  Administration 
remains  to  be  seen,  but  the  message 
to  one  and  all  should  be  loud  and 
clear:  America  cannot  continue  to 

provide  high-quality  medical  care  to 
increasing  numbers  of  citizens  with- 
out paying  for  it. 

The  researchers  ultimately  con- 
clude, “(the  system)  invites  cost 
shifting  before  cost  saving.”  How 
many  of  our  WVSMA  members  could 
have  told  the  social  planners  that  be- 
fore the  government  embarked  upon 
the  payment  scheme?  There  is  no 


Literacy  — Illiteracy 


Massive  public  relations  programs 
are  under  way  promoting  the  war  on 
illiteracy.  It  is  now  said  that  one  out 
of  every  10  people  in  the  United 
States  is  “functionally  illiterate.”  A 
figure  for  West  Virginia  is  250,000 
out  of  a population  of  1,750,000,  or 
one  in  seven,  who  are  unable  to  read 
well  enough  to  ready  newspapers,  fill 
out  job  applications  or  vote  without 


assistance.  This  writer  has  heard  and 
read  about  massive  efforts  all  over  the 
country  to  teach  such  unfortunate 
people  to  read  and  write:  a valuable 
and  laudable  program,  especially  as 
it  involves  volunteer  efforts  in  many 
community  projects. 

Modern  apologists  for  the  non- 
learning reading  methods  point  to  sev- 
eral reasons  they  believe  students 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  lournal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 


free  lunch;  care  delivered  must  be 
paid  for  one  way  or  another. 

Organized  medicine  has  an  obliga- 
tion to  work  for  the  ethical  practice 
of  medicine,  and  that  includes  work- 
ing to  assure  honest  value  for  services 
rendered.  And  it  is  no  secret  that 
every  ethical  physician  worthy  of  the 
name  delivers  his/her  share  of  un- 
compensated care  to  needy  patients 
each  and  every  week,  month  and 
year. 

The  question  now  is,  how  long  can 
physicians  continue  to  deliver  free 
care  in  the  face  of  continually  rising 
costs  of  staff  wages,  supplies,  utilities, 
rent  AND  Professional  Liability  In- 
surance? Especially  when  faced  with 
a variety  of  caps  and  free  limits 
placed  upon  them  by  government 
programs  and  third-party  payors? 

Unfortunately,  our  nation  will 
never  be  short  of  social  planners, 
various  and  assorted  liberals  and 
others  who  will  continue  to  promote 
the  “social  state”  system  of  providing 
medical  care.  It  remains  to  be  seen 
whether  capitalism  or  socialism  will 
ultimately  prevail. — MGS 


drop  out  of  school:  I 1)  unfavorable 

geography  of  the  region,  ( 2 ) un- 
favorable home  financial  situation, 
( 3 1 families  moving  from  place  to 
place,  and  (4)  variable  ages  at  which 
children  can  learn  to  read.  And  on 
and  on.  Significantly,  almost  nothing 
is  being  said  about  the  chief  reason 
children  get  through  high  school  and 
graduate  as  functional  illiterates.  The 
fact  is  that  a tremendous  number  of 
children  drift  through  the  first  four 
years  of  school  not  being  taught  to 
read.  Why?  How  can  that  be?  You 
may  well  ask.  Concerned  investiga- 
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tors  have  found  that  modern  materials 
and  methods  for  learning  to  read  date 
back  to  the  intellectual  revolution  of 
the  1950s  in  the  education  industry. 
Up  to  that  time,  methods  of  teaching 
reading  employed  chiefly  phonics, 
i.e.  the  sounds  of  letters  and  syllables 
as  the  foundation  for  recognizing 
words.  Whether  or  not  the  followers 
of  the  Dewey  philosophy  of  education 
were  responsible  for  the  change,  some- 
one with  influence  caused  to  be  intro- 
duced a reading  learning  method 
which  emphasized  “word  pictures’"  for 
word  recognition  rather  than  sounds 
of  the  letters. 

As  has  been  pointed  out  repeatedly, 
language  is  not  composed  of  word  pic- 
tures, but  of  sounds.  The  transfer  of 
the  spoken  word  to  the  printed  page 
does  not  take  place  by  a word  picture, 
but  as  the  multiple  sounds  that  make 
up  a word.  Why,  then,  do  writers  of 
text  books  try  to  make  the  reverse 


Students  Down  — 

The  AMA  Division  of  Medical 
Education  recently  revealed  its  1985- 
86  statistics  for  medical  students  and 
faculty. 

Student  applications  and  enrollment 
are  both  down.  First-time  enrolled 
students  numbered  16,337,  a decrease 
of  122  from  1984-85.  Applicants  to 
medical  school  now  have  a slightly 
better  than  one-in-two  chance  of  being 
accepted.  Of  the  total  enrollment  of 
66,604  in  all  classes  in  the  127  U.S. 
medical  schools,  one  third  were  wom- 
en, and  16.5  per  were  minority  stu- 
dents, of  whom  5.3  per  cent  were 
black. 

Despite  the  drop  in  student  enroll- 
ment, full-time  medical  school  faculty 
increased  over  four  per  cent  to  a total 
of  61,372.  Part-time  faculty  number- 
ed 10,531,  and  volunteer  faculty  were 
a healthy  113,935. 

These  data  alone  reveal  a lot  of 
what’s  happening  in  medical  educa- 
tion, but  the  unexpected  increase  in 
full-time  faculty  in  an  era  of  declining 
student  enrollment  begs  an  explana- 
tion. 


process  dependent  on  pictures  of  the 
words,  rather  than  on  their  sounds? 

It  is  difficult  to  imagine  why  a 
method  of  teaching,  that  taught  vir- 
tually every  normally  intelligent  in- 
dividual to  read,  should  have  been 
abandoned  in  favor  of  a theory  set 
forth  by  educational  theorists.  One 
might  make  a good  case  for  the  de- 
liberate sabotage  of  our  educational 
system;  for,  if  one  cannot  read,  how 
can  one  learn  anything? 

For  many  years  now,  program  after 
program  of  remedial  reading  has  been 
set  up  in  every  grade  from  the  sec- 
ond grade  to  college.  The  increasing 
number  of  non-readers  has  made  little 
impression  on  the  curriculum-makers, 
however,  as  they  keep  on  not  teaching 
children  to  read  in  Grade  1,  and  re- 
doubling efforts  and  expenditures  in 
vain  attempts  to  undo  the  damage 
by  constructing  bandaid  “remedial” 
courses  from  the  second  grade  on. 


Faculty  Up 

Several  come  to  mind. 

A medical  school  faculty  position 
may  seem  to  many  to  offer  a saner 
haven  to  some  when  contrasted  with 
the  rough  and  tumble  risks  of  private 
practice. 

The  high  technology  in  tertiary 
care  centers  clearly  demands  more  ex- 
pertise and  a greater  number  of  man- 
agers of  the  very  ill  patients  found  in 
most  medical  centers.  For  example, 
reading  echocardiograms  is  virtually 
a full-time  job  in  most  teaching  cen- 
ters. 

Many  medical  centers  are  gearing 
up  to  be  a regional  resource  for  the 
most  sophisticated  care  and  proced- 
ures. This  obviously  requires  more 
people. 

A faculty  position  in  the  past  was 
a line-item  budgeted  position  to  he 
filled  by  an  individual  who  was  on  a 
career  track  and  required  to  demon- 
strate excellence  in  teaching,  research 
and  patient  care  to  advance  up  the 
academic  ladder.  That  choice  con- 
tinues to  exist. 


What,  then,  is  the  answer?  We  are 
committed  to  helping  functionally  illi- 
terate adults  to  become  literate,  but 
how  effective  can  this  be,  when  we  are 
turning  out  more  illiterate  students 
than  can  be  taught  in  the  adult  popu- 
lation? 

A recent  figure  of  three  million 
adults  in  literacy  programs  is  far  ex- 
ceeded by  the  number  of  functional 
illiterates  being  turned  out  by,  or  be- 
ing dropped  out  of,  our  public  schools. 
What  is  the  remedy?  It’s  already  too 
late  by  the  time  a child  reaches  the 
eighth  grade,  for  we  can  only  try  to 
remedy  his  unfortunate  situation.  But 
it's  not  too  late  to  start  teaching  first- 
graders  the  alphabet  letters  and 
sounds  and  preparing  them  to  pick  up 
and  read  books  at  their  learning 
levels.  Only,  who  will  he  willing  or 
able  to  buck  the  education  bureau- 
cracy and  achieve  another  revolution: 
this  time  from  a non-learning  method 
to  a learning  one? — JNJ 


In  addition,  most  medical  schools 
may  now  employ  individuals  who  are 
interested  in  teaching  and  patient 
care,  but  have  no  burning  desire  to 
contribute  heavily  to  the  body  of  re- 
search in  their  field.  Basically,  they 
pay  their  own  way  through  patient 
care  activities.  They  must  meet  cer- 
tain minimum  academic  standards, 
although  not  as  rigorous  as  those  de- 
fined for  the  research-oriented  career 
track  position. 

Finally,  as  the  community  fills  with 
competent,  well  - trained  specialists, 
teaching  centers  are  in  a unique  posi- 
tion of  having  to  compete  with  the 
physicians  they  trained.  In  many  in- 
stances this  involves  employing  spe- 
cialists who  can  provide  services  at 
least  the  equal  of  those  found  in  the 
community. 

Thus,  this  peculiar  trend  of  increas- 
ing full-time  faculty  in  medical  schools 
with  a falling  student  enrollment  will 
probably  continue,  at  least  for  a while. 

— DZM 
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General  News 


Subjects  For  1987  Mid-Winter  Clinical  Conference  Session 

Depression  And  Suicide,  Pregnancy  In  Adolescence 


“Problems  of  Adolescence”  will  be 
the  discussion  subject  for  the  Satur- 
day morning,  January  24,  session  of 
the  20th  Mid-Winter  Clinical  Con- 
ference. 

Two  Huntington  doctors,  Johnnie 
L.  Gallemore  and  David  Charles,  will 
speak  on  “Depression  and  Suicide” 
and  “Adolescent  Pregnancy,”  respec- 
tively. A third  speaker,  to  be  an- 
nounced, will  discuss  substance  abuse. 

Dr.  John  P.  MacCallum,  Charleston 
psychiatrist,  will  be  moderator  and 
will  present  an  overview  of  the  ses- 
sion. 

The  annual  CME  conference  will 
be  held  January  23-25  at  the  Charles- 
ton Marriott  under  the  sponsorship  of 
WVSMA,  Marshall  University  and 
West  Virginia  University  schools  of 
medicine,  and  Charleston  Area  Medi- 
cal Center  (CAMC). 

Scientific  sessions  will  begin  Fri- 
day afternoon,  January  23  (opening 
of  conference)  and  end  at  noon  on 
Sunday.  Other  session  general  dis- 
cussion areas  will  be  “Control  of 
Chronic  Pain,”  Friday  afternoon; 
“Concerns  in  Geriatrics,”  Saturday 
afternoon,  and  “Ethical  Dilemmas 
for  the  1980s  and  Beyond,”  Sunday 
morning. 

The  Friday  evening  Physicians’ 
Session  will  focus  on  the  impaired 
physician  and  the  WVSMA’s  Judicial 
Commission,  which  has  final  authority 
in  matters  pertaining  to  ethics,  griev- 
ances and  physician  discipline. 

“Foods  for  Healthy  Living”  will 
be  the  subject  of  the  concurrent  Fri- 
day evening  Public  Session  ( see  story 
accompanying  this  article). 

Psychiatry  Chairman  at  MU 

Doctor  Gallemore  is  Professor  and 
Chairman,  Department  of  Psychiatry 


John  P.  MacCallum,  M.  D. 


at  MU,  and  Acting  Chief,  Psychiatry 
Service,  Huntington  Veterans  Ad- 
ministration Medical  Center.  He 
came  to  MU  in  1982  from  East 
Tennessee  State  LTniversity  where  he 
was  Professor  and  Chairman,  Depart- 
ment of  Psychiatry  and  Behavioral 
Sciences. 

Doctor  Gallemore  was  a Site 
Visitor  for  the  Psychiatry  Education 
Review  Committee,  National  Institute 
of  Mental  Health,  in  1979-81,  and 
was  Examiner  for  the  American 
Board  of  Psychiatry  and  Neurology. 
Part  II  Examinations,  in  Atlanta  in 
January,  1980. 

He  is  a member  of  the  Prison 
Health  Task  Force,  State  of  West 
Virginia. 

Doctor  Gallemore  was  graduated 
from  Emory  College  in  Atlanta,  re- 
ceived his  M.  D.  degree  in  1964 
from  Emory  University  School  of 
Medicine,  and  a J.  D.  degree  in  1974 


from  Duke  University  School  of  Law. 
He  received  his  graduate  medical 
training  at  Duke. 

Charleston  Psychiatrist 

Doctor  MacCallum,  who  has  been 
in  private  practice  in  child  and  adult 
psychiatry  in  Charleston  since  1982, 
is  Clinical  Assistant  Professor,  De- 
partment of  Behavioral  Medicine  and 
Psychiatry,  WVU,  and  a member  of 
the  Board  of  Trustees  of  Boone 
Memorial  Hospital  in  Madison. 

Doctor  MacCallum,  who  holds  a 
master’s  degree  in  English  from 
WVU,  received  his  undergraduate 
degree  from  the  University  of  Vir- 
ginia, and  his  M.  D.  degree  in  1974 
from  WVU.  He  completed  his  post- 
graduate training  at  WVU  Charleston 
Division. 

Before  starting  private  practice,  he 
was  Director  of  Specialized  Services, 
Shawnee  Hills  Community  Mental 
Health/Mental  Retardation  Center, 
Inc.,  in  Charleston  in  1979-80,  and 
Medical  Director,  Logan-Mingo  Area 
Mental  Health.  Inc.,  in  Logan  in 
1980-82. 

Education  in  England 

Doctor  Charles  is  Professor  and 
Chairman,  MU  Department  of  Ob- 
stetrics and  Gynecology,  and  Director 
of  Clinics  and  Chief  of  Obstetrics 
and  Gynecology  at  St.  Mary’s  Hos- 
pital in  Huntington.  He  came  to  MET 
in  1979  from  Memorial  University  of 
Newfoundland,  St.  John’s,  Newfound- 
land, Canada,  where  he  was  Professor 
and  Chairman  of  Obstetrics  and  Gyne- 
cology. 

Doctor  Charles  received  his  medi- 
cal degree  in  1949  from  St.  Bartho- 
lomew’s Hospital  Medical  College, 
University  of  London,  England.  He 
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received  his  postgraduate  training, 
completed  periods  of  private  and 
group  practice,  and  held  various 
medical  appointments  in  England  and 
Scotland  through  1963. 

In  1964,  Doctor  Charles  joined 
the  obstetrics  and  gynecology  staff  at 
the  University  of  Pittsburgh,  and 
later  held  teaching  posts  at  Boston 
University  and  Harvard  Medical 
School  before  going  to  Newfoundland 
in  1974. 

He  was  President  of  the  Infectious 
Disease  Society  for  Obstetrics  and 
Gynecology  in  1977-80,  and  is  on  the 
editorial  boards  of  Journal  of  Repro- 
ductive Medicine  and  The  Infectious 


and  Medical  Disease  Letters  for  Ob- 
stetrics and  Gynecology. 

Doctor  Charles  is  the  author  or  co- 
author of  more  than  150  articles  and 
book  chapters. 

Speakers  and  topics  announced 
previously  are: 

Saturday  Afternoon  (“Concerns  in 
Geriatrics” ) — “Alzheimer’s  Disease,” 
Albert  F.  Heck,  M.  D.,  Professor 
of  Neurology,  WVU  Charleston  Di- 
vision; staff  neurologist,  CAMC, 
and  Director,  Neurological  Training, 
WVU  Charleston  Division;  “Update 
on  Immunization  of  the  Elderly,” 
Maurice  A.  Mufson,  M.  D.  (also 
moderator ) , MU  Professor  and  Chair- 


man of  Medicine,  and  Professor  of 
Microbiology;  “Exercise,  Nutrition 
and  Mobility,”  Joye  A.  Martin,  M.  D., 
MU  Associate  Professor  and  Chief, 
Section  of  Geriatric  Medicine,  De- 
partment of  Family  and  Community 
Health; 

“Polypharmacy  in  the  Elderly,” 
Shirley  Neitch,  M.  D.,  MU  Assistant 
Professor  of  Medicine  and  Chief, 
Section  of  Geriatrics,  Department  of 
Medicine,  and  “Depression  in  the 
Elderly,”  Allen  Kayser,  Jr.,  M.  D., 
MU  Assistant  Professor  of  Psychiatry; 

Sunday  Morning  (“Ethical  Dilem- 
mas for  the  1980’s  and  Beyond”)  — 
Warren  Point,  M.  D.,  Assistant  Chair- 
man, Department  of  Medicine,  WVU 
Medical  School;  Chairman,  Depart- 
ment of  Medicine,  CAMC,  and 
Professor  and  Director,  Department 
of  Medicine,  WVU  Charleston  Divi- 
sion; and  Eugene  A.  Stead,  Jr., 
M.  D.,  Professor  Emeritus,  Florence 
McAlister  Professor  of  Medicine  and 
Chairman,  Department  of  Medicine, 
Duke  University. 

Dr.  David  Z.  Morgan,  Associate 
Dean,  WVU  School  of  Medicine, 
Morgantown,  will  moderate  the  Sun- 
day morning  session,  which  will  cover 
code  issues,  organ  donations  and  the 
comatose  patient. 

Program  Committee 

Members  of  the  Program  Com- 
mittee are  Drs.  William  0.  McMillan, 
Jr.,  Charleston,  Chairman;  Doctor 
Mufson;  Joseph  T.  Skaggs,  Charles- 
ton; Richard  G.  Starr,  Beckley;  John 
W.  Traubert,  Morgantown,  and  C. 
Carl  Tully,  South  Charleston. 


1987  CPT  Manual 

The  AMA  is  now  filling  orders 
for  Current  Procedural  Terminology 
I CPT  I 1987.  The  discounted  price 
for  AMA  members  is  $24;  the  price 
for  all  others  is  $30. 

MasterCard  and  Visa  orders  may 
be  made  on  AMA’s  toll-free  number, 
1-800-621-8335.  Other  orders  (with 
check  enclosed  ) should  be  directed  to 
Book  & Pamphlet  Fulfillment,  AMA, 
P.O.  Box  10946,  Chicago,  IL  60610- 
0946,  noting  the  publication  number, 
OP  341/7. 


Foods  For  Healthy  Living  Lunch,  Panel  Planned 

“Foods  for  Healthy  Living”  will 
be  the  subject  of  the  Friday  even- 
ing, January  23,  Public  Session 
during  the  Mid-Winter  Clinical 
Conference. 

The  program,  a panel  discussion 
followed  by  a reception,  will  be 
previewed  by  a “Foods  for  Healthy 
Living”  luncheon,  co-sponsored  by 
the  Auxiliary,  at  11:30  A.  M. 

Friday. 

Frances  C.  Wilkinson,  M.S., 

R.D.,  will  be  a member  of  the  Fri- 
day evening  panel,  and  also  will 
be  moderator  of  the  luncheon  pro- 
gram. 

Panel  moderator  will  be  Ronald 

L.  Cleavenger,  M.  D.,  Assistant 
Professor,  Department  of  Family 
Practice,  West  Virginia  University 
School  of  Medicine,  Morgantown. 

One  of  Doctor  Cleavenger’s  re- 
search projects  has  been  to  assess 
cardiovascular  disease  risk  factors 
and  the  dietary  profile  of  college 
students.  He  also  gives  a pharmacy 
lecture  on  “Nutritional  Excesses 
and  Deficiencies  — Clinical  Mani- 
festations.” 

The  third  panelist  will  be  an 
exercise  physiologist,  Jack  Taylor, 

M. S.,  Director  of  Corporate  Health, 

Charleston  Area  Medical  Center. 

Mrs.  Wilkinson,  current  Presi- 
dent of  the  West  Virginia  Dietetic 
Association,  for  the  past  nine  years 
has  been  with  the  West  Virginia 
Department  of  Health  as  the 


Frances  C.  Wilkinson,  R.D. 

Nutrition  Education  Coordinator 
for  the  Women,  Infants  and  Chil- 
dren ( WIC ) Program.  The  pro- 
gram is  for  low-income,  pregnant 
and  breastfeeding  women,  infants 
and  children  up  to  age  five. 

She  also  has  worked  as  a part- 
time  clinical  dietitian,  a weight 
loss  counselor  with  Weight  Watch- 
ers International,  Inc.,  and  an  in- 
structor in  nutrition  for  nursing 
students  at  West  Virginia  State 
College. 

The  luncheon  will  feature  cook- 
ing demonstrator  Judi  Grigoraci  of 
Charleston.  One  hundred  luncheon 
tickets  will  be  available  for  physi- 
cians and  spouses. 
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Delegates,  Others  Going  To  AMA 
House  Meeting  In  Las  Vegas 


The  1986  interim  meeting  of 
the  American  Medical  Association’s 
House  of  Delegates  will  be  held 
December  7-10  in  Las  Vegas. 

WVSMA’s  two  Delegates  to  the 
AMA  House  are  Drs.  John  B.  Markey 
of  Charleston  and  Harry  S.  Weeks, 
Jr.,  of  Wheeling,  with  Drs.  Joseph  A. 


WVSMA  To  Have  Three 
AMA  Delegates  In  1987 

WVSMA’s  AMA  delegation  will  in- 
crease from  two  to  three  in  1987  for 
the  first  time  in  the  history  of  the 
State  Association  because  of  in- 
creased membership  from  West  Vir- 
ginia in  the  AMA. 

The  state’s  AMA  membership 
recently  passed  the  2,000-mark, 
qualifying  West  Virginia  for  the  third 
delegate.  Included  in  the  state  AMA 
membership  count  are  physicians  who 
join  the  AMA  through  WVSMA, 
those  who  join  the  AMA  directly,  and 
resident  and  student  AMA  members. 

Council  will  be  appointing  the  third 
AMA  Delegate  and  Alternate  to  serve 
until  an  official  election  can  be  held 
during  the  1987  WVSMA  Annual 
Meeting  next  August.  The  first  meet- 
ing of  the  AMA  House  is  held  an- 
nually in  June. 

One  AMA  delegate  is  designated 
for  each  1,000  AMA  members  or  a 
fraction  thereof  in  a state  (no  mini- 
mum membership  required  for  the 
first  delegate).  “For  years,  we  have 
hovered  just  shy  of  the  2,000-member 
mark,  and  we  are  pleased  that  we 
have  finally  passed  that  mark,  quali- 
fying us  for  another  delegate,”  Schol- 
ten  commented.  The  official  AMA 
count  of  AMA  members  in  West  Vir- 
ginia as  of  October  31  was  2,030. 


Smith  of  Dunbar  and  Stephen  D. 
Ward  of  Wheeling  as  Alternate 
Delegates. 

Dr.  Frank  J.  Idolroyd  of  Princeton, 
who  served  for  32  years  as  a West 


Virginia  AMA  Delegate,  is  Honorary 
AMA  Delegate. 

The  AMA  House  is  composed  of 
representatives  from  state  medical 
associations,  national  medical  special- 
ty societies,  resident  physicians,  medi- 
cal students,  hospital  medical  staff 
sections,  medical  corps  of  the  U.  S. 
military  services,  U.  S.  Public  Health 
Services,  and  Veterans  Administra- 
tion. 

Dr.  John  J.  Coury,  Jr.,  of  Port 
Huron,  Michigan,  is  AMA  President. 

Doctor  Weeks  will  serve  on  the 
convention  Rules  and  Order  of  Busi- 
ness Committee,  and  Dr.  Albert  J. 
Osbahr  of  Huntington  is  the  Resident 
representative  on  the  AMA  Council 
on  Medical  Service. 

Edwin  Meese  III,  U.  S.  Attorney 
General,  will  address  the  AMA  House 
at  an  early  opening  session  Sunday, 
December  7. 

Others  attending  will  include 
WVSMA  President  Charles  E.  Turner. 
M.  D.,  and  his  wife,  Linda  Turner, 
President  of  the  State  Auxiliary;  Dr. 
Cordell  A.  DeLaPena.  President 
Elect;  Dr.  David  Z.  Morgan,  Council 
Chairman,  and  Executive  Director 
Merwyn  G.  Scholten. 

Addendum:  In  action  taken  dur- 
ing the  Fall  Meeting  of  WVSMA 
Council  November  16  as  this  issue 
of  The  Journal  was  going  to  press, 
Council  appointed  the  following  addi- 
tional AMA  Delegate  and  Alternate 
Delegates  to  attend  the  June,  1987, 
AMA  meeting  only:  Drs.  Joseph  A. 
Smith,  Dunbar,  a present  AMA  Al- 
ternate Delegate,  as  the  third  Dele- 
gate; and  Stephen  D.  Ward.  Wheeling 
( the  other  present  Alternate  Dele- 
gate ) ; David  Z.  Morgan,  Morgan- 
town, and  Cordell  A.  DeLaPena, 
Clarksburg,  Alternate  Delegates. 

As  noted  above,  the  third  Delegate 
and  Alternate  will  be  elected  officially 
at  the  August.  1987,  WVSMA  Annual 
Meeting. 


< — ? 

Poetziy  Comet 

On  the  Brink  of  No  Return 

Gradually  each  breath  was  an  effort, 
Garnering  all  ribs  and  muscles  to  put 
forth, 

The  mouth  opened  wide  and  the 
tongue  out, 

Struggling  to  suck  air  to  keep  up  with 
life’s  bout. 

Finally  each  breath  was  faster  and 
harder, 

The  mouth  dry,  the  tongue  limp 
and  the  breathing  louder, 

The  skin  was  also  clammy  and  blue, 
Oblivion  filled  the  brain  and  life  was 
fading  incredible  but  true. 

With  a little  sedation  and  quick  action, 
A hole  was  made  in  the  windpipe  for 
salvation, 

Ample  oxygen  was  piped  into  the 
windpipe  hole, 

Suddenly  the  skin  started  to  pink 
and  dry  including  the  sole! 

Through  a scope  the  tumor  occluding 
the  windpipe  was  spotted, 

Using  the  C02  laser  beam  the 
cherry-like  growth  was  melted, 

Thus  life  was  brought  back  from  the 
brink  of  no  return, 

“Thank  you,  you  saved  my  life” 
was  the  grateful  groan. 

— Romeo  Y.  Lim,  M.D. 

Charleston 


We  request  physician  contributions  to 
Poetry  Corner.  Submissions  should  be 
addressed  to  Stephen  D.  Ward,  M.  D., 
Editor,  The  West  Virginia  Medical  Jour- 
nal, Box  4106,  Charleston,  West  Virginia 
25364. 


Gastrointestinal  Meeting 

The  West  Virginia  Gastrointestinal 
Society  will  hold  its  annual  symposium 
and  ski  weekend  February  7-8,  1987, 
at  the  Canaan  Valley  Resort  and  Con- 
ference Center,  Davis.  Featured  dis- 
cussion topics  will  be  pancreatitis, 
hepatitis  and  biliary  tract  neoplasms. 
Invited  speakers  will  include  Dr.  John 
Cameron,  Professor  of  Surgery,  Johns 
Hopkins  University,  and  faculty  from 
West  Virginia  University  and  Mar- 
shall University. 

For  further  information  call  304- 
429-6741  (Ext.  2275). 
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Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West  Vir- 
ginia University  Schools  of  Medicine 
for  part  of  1986  and  1987,  as  com- 
piled by  Ernest  W.  Chick,  M.  D.,  MU 
Director  of  Continuing  Medical  Ed- 
ucation; Robert  E.  Kristofco,  WVU 
Assistant  to  the  Dean/Continuing 
Medical  Education;  J.  Zeb  Wright, 
Ph.D.,  Director  of  Continuing  Educa- 
tion Outreach  and  Community  Affairs, 
WVU  Charleston  Division;  and 
Sharon  Hall,  Director  of  Continuing 
Education,  Charleston  Area  Medical 
Center  (also  in  charge  of  WVU 
Charleston  Division  on-campus  CME). 
The  schedule  is  presented  as  a con- 
venience for  physicians  in  planning 
their  continuing  education  program. 
(Other  national,  state  and  district 
medical  meetings  are  listed  in  the 
Medical  Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  by  calling  Doctor  Chick  at 
(304)  526-0515;  Kristofco,  (304) 
293-3937;  Wright,  (304)  347-1243; 
and  Hall,  (304)  348-9580. 

Marshall  University 

Dec.  6,  Huntington,  1986  Sports 
Medicine  Conference 

West  Virginia  University 

Dec.  11,  Charleston,  Newer  Treat- 
ments for  Lung  Cancer 

1987 

Feb.  22-25,  Snowshoe,  Rheumatology 

March  13-14,  Morgantown.  Oncology 
Update  ’87 

April  3-4,  Morgantown,  Recent  Ad- 
vances in  the  Diagnosis  & Manage- 
ment of  Liver  Disease 


Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center- 
Charleston  Division/ CAMC 

Beckley,  Southern  W.  Va,  Clinic  — 
4th  Thursday,  5:30  P.  M.,  “Up- 
date Radiation  Therapy,”  Steven 
Jubelirer,  M.  D.  (held  in  Dec.  on 
first  Thursday,  Dec.  4) 

Bluefield,  Bluefield  Community  Hos- 
pital. First-Floor  Conference  Room, 
3rd  Thursday,  Noon-2  P.  M.  — 
Dec. -Feb.  (vacation) 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Thursday,  8-10 
A.  M.  — Dec.  11,  “Management  of 
Acute  Myocardial  Infarction  in 
1987,”  William  Sims,  M.  D. 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— Dec.  3,  “Allergy  & Immun- 
ology,” L.  Blair  Thrush,  M.  D. 

Green  brier.  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  P.  M.  - — - 
Dec.  16,  “Noninvasive  Cardiac 
Imaging,”  William  Carter,  M.  D., 
& Donald  Lilly,  M.  D. 

Madison,  Boone  Memorial  Hospital, 
2nd  Tuesday,  7-9  P.  M.  — Dec.  9. 
“Early  Warning  in  the  Diagnosis 
of  AIDS,”  Patrick  Robinson,  M.  D. 

Oak  Hill,  Plateau  Medical  Center 
I Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — Dec.  16  (vacation) 

Summersville,  Summersville  Memorial 
Hospital,  1st  Tuesday,  6:30-8:30 
P.  M.  — Dec.  2,  “Update  on 
Treatment  of  Comon  Cancers,” 
David  Lee,  M.  D. 

Jan. -Feb.  (vacation) 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M. 
Dec. -Feb.  (vacation) 

IFhitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  1 1 A.  M.- 
1 P.  M.  — Dec. -Feb.  (vacation) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — Dec. -Feb.  (vacation) 


Medical  Meetings 


Dec.  6-7— Am.  Society  of  Hematology,  San 
Francisco. 


Dec.  6-7— National  Kidney  Foundation, 
Washington,  DC. 

Dec.  7-10— Interim  Meeting,  AMA  House 
of  Delegates,  Las  Vegas. 

1987 

Jan.  15-17— Neurosurgical  Society  of  the 
Virginias,  Hot  Springs,  Va. 

Jan.  22— Finance  Committee,  WVAAFP, 
Charleston. 

Jan.  22-27— Am.  Academy  of  Orthopaedic 
Surgeons,  San  Francisco. 

Association,  Los  Angeles. 

Jan.  23— Board  Meeting,  Family  Medicine 
Foundation  of  WV,  Charleston. 

Jan.  23— Board  Meeting,  WVAAFP,  Charles- 
ton. 

Jan.  23-25— 20th  Mid-Winter  Clinical  Con- 
ference, Charleston. 

Feb.  7-8— WV  Gastrointestinal  Society,  Ca- 
naan Valley  Resort  & Conference  Cen- 
ter, Davis. 

Feb.  19-22— Am.  College  of  Nuclear  Physi- 
cians, San  Francisco. 

Feb.  22-27— Am.  College  of  Medical  Imag- 
ing, Lake  Tahoe,  Nev. 

Mar.  3-6— Am.  Cancer  Society,  New  York. 

Mar.  29-April  3— Am.  Assoc,  of  Pathologists, 
Washington,  DC. 

April  10-12— WVAAFP  Scientific  Assembly, 
Charleston. 

April  26-29— WV  Academy  of  Ophthal- 
mology 40th  Annual  National  Spring 
Meeting,  White  Sulphur  Springs. 

May  19— Am.  Medical  Student  Assoc.,  New 
Orleans. 

Aug.  8-12— 120th  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 

Sept.  14-17— AAFP,  San  Francisco. 
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Eye  Physicians 

and 

Surgeons 


Keeping  Your  Family  In  Sight 


SOUTH  CHARLESTON  OFFICE 


• DRY  EYE  SPECIALISTS 
• PEDIATRIC  VISION  CARE 
• CONTACT  LENSES 


• CATARACT  SURGERY 

• EYE  EXAMINATIONS 
• LASER  SURGERY 


CHARLESTON  OFFICE 


Muhib  S.  Tarakji,  M.D. 


Herbert  A.  Tipler,  M.D. 


Riehard  C.  Rashid.  M.I). 


Medicare  Assignment  accepted  on  aH  medicare  patients. 
Charging  only  what  medicare  approves  for  covered 
services. 


FOR  APPOINTMENTS  CALL 

South  Charleston 

Across  the  street  from  / O Yl  \ Q ^70^71 

Thomas  Memorial  Hospital  \ Ov/  a / I UO"  I O I -L 

424  Division  Street 


Charleston 

CAMC/General  Division 
General  Medical  Pavilion, 
Suite  100 
415  Morris  Street 


WVU  Medical 
Center  News 


West  Virginia 
University 


Children’s  Cancer 

Cancer  in  children  is  rare,  accord- 
ing to  WVU’s  new  pediatric  hema- 
tologist and  oncologist  A.  Kim 
Ritchey,  who  estimates  there  are 
probably  60-70  cases  in  the  state  per 
year. 

Since  that’s  of  little  consolation  to 
youngsters  who  have  it,  or  to  their 
families  and  friends,  Doctor  Ritchey’s 
immediate  objective  as  Associate 
Professor  since  May  in  the  Depart- 
ment of  Pediatrics  and  Chief  of  its 
Section  of  Pediatric  Hematology- 
Oncology  has  been  to  get  patient 
care  at  “peak  excellence’’  in  the 
shortest  time  possible. 

His  approaches  include  “trying  to 
inform  people  around  the  state,  who 
might  not  know,  that  we  are  here  to 
serve  their  needs.” 

“Treatment  of  cancer  involves  mul- 
tidisciplinary care,”  Doctor  Ritchey 
said,  adding  he  hopes  the  number 
who  will  participate  at  WVU  will 
increase.  Already  he  is  collaborating 
in  studies  with  psychologists  Andrew 
Bradlyn  and  Carol  Harris,  who  have 
a special  interest  in  children’s  and 
families’  behaviors  and  emotional 
reactions  concerning  cancer.  He  also 
expects  to  recruit  another  physician 
specialist  — one  who  is  particularly 
research  oriented. 

Leukemia  Most  Common 

Just  as  it  is  in  other  states,  leu- 
kemia is  the  most  common  cancer  in 
children  in  West  Virginia.  WVU  is 
an  affiliate  member  of  the  Pediatric 
Oncology  Group  (POG),  a National 
Cancer  Institute-funded  partnership 
of  children’s  cancer  centers.  Partici- 
pation gives  the  Medical  Center  ac- 
cess to  the  most  up-to-date  treatment 
protocols  and  chemotherapy  drugs  for 
leukemia  as  well  as  other  cancer  in 
children. 


Specialist  New 

Co-investigators  in  the  POG  are 
Doctor  Ritchey  and  Kenneth  Starling. 
Doctor  Starling  is  Professor  and  Head 
of  Pediatrics  at  the  Charleston  Di- 
vision. 

Doctor  Ritchey  is  also  working  to 
improve  care  for  children  with  non- 
malignant  blood  diseases.  For  ex- 
ample, for  his  patients  at  WVU  who 
have  idiopathic  thrombocytopenic 
purpura  I ITP ) , he  will  use  a new 
treatment  he  began  at  Yale  Uni- 
versity School  of  Medicine  and  con- 
tinues to  collaborate  on  with  a col- 
league there. 

In  ITP,  the  most  common  blood 
disease  after  iron  deficiency  anemia, 
the  platelet  count  is  low.  Most  likely 
the  result  of  an  earlier  viral  infection, 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


the  condition  usually  goes  away  but 
can  produce  serious,  even  fatal,  bleed- 
ing. 

“What  we  are  doing  is  giving  a 
medication  that  causes  the  platelet 
count  to  rise  faster  — - one  week  or 
less  — than  with  the  usual  treat- 
ment,” he  said. 

A similar  steroid  drug  is  used  in 
each  instance,  yet  with  the  larger 
doses  given  over  a three-day  period, 
Doctor  Ritchey  and  his  research  col- 
league have  seen  no  significant  side 
effects.  In  three  of  the  four  patients 
who  responded,  the  platelet  count 
reached  normal  in  three  days.  The 
fourth  attained  a normal  count  in  a 
week. 


Dr.  John  V.  Linberg,  Associate  Professor  of  Ophthalmology  and  oculoplastic  surgeon 
at  WVU,  discusses  eye  surgery  with  Eric  Arturo  Delvalle,  the  President  of  Panama, 
and  Oliver  Foot,  Executive  Director  of  Project  ORBIS.  Linberg  recently  made  his 
third  trip  on  ORBIS,  a “flying  eye  hospital”  which  promotes  the  exchange  of  surgical 
skills  between  local  ophthalmologists  of  various  countries  and  visiting  surgeons.  Pres- 
ident Delvalle  visited  the  airplane  when  it  landed  in  Panama  City  where  the  project 
provided  technical  training  and  assistance  to  set  up  a national  eye  bank.  Doctor 
Linberg’s  previous  trips  on  ORBIS  were  to  Tunisia  in  1984  and  to  Iraq  in  February 
of  this  year. 
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MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


1986  Meet-The-Scholar 
4Rep’  Doctor  Mufson 

Dr.  Maurice  A.  Mufson,  Chairman 
of  the  Department  of  Medicine,  has 
been  chosen  by  fellow  faculty  mem- 
bers as  their  Fall  1986  representative 
in  the  school’s  Meet-the-Scholar  Pro- 
gram, President  Dale  F.  Nitzschke 
has  announced. 

The  program  honors  academic 
scholarship  and  research,  and  pro- 
motes interaction  between  Marshall 
scholars  and  the  Tri-State  community. 

“Doctor  Mufson  has  brought  great 
distinction  to  Marshall  through  his 
very  highly  regarded  research,  which 
has  been  presented  at  numerous  inter- 
national meetings  and  in  some  of  the 
world’s  most  prestigious  medical 
publications,”  Nitzschke  said.  “He 
also  has  contributed  a great  deal 
through  his  leadership  as  founding 
Chairman  of  our  Department  of  Medi- 

* 99 

cine. 

The  selection  committee  was  im- 
pressed by  Doctor  Mufson’s  continu- 
ing followup  on  previous  research  as 
he  “forges  ahead”  in  new  areas,  said 
Chairman  Christopher  Dolmetsch. 

“Doctor  Mufson  is  already  preemi- 
nent in  research  on  pneumococcal 
pneumonia  and  apparently  has  the 
longest  research  study  followup  in  the 
field  of  viral  pneumonia,”  he  said. 
“He  holds  several  hundred  thousand 
dollars  in  grants  and  research  awards, 
and  now  is  working  on  a virus  which 
is  a leading  cause  of  pneumonia  in 
children.” 

Since  coming  to  Marshall  in  1976 
as  Chairman  of  Medicine,  Doctor 
Mufson  also  has  served  as  Acting 
Associate  Chief  of  Staff  for  Research 
at  the  Huntington  Veterans  Adminis- 
tration Medical  Center. 


His  current  research  focuses  on 
respiratory  syncytial  virus,  which  is 
especially  dangerous  to  young  chil- 
dren and  the  elderly.  So  far,  no 
vaccine  has  been  developed  which 
adequately  prevents  infection  by  the 
virus. 

Using  techniques  acquired  on  a 
recent  sabbatical  at  the  Karolinska 
Institute  in  Sweden,  Doctor  Mufson 
is  studying  RS  virus  samples  col- 
lected in  Huntington  in  recent  years 
to  find  out  more  about  the  virus 
structure. 

He  also  continues  work  on  a pro- 
ject studying  how  long  antibody  pro- 
tection from  pneumonia  vaccine  lasts. 
A manuscript  reporting  10-year  fol- 
low-up findings  has  been  accepted 
for  publication,  and  he  recently 
returned  to  Chicago  to  perform 
additional  tests. 

Doctor  Mufson  is  President  of  the 
Cabell  County  Medical  Society  and 
Chairman  of  the  1987  Annual  Meet- 
ing Program  Committee  of  the  West 
Virginia  State  Medical  Association. 


Regents  Give  Campus  MRI 
Facility  Preliminary  Nod 

The  West  Virginia  Board  of  Re- 
gents gave  preliminary  approval  at 
its  November  meeting  to  a Marshall 
University  request  which  would  allow 
a magnetic  resonance  imaging  facility 
to  be  located  on  the  Marshall  campus. 

The  board  gave  conceptual  ap- 
proval to  the  proposal,  allowing 
Marshall  to  proceed  with  developing 
a lease  and  agreement  which  would 
lease  land  to  Tri-State  MRI,  a joint 
venture  of  St.  Mary’s  and  Cabell 
Huntington  hospitals. 

When  a lease  agreement  is  final- 
ized, Marshall  will  take  it  to  the 
Board  of  Regents  or  its  executive 
committe  for  final  approval. 

There  would  be  no  cost  to  Marshall 
or  the  state.  The  hospitals  would  buy 


the  MRI  and  construct  the  building 
to  house  it. 

“This  will  provide  an  unparalleled 
opportunity  for  exposing  our  medical 
students  to  the  most  modern  diag- 
nostic techniques,”  said  President 
Nitzschke. 


Hoffman  Library  Campaign 
For  $250,000  Succeeds 

Marshall  held  a special  ceremony 
November  2 to  mark  the  successful 
completion  of  a campaign  to  raise 
$250,000  to  provide  an  endowment 
for  the  Dr.  Charles  A.  Hoffman 
Library  of  Medical  Sciences. 

Doctor  Hoffman  was  a Huntington 
urologist  who,  in  1975,  realized  the 
need  for  such  a facility  and  pledged 
$125,000  toward  its  establishment. 
He  also  donated  all  of  his  profes- 
sional papers  and  other  memorabilia 
to  the  library. 

Since  that  time,  the  Hoffman 
Library  of  Medical  Sciences  has 
acquired  approximately  1,000  vol- 
umes pertaining  to  the  history  of  the 
medical  and  allied  health  fields. 
According  to  Marshall  University 
Libraries  Director  Kenneth  T.  Slack, 
many  of  the  volumes  are  rare  and 
exceptional  works. 

“The  Hoffman  Library  is  an  excel- 
lent collection  on  the  history  of  medi- 
cine,” said  Slack.  “When  Doctor 
Hoffman  first  conceived  of  such  a 
library  there  were  no  others  like  it  in 
the  region.  Scholars  had  to  go  to 
Chicago  to  find  adequate  research 
materials.” 

Doctor  Hoffman  served  as  Presi- 
dent of  the  American  Medical  Associ- 
ation in  1973-74  and  was  prominent 
in  a number  of  professional  organiza- 
tions. He  also  served  as  President  of 
the  American  LTological  Association, 
the  West  Virginia  State  Medical  As- 
sociation and  the  American  Associa- 
tion of  Clinical  Urologists. 
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County  Societies 


McDowell 

The  McDowell  County  Medical  So- 
ciety met  October  8 in  Welch  at  the 
Bonanza  Steak  House. 

Dr.  John  Haught,  Beckley  gastro- 
enterologist, was  the  guest  speaker. 
His  subject  was  up-date  of  peptic 
ulcer  disease. 

Doctor  Haught  reviewed  the  gen- 
eral treatment  of  peptic  ulcer,  and 
concentrated  on  the  use  of  recent 
drugs — sucralfate,  ranitidine  and  ci- 
metidine. 

Following  Doctor  Haught’s  talk, 
spouses  assembled  separately  to  or- 
ganize the  Auxiliary  for  the  coming 
year. — John  Cook,  M.  D.  (subsist- 
ing for  Barbara  A.  Fenton,  M.  D., 
Secretary ) 

MINGO 

The  Mingo  County  Medical  Society 
met  October  8 at  Williamson  Mem- 
orial Hospital. 

Dr.  Bapuji  Narra  of  Williamson 
talked  on  “Use  of  Mammorgraphy  in 
Breast  Cancer  Detection.”  — Manolo 
Tampoya,  M.  D.,  Secretary /Treas- 
urer. 


TYGART’S  VALLEY 

Dr.  Stanley  Kandzari  delivered  the 
22nd  annual  Broaddus  Hospital  Mem- 
orial Lecture  in  conjunction  with  the 
Society’s  meeting  October  16  at  the 
Hospital  in  Philippi. 

Doctor  Kandzari,  Professor  of  Uro- 
logy at  West  Virginia  University 
School  of  Medicine  in  Morgantown, 
spoke  on  the  treatment  of  localized 
carcinoma  of  the  prostate  with  inter- 
stitial Iodine-125. 

The  1986  lecture  was  in  memory 
of  the  late  Dr.  Franklin  B.  Murphy 
of  Philippi,  who  died  in  May,  1985. 

A round  of  applause  was  accorded 
to  Dr.  Charles  R.  Arnett  of  Philippi, 
who  received  the  State  Medical  As- 
sociation’s Physician  Award  for  Com- 


munity Service  during  the  WVSMA’s 
Annual  Meeting  in  August. — Michael 
M.  Stump,  M.  D.,  Secretary. 


WESTERN 

Dr.  Bela  Manyam,  Associate  Pro- 
fessor of  Medicine,  LTniversity  of  Illi- 
nois, was  the  guest  speaker  for  the 
meeting  of  the  Western  Medical  So- 
ciety October  14  in  Spencer  at  Roane 
General  Hospital. 

Doctor  Manyam  gave  a very  detail- 
ed report  of  the  history,  pathology 
and  treatment  of  Parkinson’s  disease. 
— Ali  H.  Morad,  M.  D.,  Secretary. 


Electromyography 

and 

Nerve  Conduction 
Studies. 

★ 

Prasadarao  B.  Mukkamala,  MD 

Diplomate  of  American  Board 
of  Physical  Medicine 
and  Rehabilitation. 

Active  member  of 
American  Association 
of  Electromyography 
and  electrodiagnosis. 
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CALL  (304)  344-5153 
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Prasadarao  B.  Mukkamala,  MD 
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Charleston,  WV  25301 


Obituaries 


RAY  E.  BURGER,  M.  D. 

Dr.  Ray  E.  Burger  of  Welch  died 
October  26  in  a hospital  there.  He 
was  74. 

A surgeon,  Doctor  Burger  had 
practiced  in  Welch  since  1944. 

He  was  a former  President  of  the 
West  Virginia  Chapter,  American 
College  of  Surgeons;  a past  President 
of  the  McDowell  County  Medical 
Society;  a Diplomate  of  the  Ameri- 
can Board  of  Surgery,  and  a member 
of  the  American  Board  of  Surgeons. 

Born  in  Craig’s  Creek,  Virginia, 
Doctor  Burger  received  his  under- 
graduate and  M.  D.  (1937)  degrees, 
graduate  medical  training,  and  a 
M.  S.  degree  (1941)  from  the  Uni- 
versity of  Virginia. 

He  was  a member  of  the  McDowell 
County  Medical  Society  and  the  West 
Virginia  State  Medical  Association. 

Surviving  are  three  sons,  Ray 
Burger,  Jr.,  Franktown,  Virginia; 
Robert  C.  Burger,  Columbia,  Mis- 
souri, and  Richard  L.  Burger,  Roan- 
oke, Virginia;  one  brother,  Samuel 
H.  Burger,  Vienna;  three  sisters,  Mrs. 
J.  H.  Laing,  Lewisburg;  Mrs.  Louise 
Guyer,  Charleston,  and  Mrs.  Helen 
Bailey,  North  Ridgeville,  Ohio. 


ROLAND  J.  VIGER,  M D. 

Word  recently  was  received  by 
The  Journal  of  the  death  of  Dr. 
Roland  J.  Viger  of  Vero  Beach,  Flori- 
da, formerly  of  Huntington,  on  May 
3.  He  was  81. 

Doctor  Viger,  an  ophthalmologist, 
was  born  in  Lawrence,  Massachusetts. 

He  received  his  M.  D.  degree  in 
1933  from  McGill  University,  intern- 
ed at  Montreal  General  Hospital  and 
New  York  Hospital  (Cornell),  and 
took  his  residency  at  the  Massachu- 
setts Eye  and  Ear  Infirmary. 

Doctor  Viger  was  an  honorary 
member  of  the  Cabell  County  Medi- 
cal Society,  West  Virginia  State  Medi- 
cal Association  and  American  Medi- 
cal Association. 

Surviving  is  the  widow.  (Other 
survivors,  if  any,  were  not  reported.) 


502  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


New  Members 


The  following  physicians  were 
welcomed  in  October  as  new  mem- 
bers of  the  West  Virginia  State  Medi- 
cal Association: 

Ohio: 

Armando  Araujo,  M.  D.,  401 
Winter  Avenue,  Apartment  2,  Wheel- 
ing 26003,  general  practice 

David  Bowman,  M.  D.,  106  Profes- 
sional Center  I,  Medical  Park,  Wheel- 
ing 26003,  internal  medicine/  gastro- 
enterology 

C.  David  Burkland,  M.  D.,  R.  D.  2, 
Box  339,  Dixon  Run  Road,  Tria- 
delphia  26059,  emergency  medicine 

Ramon  Fagundo,  M.  D.,  5 Hazlett 
Court,  Wheeling  26003,  emergency 
medicine 

Matthew  P.  Fox,  M.  D.,  25  Park 
Road,  Wheeling  26003,  family  prac- 
tice 

Rex  Lasure,  M.  D.,  Rt.  4,  Box  95B, 
Wheeling  26003,  family  practice 

Emmanuel  Munoz,  M.  D.,  139  Bello 
Verde,  Wheeling  26003,  general  prac- 
tice 

James  A.  Oates,  M.  D.,  2513  War- 
wood  Avenue,  Wheeling  26003,  emer- 
gency medicine 

Rodolfo  T.  Orencia,  M.  D.,  Wheel- 
ing Hospital,  Wheeling  26003,  gen- 
eral practice 

Banman  Rasekhy,  M.  D.,  89  South- 
gate  Manor,  St.  Clairsville,  Ohio 
43925,  internal  medicine 

Janice  C.  Sobray,  M.  D.,  R.  D.  # 1, 
320  Longvue  Acres,  Wheeling  26003, 
family  practice 

Michael  B.  Voorhees,  M.  D., 
Family  Health  Center,  Medical  Park, 
Wheeling  26003,  family  practice 

Timothy  D.  Weyrich,  M.  D.,  Over- 
look Condos  C-110,  1810  National 
Road,  Wheeling  26003 

Residents : 

Raymond  A.  Bannan,  M.  D.,  Fam- 
ily Practice  Center,  Wheeling  26003 

Craig  R.  Bardell,  M.  D.,  25 

Economy  Avenue,  Wheeling  26003 

Richard  E.  Behymer,  M.  D.,  Medi- 
cal Park,  Wheeling  26003 


Garry  B.  Bowden,  M.  D.,  Family 
Health  Center,  Medical  Park,  Wheel- 
ing 26003 

Michael  A.  Fortunato,  M.  D., 
Medical  Park,  Wheeling  26003 

Edward  Jardini,  M.  D.,  Family 
Health  Center,  Medical  Park,  Wheel- 
ing 26003 

Brian  W.  MacAulay,  M.  D.,  Family 
Health  Center,  Medical  Park,  Wheel- 
ing 26003 

James  C.  Marbach,  M.  D.,  Family 
Health  Center,  Medical  Park,  Wheel- 
ing 26003 

Steve  Matulis,  M.  D.,  2741  River- 
side Drive,  St.  Albans  25177 

Susie  Matulis,  M.  D.,  2741  River- 
side Drive,  St.  Albans  25177 

William  J.  Phelan,  M.  D.,  301A 
Briarcliff  Manor  Apartments,  West- 
gate  Drive,  Wheeling  26003 

Andrew  M.  Seddon,  M.  D.,  5 Echo 
Point  Circle,  Apartment  3,  Wheeling 
26003 

Kenneth  J.  Seen,  M.  D.,  211111 
Marshall  Avenue,  Wheeling  26003 

Jim  Simonds,  M.  D.,  43  Warwood 
Terrace,  Wheeling  26003 

Lisa  M.  Simonds,  M.  D.,  43  War- 
wood  Terrace,  Wheeling  26003 

Jane  Sullivan,  M.  D.,  Medical  Park. 
Wheeling  26003 

Judith  Walken,  M.  D.,  Family 
Health  Center,  Medical  Park,  Wheel- 
ing 26003 

Marvin  Williams,  M.  D.,  Medical 
Park.  Wheeling  26003 


Bridalveil  Fall,  Yosemite  National  Park,  California  c.  1927. 
Photography  by  Ansel  Adams.  Courtesy  of  the  Ansel  Adams 
Publishing  Rights  Trust.  All  rights  reserved. 


SOME  OF  THE  GREATEST 
THINGS  IN  AMERICA 
NEVER  CHANGE.  SOME  DO. 


Paying  Better  Than  Ever. 

Through  photography, 

Ansel  Adams  immortalized  the 
unspoiled  beauty  of  Bridalveil 
Fall  for  all  America  to  see. 

Some  things  never  change. 

But  one  great  American 
tradition  has  changed — U.S. 

Savings  Bonds.  Now  Savings 
Bonds  pay  higher  variable  in- 
terest rates  like  money  market 
accounts.  That’s  the  kind  of 
change  anyone  can  appreciate. 

Just  hold  Savings  Bonds 
for  five  years  and  you  get  the 
new  variable  interest  rates.  Plus, 
you  get  a guaranteed  return. 

That  means  you  can  earn  a lot 
more,  but  never  less  than  7 V2  % . 

You  can  purchase  Bonds 
at  almost  any  financial  institu- 
tion. Or  easier  yet,  through  the 
Payroll  Savings  Plan  where  you 
work. 

Buy  Savings  Bonds.  Like 
the  wilderness,  they’re  another 
part  of  our  proud  heritage. 

For  the  current  interest 
rate  and  more  information,  call 
toll-free  1-800-US-Bonds. 

US  SAVINGS  BONDS'^ 

Paying  Better  Than  Ever  ~ 

Variable  rates  apply  to  Bonds  purchased  on  and 
after  1 1/1/82  and  held  at  least  5 years.  Bonds 
purchased  before  1 1/1/82  earn  variable  rates  when 
held  beyond  10/31/87-  Bonds  held  less  than  5 years 
earn  lower  interest. 

A public  service  of  this  publication. 
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THE 

MYERS  CLINIC 

Philippi,  West  Virginia 

Radiology: 

Halberto  G.  Cruz,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 
Gregg  J.  Fromell,  M.  D. 

Family  Practice: 

Charles  L.  Arnett,  M.  D. 
James  A.  Arnett,  M.  D. 

JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH  D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Charleston/^— 

Eye  Care AvTNl  1 George  E.  Toma,  M.D.,  EACS 

Associates  Inc .%■/## 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 


CORNEAL  TRANSPLANTS 


PERMANENT  COSMETIC 
EYELINER 


4430  Kanawha  Turnpike 
24  HOUR  South  Charleston,  WV  25309 


344-3937  ANSWERING  SERVICE  768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 4:00  P.M.  (800)  344-3993 
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A SPECIAL 
PRACTICE 


F O R 


SPECIALISTS 


If  you're  a Surgeon  or  OB/GYN  or  Other  Medical 
Specialist,  the  Air  Force  may  have  a special  practice  for  you. 

What  makes  it  special?  You'll  enjoy  an  excellent  pay  and 
benefits  package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And  you  will 
work  with  modern  equipment  and  some  of  the  most  highly  trained 
professionals  in  the  world,  serving  your  country  and  your  patients. 
Now  thafs  special! 

Find  out  just  how  special  your  practice  can  be.  Call 

Capt  Elliott  Sarantakos 
at  (412)  687-7313 
Call  Collect 


. . . but  in  every  legislative  session,  they  consider  over  500  bills 
that  determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine’s  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law 
— and  that  bad  legislation  doesn’t.  WESPAC  helps  make  sure  that  our  views  are  heard! 

WESPAC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  clearly  indi- 
cate a willingness  to  listen  to  and  support  medicine’s  views.  By  supporting  WESPAC,  you’ll  be  helping 
to  see  that  the  non-physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legis- 
lation which  affects  our  patients  and  our  profession! 

Hurry!  Join  before  January  1 and  still  receive  a 1986  tax  credit  of  one  half  of  the  political  contribution 
up  to  $100.  Under  the  new  tax  law  neither  tax  credits  nor  deductions  for  political  contributions  will  be 
allowed. 


Enclosed  is  my  personal  check  for  □ $50  Regular  member 

□ $100  Sustainer  member. 

Please  enroll  me  as  a member  of  WESPAC  and  AMPAC. 
Name 

Address 

City  State 

Zip 

Send  to:  WESPAC,  P.  O.  Box  4106,  Charleston,  WV  25364 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  WVSMA  will  favor  or  disadvantage  anyone  based  upon  the  amounts 
of  or  failure  to  make  pac  contributions  Contributions  are  subject  to  the  limitations  of  FEC  Regulations  (Federal  Regulations  require  this  notice) 
and  the  W V State  Election  Laws. 
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AIDS  and  its  Transmission:  Questions  and  Answers  for  The 
Journal  — Roy  C.  Baron,  MD  Apr.  75 

Amniotic  Band  Syndrome:  Report  of  Two  Cases  (Review  of 

Literature)  — • Saeed  Mahmoodian,  MD;  and  Philip  Ulrich, 

MD  Apr.  78 

Angioscopy  in  Occult  Gastrointestinal  Hemorrhage,  Fluorescein 
(A  Case  Report)  — John  H.  McWhorter,  MD;  Duane  C.  Roe, 

MD;  and  Edward  S.  Schneir,  MD  __ Aug.  272 

Antiarrhythmic  Drugs,  Newer  — Stanley  B.  Schmidt,  MD; 

David  Z.  Morgan,  MD;  and  Abnash  C.  Jain,  MD  Nov.  443 

Antibiotics,  Prophylactic,  in  Major  Surgery  (Review  Article) 

— Robert  D'Alessandri,  MD;  Richard  Vaughan,  MD;  and 

David  Z.  Morgan,  MD  Jan.  1 

Anticoagulation,  Heparin,  Sublingual  Hematoma:  An  Unusual 
Complication  of  — Jack  E.  Riggs,  MD  May  131 

Arteritis,  Giant  Cell:  Diagnosis,  Therapy  and  Implications  for 
Primary  Care  Doctor  — Thomas  J.  Romano,  MD;  and  Hong 
I.  Seung,  MD  Jan.  6 

Arteritis,  Temporal,  Presenting  with  Diplopia  — Larry  W.  More- 
land, MD;  James  E.  Brick,  MD;  and  Robin  McKenzie,  MD  Dec.  481 


Artery  Disease,  Noninvasive  Testing  for  Asymptomatic  Carotid 

— Vincent  C.  Traynelis,  MD;  and  Howard  H.  Kaufman,  MD  Aug.  269 

Asymptomatic  Carotid  Artery  Diease,  Noninvasive  Testing  for 

— Vincent  C.  Traynelis,  MD;  and  Howard  H.  Kaufman,  MD  Aug.  269 
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Balian,  Arpy  A.,  MD;  and  Robert  A.  Gustafson,  MD;  William 
A.  Neal,  MD;  and  Scott  B.  Yeager,  MD  — Percutaneous 
Balloon  Pulmonary  Valvuloplasty  June  169 

Band  Syndrome,  Amniotic;  Report  of  Two  Cases  (Review  of 
Literature)  — Saeed  Mahmoodian,  MD;  and  Philip  Ulrich, 

MD  Apr.  78 

Baron,  Roy  C.,  MD  — AIDS  and  its  Transmission:  Questions 
and  Answers  for  the  Journal  Apr.  75 

Belding,  Robert  C.,  MD;  and  Fawzi  Fawaz,  MD  — Primary 
Sclerosing  Cholangitis:  A Case  Associated  with  Diabetes 

Mellitus  Sept.  331 

Belis,  John  A.,  MD;  Eli  F.  Lizza,  MD;  and  Asghar  Farsaii,  MD 
— Complete  Extrinsic  Occlusion  of  the  Inferior  Vena  Cava  by 
Renal  Cell  Carcinoma  Metastatic  to  Retroperitoneal  Lymph 
Nodes  __ Feb.  23 

Belis,  John  A.,  MD;  Joseph  Plymale,  MD;  and  William  F. 

Tarry,  MD  — Temporary  Urinary  Diversion  in  Children  Sept.  327 

Bleeding  Disorder,  Factor  IX  Deficiency  and  Frugal  Method  of 
Analysis  for  the  Patient  with  an  Obscure  — A.  Thomas 
Bundy,  MD  Oct.  378 

Breast  Cancer,  Part  1:  Chemotherapy  for  — George  J.  Hill, 

MD  July  221 

Breast  Cancer,  Part  2:  Treatment  of  Metastatic,  Chemotherapy 
for  — George  J.  Hill,  MD  Aug.  267 

Brick,  James  E.,  MD;  Larry  W.  Moreland,  MD;  and  Robin 
McKenzie,  MD  — Temporal  Arteritis  Presenting  with 
Diplopia  — Dec.  481 

Bundy,  A.  Thomas,  MD  — Factor  IX  Deficiency  and  Frugal 
Method  of  Analysis  for  the  Patient  with  an  Obscure  Bleed- 
ing Disorder  Oct.  378 
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Cancer,  Part  1:  Chemotherapy  for  Breast  — George  J.  Hill, 

MD  July  221 

Cancer,  Part  2:  Treatment  of  Metastatic  Breast,  Chemotherapy 
for  Breast  — George  J.  Hill,  MD Aug.  267 

Cancer  Patients,  The  Use  of  Right  Atrial  Catheters  in  Pediatric, 

Improved  Quality  of  Life  — Priscilla  A.  Gilman,  MD;  Theresa 
F.  Palmer,  RNMS;  and  Ellen  E.  Hrabovsky,  MD  Mar.  37 

Cancer  Screening  in  West  Virginia,  Primary  Care  — Phillip  J. 

Murray,  MB,  R.  John  C.  Pearson,  MB;  and  Harvey  J.  Wolf, 

DPA  juiy  225 

Carbon  Monoxide  Poisoning,  Myocardial  Infarction  following  — 

Mark  Minor,  MD;  and  David  Seidler,  MD  ....  Feb.  25 


Cardiac  Electrophysiologic  Testing,  Current  Status  of  — Stanley 
B.  Schmidt,  MD;  and  Abnash  C.  Jain,  MD  Oct.  376 

Catheters  in  Pediatric  Cancer  Patients,  Improved  Quality  of  Life 
— Priscilla  A.  Gilman,  MD;  Theresa  F.  Palmer,  RNMS;  and 
Ellen  E.  Hrabovsky,  MD  Mar.  37 

Chemotheraphy  for  Breast  Cancer,  Part  1 — George  J.  Hill,  MD  July  221 

Chemotheraphy  for  Breast  Cancer,  Part  2:  Treatment  of 

Metastatic  Breast  Cancer  — George  J.  Hill,  MD  Aug.  267 

Cholangitis,  Primary  Sclerosing:  A Case  Associated  with 

Diabetes  Mellitus  — Fawzi  Fawaz,  MD;  and  Robert  C.  Beld- 
ing, MD  Sept.  331 

Complete  Extrinsic  Occlusion  of  the  Interior  Vena  Cava  by 
Renal  Cell  Carcinoma  Metastatic  to  Retroperitoneal  Lymph 
Nodes  — Eli  F.  Lizza,  MD;  Asghar  Farsaii,  MD;  and  John 

A.  Belis,  MD  Feb.  23 

Cricoid  Arch  Reconstruction,  Vascularized  Hyoid  Bone  for  — 

Romeo  Y.  Lim,  MD  Mar.  41 

Current  Status  of  Cardiac  Electrophysiologic  Testing  — Stanley 

B.  Schmidt,  MD;  and  Abnash  C.  Jain,  MD  Oct.  376 


D 

D'Alessandri,  MD;  Richard  Vaughan,  MD;  and  David  Z.  Morgan, 
MD  — Review  Article:  Prophylactic  Antiobiotics  in  Major 


Surgery  Jan.  1 

Davis,  Charles  M.,  MD;  Jamshid  Tehranzadeh,  MD;  Eric  L. 

Radin,  MD;  and  Howard  H.  Kaufman,  MD  — Treatment  of 
Lumbar  Disc  Disease,  1986  Feb.  21 

Diabetes,  Mononeuropathy  Multiplex  Associated  with,  in  an 
18-Year  Old  Male  — Theodore  S.  Thomas,  MD;  and  Irma  H. 

Ullrich,  MD  July  227 

Diplopia,  Temporal  Arteritis  Presenting  with  — Larry  W. 

Moreland,  MD;  James  E.  Brick,  MD;  and  Robin  McKenzie, 

MD  Dec.  481 
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— Vincent  C.  Traynelis,  MD;  and  Howard  H.  Kaufman,  MD  Aug.  269 

Drug-Induced  Hyperkalemia  (Medical  Grand  Rounds  from  West 
Virginia  University  Medical  Center)  — Edited  by  Irma  H. 

Ullrich,  MD  Nov.  439 

Drugs,  Newer  Antiarrhythmic  — Stanley  B.  Schmidt,  MD; 

David  Z.  Morgan,  MD;  and  Abnash  C.  Jain,  MD  Nov.  443 


E 

Electrophysiologic  Testing,  Current  Status  of  Cardiac  — Stanley 
B.  Schmidt,  MD;  and  Abnash  C.  Jain,  MD  Oct.  376 
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Factor  IX  Deficiency  and  Frugal  Method  of  Analysis  for  the 
Patient  with  an  Obscure  Bleeding  Disorder  — A.  Thomas 
Bundy,  MD  Oct.  378 

Farsaii,  Asghar,  MD;  John  A.  Belis,  MD;  and  Eli  F.  Lizza,  MD 
— Complete  Extrinsic  Occlusion  of  the  Inferior  Vena  Cava  by 
Renal  Cell  Carcinoma  Metastatic  to  Retroperitoneal  Lymph 
Nodes  Feb.  23 

Fatal  Intracranial  Hemorrhage  Secondary  to  Isoimmune 
Thrombocytopenia  — Edward  A.  Liechty,  MD;  David  Z.  Myer- 
berg,  MD,  Martha  D.  Mullett,  MD;  and  Jesse  J.  Jenkins  III, 

MD  May  125 

Fawaz,  Fawzi,  MD;  and  Robert  C.  Belding,  MD  — Primary 
Sclerosing  Cholangitis:  A Case  Associated  with  Diabetes 

Mellitus  Sept.  331 

Fluorescein  Angioscopy  in  Occult  Gastrointestinal  Hemorrhage 
(A  Case  Report)  — John  H.  McWhorter,  MD;  Duane  C.  Roe, 

MD;  and  Edward  S.  Schneir,  MD  Aug.  272 


G 

Gastrointestinal  Hemorrhage,  Fluorescein  Angioscopy  in  Occult 


(A  Case  Report)  — John  H.  McWhorter,  MD;  Duane  C.  Roe, 

MD;  and  Edward  S.  Schneir,  MD  Aug.  272 

Giant-Cell  Arteritis:  Diagnosis,  Therapy  and  Implications  for 
the  Primary  Care  Doctor  — Thomas  J.  Romano,  MD:  and 
Hong  I.  Seung,  MD  Jan.  6 
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Gilman,  Priscilla  A.,  MD,  Theresa  F.  Palmer,  RNMS;  and  Ellen 
E.  Hrabovsky  MD  — The  Use  of  Right  Atrial  Catheters  in 
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Hemorrhage,  Fatal  Intracranial,  Secondary  to  Isoimmune 
Thrombocytopenia  — Edward  A.  Liechty,  MD;  David  Z. 

Myerberg,  MD;  Martha  D.  Mullett,  MD;  and  Jesse  J.  Jenkins 

III,  MD  May  125 
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Hill,  George  J.,  MD  — Chemotherapy  for  Breast  Cancer,  Part  2: 

Treatment  of  Metastatic  Breast  Cancer  Aug.  267 

Hrabovsky,  Ellen  E.,  MD;  Priscilla  A.  Gilman.  MD;  and  Theresa 
F.  Palmer,  RMNS  — The  Use  of  Right  Atrial  Catheters  in 
Pediatric  Cancer  Patients:  Improved  Quality  of  Life  Mar.  37 
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Center)  — Edited  by  Irma  H.  Ullrich,  MD  Sept.  333 

Hyperkalemia,  Drug-Induced  (Medical  Rounds  from  West  Vir- 
ginia University  Medical  Center)  — Edited  by  Irma  H. 

Ullrich,  MD  Nov.  439 


J 

Jain,  Abnash  C.,  MD;  David  Z.  Morgan,  MD;  and  Stanley  B. 

Schmidt  MD  — Newer  Antiarrhythmic  Drugs  ....  Nov.  433 

Jain,  Abnash  C.,  MD;  and  Stanley  B.  Schmidt,  MD  — Current 
Status  of  Cardiac  Electrophysiologic  Testing  Oct.  376 

Jenkins,  Jesse  J.  Ill,  MD;  Edward  A.  Liechty,  MD;  David  Z. 

Myerberg,  MD;  and  Martha  D.  Mullett,  MD  — Fatal  Intra- 
cranial Hemorrhage  Secondary  to  Isoimmune  Thrombo- 
cytopenia   May  125 


K 

Kaufman,  Howard  H.,  MD;  and  Vincent  C.  Traynelis,  MD  — 
Noninvasive  Testing  for  Asymptomatic  Carotid  Artery  Disease  Aug.  269 

Kaufman,  Howard  H.,  MD;  Charles  M.  David,  MD;  Jamshid 
Tehranzadeh,  MD;  and  Eric  L.  Radin,  MD  — Treatment  of 
Lumbar  Disc  Disease,  1986  Feb.  21 

Kovach,  Rodney  F.,  MD;  and  Jeffrey  L.  Neeley,  MD  — Trau- 
matic Tattoos  Treated  By  Salabrasion  Following  Use  of  the 
Mountaineer's  Gun  Jan.  5 


L 

Liechty,  Edward  A.,  MD;  Jesse  J.  Jenkins  III,  MD;  David  Z. 

Myerberg,  MD;  and  Martha  D.  Mullett,  MD  — Fatal  Intra- 
cranial Hemorrhage  Secondary  to  Isoimmune  Thrombocyto- 
penia   May  125 

Lim,  Romeo  Y.,  MD  — Vascularized  Hyoid  Bone  for  Cricoid 
Arch  Reconstruction  Mar.  37 

Luidahl,  Jeffrey  J.,  MD;  Richard  C.  Haydon  III.  MD:  and 
Susan  M.  Rodman,  PhD  — Snoring  and  Related  Problems: 

Surgical  Correction  May  127 

Lizza,  Eli  F.,  MD;  Asghar  Farsaii,  MD;  and  John  A.  Belis,  MD 
— Complete  Extrinsic  Occlusion  of  the  Inferior  Vena  Cava 
by  Renal  Cell  Carcinoma  Metastatic  to  Retroperitoneal  Lymph 
Nodes  - Feb.  23 

Lumbar  Disc  Disease,  1986,  Treatment  of  — Howard  H.  Kauf- 
man, MD:  Charles  M.  Davis,  MD;  Jamshid  Tehranzadeh,  MD; 
and  Eric  L.  Radin,  MD  Feb.  21 


M 

Mahmoodian,  Saeed,  MD;  and  Philip  Ulrich,  MD  — Amniotic 
Band  Syndrome:  Report  of  Two  Cases  (Review  of  Literature)  Apr.  78 

Mahmoodian,  Saeed,  MD  — Neuroleptic  Malignant  Syndrome  Nov.  435 

Malignant  Syndrome,  Neuroleptic  — Saeed  Mahmoodian,  MD  Nov.  435 


McKenzie,  Robin,  MD;  Larry  W.  Moreland,  MD;  and  James 
E.  Brick,  MD  — Temporal  Arteritis  Presenting  with  Diplopia  Dec.  481 

McWhorter,  John  H.,  MD;  Duance  C.  Roe,  MD;  and  Edward  S. 

Schneir,  MD  — Fluorescein  Angioscopy  in  Occult  Gastroin- 
testinal Hemorrhage  (A  Case  Report)  Aug.  272 

Medical  Grand  Rounds  from  the  West  Virginia  University 
Medical  Center  — Edited  by  Irma  H.  Ullrich,  MD: 

Drug-Induced  Hyperkalemia  Nov.  439 

Meningococcal  Disease  Mar.  43 

Prevention  of  Deep  Venous  Thrombosis  June  173 

Rationale  for  Treatment  of  Hypercholesterolemia  Sept.  333 

Meningococcal  Disease  (Medical  Grand  Rounds  from  the  West 
Virginia  University  Medical  Center)  — Edited  by  Irma  H. 

Ullrich,  MD  Mar.  43 

Metastatic  Breast  Cancer,  Chemotherapy  for  Breast  Cancer, 

Part  2:  Treatment  of  — George  J.  Hill,  MD  Aug.  267 

Minor,  Mark,  MD;  and  David  Seidler,  MD  — Myocardial  Infarc- 
tion following  Carbon  Monoxide  Poisoning  Feb.  25 

Mononeuropathy  Multiplex  Associated  with  Diabetes  in  an  18- 
Year-Old  Male  — Theodore  S.  Thomas,  MD;  and  Irma  H. 

Ullrich,  MD  July  227 

Moreland,  Larry  W.,  MD;  James  E.  Brick,  MD;  and  Robin 
McKenzie,  MD  — Temporal  Arteritis  Presenting  with 
Diplopia  Dec.  481 

Morgan,  David  Z.,  MD  — Presidential  Address  Oct.  373 

Morgan.  David  Z.,  MD;  Robert  D'Alessandri.  MD;  and  Richard 
Vaughan,  MD  — Review  Article:  Prophylactic  Antibiotics  in 
Major  Surgery  Jan.  1 

Morgan,  David  Z..  MD;  Stanley  B.  Schmidt,  MD;  and  Abnash 
C.  Jain,  MD  — Newer  Antiarrhythmic  Drugs  Nov.  443 

Mullett.  Martha  D.  MD;  Edward  A.  Liechty,  MD;  Jesse  J. 

Jenkins  III,  MD;  and  David  Z.  Myerberg,  MD  — Fatal  In- 
tracranial Hemorrhage  Secondary  to  Isoimmune  Thrombocy- 
topenia   May  125 

Multiplex,  Mononeuropathy,  Associated  with  Diabetes  in  an 
18-Year-Old  Male  — Theodore  S.  Thomas,  MD;  and  Irma  H. 

Ullrich,  MD  July  227 

Murray,  Phillip  J.,  MB;  R.  John  C.  Pearson.  MB;  and  Harvey 
J.  Wolf,  DPA  — Primary  Care  Cancer  Screening  in  West 
Virginia  July  225 

Myerberg.  David  Z.,  MD;  Martha  D.  Mullett,  MD;  Edward  A. 

Liechty,  MD;  and  Jesse  J.  Jenkins  III,  MD;  — Fatal  In- 
tracranial Hemorrhage  Secondary  to  Isoimmune  Thrombocy- 
topenia   May  125 

Myocardial  Infarction  Following  Carbon  Monoxide  Poisoning  — 

Mark  Minor,  MD;  and  David  Seidler,  MD  Feb.  25 

N 

Neal,  William  A.,  MD;  Arpy  A.  Balian,  MD;  Robert  A. 

Gustafson,  MD;  and  Scott  B.  Yeager,  MD  — Percutaneous 
Balloon  Pulmonary  Valvuloplasty  June  169 

Neely,  Jeffrey  L..  MD;  and  Rodney  F.  Kovach,  MD  — Trau- 
matic Tattoos  Treated  By  Salabrasion  Following  Use  of  the 
Mountaineer's  Gun  ....  Jan.  5 

Neuroleptic  Malignant  Syndrome  — Saeed  Mahmoodian,  MD  Nov.  435 

Newer  Antiarrhythmic  Drugs  — Stanley  B.  Schmidt,  MD;  David 
Z.  Morgan,  MD;  and  Abnash  C.  Jain,  MD  Nov.  443 


Noninvasive  Testing  for  Asymptomatic  Carotid  Artery  Disease 
— Vincent  C.  Traynelis.  MD;  and  Howard  H.  Kaufman,  MD  Aug.  269 

P 


Palmer.  Theresa  F„  RNMS;  Ellen  E.  Hrabovsky.  MD;  and 
Priscilla  A.  Gilman,  MD  — The  Use  of  Right  Atrial  Catheters 
in  Pediatric  Cancer  Patients:  Improved  Quality  of  Life  Mar.  37 

Pearson,  R.  John  C.,  MB;  Phillip  J.  Murray,  MB;  and  Harvey 
J Wolf,  DPA  — Primary  Care  Cancer  Screening  in  West 
Virginia  — July  225 

Percutaneous  Balloon  Pulmonary  Valvuloplasty  — Scott  B. 

Yeager,  MD;  William  A.  Neal,  MD;  Arpy  A.  Balian,  MD;  and 
Robert  A.  Gustafson,  MD  June  169 

Plymale,  Joseph,  MD;  William  F.  Tarry,  MD;  and  John  A. 

Belis,  MD  — Temporary  Urinary  Diversion  in  Children  Sept.  327 

Presidential  Address  — David  Z.  Morgan,  MD  Oct.  373 

Prevention  of  Deep  Venous  Thrombosis  ( Medical  Grand  Rounds 
from  the  West  Virginia  University  Medical  Center)  — Edited 
by  Irma  H.  Ullrich,  MD  June  173 

Primary  Care  Cancer  Screening  in  West  Virginia  — Phillip  J. 

Murray,  MB;  R.  John  C.  Pearson,  MB;  and  Harvey  J.  Wolfe, 

DPA  July  225 

Primary  Care  Doctor,  Implications  far  the,  Giant-Cell 
Arteritis:  Diagnosis,  Therapy  — Thomas  J.  Romano,  MD; 

and  Hong  I.  Seung,  MD  Jan.  6 
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Primary  Sclerosing  Cholangitis:  A Case  Associated  with  Diabetes 


Mellitus  — Fawzi  Fawaz,  MD;  and  Robert  C.  Belding,  MD  Sept.  331 

Prophylactic  Antibiotics  in  Major  Surgery  (Review  Article) 

— Robert  D’Alessandri,  MD;  Richard  Vaughan,  MD;  and 

David  Z.  Morgan,  MD  Jan.  1 

Pulmonary  Valvuloplasty,  Percutaneous  Balloon  — Scott  B. 

Yeager,  MD;  William  A.  Neal,  MD;  Arpy  A.  Balian,  MD;  and 
Robert  A.  Gustafson,  MD  _ June  169 

R 

Radin,  Eric  L.,  MD;  Howard  H.  Kaufman,  MD;  Charles  M. 

Davis,  MD;  and  Jamshid  Tehranzadeh,  MD  — Treatment  of 
Lumbar  Disc  Disease,  1986  Feb.  21 

Rationale  for  Treatment  of  Hypercholesterolemia  (Medical 
Grand  Rounds  from  the  West  Virginia  University  Medical 
Center)  — Edited  by  Irma  H.  Ullrich,  MD  Sept.  333 

Renal  Cell  Carcinoma,  Metastatic  to  Retroperitoneal  Lymph 
Nodes,  Complete  Extrinsic  Occlusion  of  die  Inferior  Vena 
Cava  by  — Eli  F.  Lizza,  MD;  Asghar  Farsaii,  MD;  and  John 
A.  Belis,  MD  Feb.  23 

Research  Convocation,  1986  Van  Liere  Memorial  — W.E.  Glad- 
felter,  Ph.D  Dec.  483 

Retroperitoneal  Lymph  Nodes,  Complete  Extrinsic  Occlusion  of 
the  Inferior  Vena  Cava  by  Renal  — Eli  F.  Lizza,  MD;  Asghar 
Farsaii,  MD;  and  John  A.  Belis,  MD  Feb.  23 

Review  Article:  Prophylactic  Antibiotics  in  Major  Surgery  — 

Robert  D’Alessandri,  MD;  Richard  Vaughan,  MD;  and  David 
Z.  Morgan,  MD  Jan.  1 

(Review  of  Literature)  Amniotic  Band  Syndrome:  Report  of 

Two  Cases  — Saeed  Mahmoodian,  MD;  and  Philip  Ulrich, 

MD  . — _ Apr.  78 

Riggs,  Jack  E.,  MD  — Sublingual  Hematoma:  An  Unusual 

Complication  of  Heparin  Anticoagulation  May  131 

Rodman,  Susan  M.,  PhD:  Jeffrey  J.  Luidahl,  MD;  and  Richard 
C.  Haydon  III,  MD  — Snoring  and  Related  Problems: 

Surgical  Correction  May  127 

Roe,  Duane  C.,  MD;  John  H.  McWhorter,  MD;  and  Edward 
S.  Schneir,  MD  — Fluorescein  Angioscopy  in  Occult  Gastro- 
intestinal Hemorrhage  (A  Case  Report)  Aug.  272 

Romano,  Thomas  J.,  MD;  and  Hong  I.  Seung,  MD  — Giant-Cell 
Arteritis:  Diagnosis,  Therapy  and  Implications  for  the 

Primary  Care  Doctor  _ Jan.  6 


S 


Salabrasion,  Traumatic  Tattoos  Treated  by,  Following  Use  of  the 
Mountaineer’s  Gun  — Jeffrey  L.  Neeley,  MD;  and  Rodney  F. 

Kovach,  MD  Jan.  5 

Schmidt,  Stanley  B.,  MD;  and  Abnash  C.  Jain,  MD  — Current 
Status  of  Cardiac  Electrophysiologic  Testing  Oct.  376 

Schmidt,  Stanley  B.,  MD;  David  Z.  Morgan,  MD;  and  Abnash 
C.  Jain,  MD  — Newer  Antiarrhythmic  Drugs  Nov.  443 

Schneir,  Edward  S.,  MD;  John  H.  McWhorter,  MD;  and  Duane 
C.  Roe,  MD  — Fluorescein  Angioscopy  in  Occult  Gastroin- 
testinal Hemmorrhage  (A  Case  Report)  Aug.  272 

Sclerosing  Cholangitis,  Primary:  A Case  Associated  with 

Diabetes  Mellitus  — Fawzi  Fawaz,  MD;  and  Robert  C. 

Belding,  MD  Sept.  331 

Seidler,  David,  MD;  and  Mark  Minor,  MD  — Myocardial  In- 
farction Following  Carbon  Monoxide  Poisoning  Feb.  25 

Seung,  Hong  I.,  MD;  and  Thomas  J.  Romano,  MD  — Giant- 
Cell  Arteritis:  Diagnosis,  Therapy  and  Implications  for  the 
Primary  Care  Doctor  Jan.  6 

Shock  Syndrome,  Toxic,  Associated  With  Diaphragm  Use  — 

William  D.  Given  June  171 

Snoring  and  Related  Problems:  Surgical  Correction  — Jeffrey 
J.  Liudahl,  MD;  Richard  C.  Haydon  III,  MD;  and  Susan  M. 

Rodman,  PhD  May  127 

Sublingual  Hematoma:  An  Unusual  Complication  of  Heparin 

Anticoagulation  — Jack  E.  Riggs.  MD  ...  May  127 

Surgical  Correction,  Snoring  and  Related  Problems  — Jeffrey 
J.  Liudahl,  MD;  Richard  C.  Haydon  III,  MD;  and  Susan  M. 

Rodman,  PhD  _ May  127 


T 


Tarry,  William  F.,  MD;  John  A.  Belis,  MD;  Joseph  Plymale, 

MD  — Temporary  Urinary  Diversion  in  Children  Sept.  327 

Tehranzadeh,  Jamshid,  MD;  Eric  L.  Radin,  MD;  Howard  H. 

Kaufman,  MD;  and  Charles  M.  Davis,  MD  — Treatment 
of  Lumbar  Disc  Disease,  1986  Feb.  21 

Temporal  Arteritis  Presenting  with  Diplopia  — Larry  W.  More- 
land, MD;  James  E.  Brick,  MD;  and  Robin  McKenzie,  MD  Dec.  481 

Temporary  Urinary  Diversion  in  Children  — Joseph  Plymale, 

MD;  William  F.  Tarry,  MD;  and  John  A.  Belis,  MD  Sept.  327 

The  Use  of  Right  Atrial  Catheters  in  Pediatric  Cancer  Patients: 

Improved  Quality  of  Life  — Priscilla  A.  Gilman,  MD; 

Theresa  F.  Palmer,  RNMS;  and  Ellen  E.  Hrabovsky,  MD  Mar.  37 

Thomas,  Theodore  S.,  MD;  and  Irma  H.  Ullrich,  MD  ■ — 

Mononeuropathy  Multiflex  Associated  with  Diabetes  in  an  18- 
Year-Old  Male  July  227 

Thrombocytopenia,  Fatal  Intracranial  Hemorrhage  Secondary  to 
Isoimmune  — Edward  A.  Liechty,  MD;  David  Z.  Myerberg, 

MD;  Martha  D.  Mullett,  MD;  and  Jesse  J.  Jenkins  III,  MD  May  125 

Thrombosis,  Prevention  of  Deep  Venous  (Medical  Grand 
Rounds  from  the  West  Virginia  University  Medical  Center) 

— Edited  by  Irma  H.  Ullrich,  MD  June  173 

Toxic  Shock  Syndrome  Associated  With  Diaphragm  Use  — 

William  D.  Given  June  171 

Traumatic  Tattoos  Treated  by  Salabrasion  Following  Use  of 
the  Mountaineer’s  Gun  — Jeffrey  L.  Neeley,  MD;  and  Rodney 
F.  Kovach,  MD  Jan.  5 

Traynelis,  Vincent  C.,  MD;  and  Howard  H.  Kaufman,  MD;  — 
Noninvasive  Testing  for  Asymptomatic  Carotid  Artery 
Disease  — Aug.  269 

Treatment  of  Lumbar  Disc  Disease,  1986  — Howard  H.  Kaufman, 

MD;  Charles  M.  Davis,  MD;  Jamshid  Tehranzadeh,  MD;  and 

Eric  L.  Radin,  MD  Feb.  21 

u 

Ullrich,  Irma  H.,  MD;  and  Theodore  S.  Thomas,  MD  — 
Mononeuropathy  Multiflex  Associated  with  Diabetes  in  an 
18-Year-Old  Male  July  227 

Ullrich,  Irma  H.,  MD  (Edited  by)  — Medical  Grand  Rounds 
from  the  West  Virginia  University  Medical  Center: 

Meningococcal  Disease  - Mar.  43 

Prevention  of  Deep  Venous  Thrombosis  June  173 

Rationale  for  Treatment  of  Hypercholesterolemia  Sept.  333 

Drug-Induced  Hyperkalemia  Nov.  439 

Ulrich,  Philip,  MD;  and  Saeed  Mahmoodian,  MD  — Amniotic 
Band  Syndrome:  Report  of  Two  Cases  (Review  of  Liter- 
ature)   Apr.  78 

Urinary  Diversion  in  Children,  Temporary  — Joseph  Plymale, 

MD;  William  F.  Tarry,  MD;  and  John  A.  Belis,  MD  Sept.  321 

V 

Valvuloplasty,  Percutaneous  Balloon  Pulmonary  — Scott  B. 

Yeager,  MD;  William  A.  Neal,  MD;  Arpy  A.  Balian,  MD; 

and  Robert  A.  Gustafson,  MD  June  169 

Van  Liere  Memorial  Research  Convocation,  1986  — W.  E.  Glad- 
felter,  PhD  Dec.  483 

Vascularized  Hyoid  Bone  for  Cricoid  Arch  Reconstruction  — 

Romeo  Y.  Lim,  MD  Mar.  37 

Vaughan,  Richard,  MD;  David  Z.  Morgan,  MD;  and  Robert 
D'Alessandri,  MD  — Review  Article:  Prophylactic  Antibiotics 
in  Major  Surgery  Jan.  1 

Venous  Thrombosis,  Prevention  of  Deep  (Medical  Grand 
Rounds  from  the  West  Virginia  University  Medical  Center) 

— Edited  by  Irma  H.  Ullrich,  MD  June  173 

w 

Wolf,  Harvey  J.,  DPA:  Phillip  J.  Murray,  MB;  and  R.  John  C. 

Pearson,  MB  — Primary  Care  Cancer  Screening  in  West 
Virginia  July  225 

T 

Yeager,  Scott  B.;  MD;  William  A.  Neal,  MD;  Arpy  A.  Balian, 

MD;  and  Robert  A.  Gustafson,  MD  — Percutaneous  Balloon 
Pulmonary  Valvuloplasty  June  169 
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That  Cigaretre 


Determined 


I 


This  warning  will  never  be  seen  again. 


Instead,  these  new,  more  powerful  Surgeon 
General’s  warnings  will  now  appear: 

• SMOKING  CAUSES  LUNG  CANCER, 
HEART  DISEASE,  EMPHYSEMA,  AND 
MAY  COMPLICATE  PREGNANCY. 

• SMOKING  BY  PREGNANT  WOMEN  MAY 
RESULT  IN  FETAL  INJURY,  PREMATURE 
BIRTH,  AND  LOW  BIRTH  WEIGHT. 


• CIGARETTE  SMOKE  CONTAINS  CARBON 
MONOXIDE. 

• QUITTING  SMOKING  NOW  GREATLY 
REDUCES  SERIOUS  RISKS  TO  YOUR 
HEALTH. 

We  urge  every  smoker  to  consider  the  serious- 
ness of  these  new  warnings.  And  rid  themselves 
of  the  most  preventable  cause  of  illness  and 
death  in  the  world  today. 


American 

Heart 

Association 


AMERICAN 


f 


LUNG  ASSOCIATION 

The  Christmas  Seal  People  ® 


AMERICAN 

CANCER 

SOCIETY* 


SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

L. 

C.  Smith,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

M. 

M.  Bateman,  M.  D. 

526-0580 

R.  W.  Hibbard,  M.  D. 

525-9355 

R. 

A.  Kayser,  M.  D. 

529-1289 

D.  H.  Webb,  M.  D. 

525-9355 

C. 

L.  McGahee,  M.  D. 

526-0580 

J.  Gallemore,  M.  D. 

526-0580 

B. 

M.  Hirani,  M.  D. 

523-2625 

J.  Corcella,  M.  D. 

525-7851 

R. 

Kumar,  M.  D. 

529-2090 

J.  V.  Ottaviano,  M.  D. 

525-7851 

S. 

Y.  Marca,  M.  D. 

736-2216 
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i CONTROL 
ACID  RAIN 

with  once-a-night 
h.s.  therapy  for  active 
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Only  one  tablet  at  bedtime 

Controls  nocturnal  acid 
to  relieve  pain  and  heal 
duodenal  ulcers 

Heals  active  duodenal  ulcers  after  4 weeks 
in  most  patients*1 

84% 

ZANTAC  150 mg b.i.d.  292/345  V 85% 


In  well-controlled,  double-blind,  multicenter  trials.  ZANTAC  300  mg  h.s.  healed 
active  duodenal  ulcers  in  84%  of  patients  after  4 weeks.  After  8 weeks, 
healing  rates  may  be  higher  with  ZANTAC  150  mg  b.i.d.  (92%)  than  with  ZANTAC 
300  mg  h.s.  (87%). 

Relieves  pain  and  other  symptoms  as  effectively 
as  ZANTAC  150  mg  b.i.d.1 
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4 4 
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4 4 
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4 
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4 4 4 
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4 4 4 
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ranitidine  HCI/Glaxo 


300 mg tablets 


4 4 4 
4 4 • 
4 4 

4 

4 


Once-daity  dosing  may  enhance  compliance  in  patients  for 
whom  dosing  convenience  is  important 

Side-effects  profile  comparable  to  ZANTAC  150  mg  b.i.d. 13 

Headache-sometimes  severe-has  been  reported.  Rare  effects  on  the  CNS.  cardiovas- 
cular. Gi.  hepatic,  and  integumentai  systems  have  been  observed,  as  well  as  rare  cases 
of  hypersensitivity  reactions.  See  ADVERSE  REACTIONS  section  of  Brief  Summary  of 
Product  Information  before  prescribing. 


No  significant  interference  with 
the  hepatic  cytochrome  P-450 
enzyme  system  at  recommended 
doses 

ZANTAC  300  mg  h.  s.  had  no  significant  drug 
interactions  with  theophylline  or  warfarin.  The 
bioavaiiabiiity  of  certain  medications  whose 
absorption  is  dependent  on  a low  gastric  pH 
may  be  altered  when  ZANTAC  or  other  medica 
tions  which  decrease  gastric  acidity  are 
administered. 


Glax o/<S> 

See  next  page  for  references  and 
Brief  Summary  of  Product  Information 


*lt  is  not  known  exactly  how  much  acid  inhibition 
Is  needed  to  heal  ulcers 


« 4 4 4 « 4 4 

4 4 4 

4 

IN  ACTIVE  DUODENAL  ULCERS 

Once-a-night  h.s.  therapy 
controls  acid  rain 


ranitidine  HCI/Glaxo  300 mg  tablets 


Two  effective 
regimens  to  treat  active 
duodena!  ulcers: 


References:  1.  Data  available  on  request,  Glaxo  Inc  2.  Ireland  A, 
Colin-Jones  DG,  Gear  R etal:  Ranitidine  150  mg  twice  daily  vs  300 
mg  nightly  in  treatment  of  duodenal  ulcers.  Lancet  1984, 2 274 
275  3.  Colm-Jones  DG.  Ireland  A,  Gear  R etal  Reducing  overnight 
secretion  of  acid  to  heal  duodenal  ulcers.  Am  J Med  1984,  77 
(suppl  5B)  116-122 

ZANTAC  150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC  ” 300  Tablets 
(ranitidine  hydrochloride) 

See  complete  product  information  before  prescribing.  The  follow- 
ing is  a brief  summary. 

INDICATIONS  AND  USAGE:  ZANTAC “ is  indicated  in: 

1.  Short-term  treatment  of  active  duodenal  ulcer  Most  patients 
heal  within  four  weeks 

2 Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers 

3 The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollinger-Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated 

5 Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom 
atic  relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy.  Therapy  for  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper- 
secretory states,  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain 

CONTRAINDICATIONS:  ZANTAC"  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug 
PRECAUTIONS:  General:  1 Symptomatic  response  to  ZANTAC" 
therapy  does  not  preclude  the  presence  of  gastric  malignancy.  2. 
Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  in  patients  with  impaired  renal  function  Caution 
should  be  observed  in  patients  with  hepatic  dysfunction  since 
ZANTAC  is  metabolized  in  the  liver. 

Laboratory  Tests:  False  positive  tests  for  urine  protein  with 
Multistix"  may  occur  during  ZANTAC  therapy,  and  therefore  test- 
ing with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P-450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-lmked  oxy- 
genase enzymes  in  the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet  un- 
identified (eg,  a pH-dependent  effect  onabsorption  or  a change  in 
volume  of  distribution). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigemc  or  carcinogenic  effects  in  lifespan  stud- 
ies in  mice  and  rats  at  doses  up  to  2,000  mg/kg/day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests 
(Salmonella.  E coli)  for  mutagenicity  at  concentrations  up  to  the 
maximum  recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg.'kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduc 
tion  studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to 
160  times  the  human  dose  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  ZANTAC  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  preg- 
nancy only  if  clearly  needed 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk.  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age 
groups  The  incidence  rates  for  adverse  events  and  laboratory 
abnormalities  were  also  not  different  from  those  seen  in  other  age 
groups. 


ADVERSE  REACTIONS:  The  following  have  been  reported  as  events 
in  clinical  trials  or  in  the  routine  management  of  patients  treated 
with  oral  ZANTAC " The  relationship  to  ZANTAC  therapy  has  been 
unclear  in  many  cases  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre- 
dominantly in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre 
mature  ventricular  beats. 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomiting,  and 
abdominal  discomfort/pain. 

Hepatic:  In  normal  volunteers,  SGPT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  in  6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days.  With  oral  administration  there  have 
been  occasional  reports  of  reversible  hepatitis,  hepatocellular  or 
hepatocanalicular  or  mixed,  with  or  without  jaundice. 
Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocy 
topema,  thrombocytopenia,  and  pancytopenia 
Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  no  antiandro- 
gemc  activity,  and  cimetidine-induced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  of  libido  have  been  reported  in  male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population. 

Integumental:  Rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia. 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg.  bronchospasm, 
fever,  rash,  eosinophilia)  and  small  increases  in  serum  creatinine. 
DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated 
Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
is  150  mg  at  bedtime 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC"  150-mg  doses  morefrequently.Dosesshould  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated.  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
is  150  mg  twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day 

See  full  prescribing  information  for  dosage  adjustment  for 
patients  with  impaired  renal  function. 

HOW  SUPPLIED:  ZANTAC"  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  “ZANTAC  300“  on  one  side  and  “Glaxo"  on 
the  other.  They  are  available  in  bottlesof  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47). 

ZANTAC"  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  “ZANTAC 
150“  on  one  side  and  “Glaxo”  on  the  other  They  are  available  in 
bottlesof  60  tablets  (NDC  0173-0344  42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344-47). 

Store  between  15  and  30  C (59  and  86  F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 

c Copyright  1983,  Glaxo  Inc  All  rights  reserved  June  1986 
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the  Eye  and  Ear  Clink 

of  Charleston,  Inc. 

The  Laser  Surgery  Center 


SPECIALISTS  IN 

EYE  EAR  NOSE  and  THROAT  SURGERY 


• 35-bed  JCAH  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 

• Laser  Surgery  Specialists 

• Facial  Plastic  Surgery 

• Cataract  Surgery/ 

Lens  Implant 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 


EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 

OPHTHALMOLOGISTS  OTOLARYNGOLOGISTS 


Milton  J.  Lilly,  Jr.,  MD 
Robert  E.  O'Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 


Romeo  Y.  Lim,  MD 
Nabil  A.  Ragheb,  MD 
R.  Austin  Wallace,  MD 

EENT 


John  A.  B.  Holt,  MD 


FREE  PARKING 

MEDICARE  ASSIGNMENT  ACCEPTED 


1306  KANAWHA  BOULEVARD,  EAST 
P.O.  BOX  2271 

CHARLESTON,  WEST  VIRGINIA  25328 
TELEPHONE:  (304)  343-4371 
TOLL  FREE:  (800)  642-3049  (WV) 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-251 1 • New  Martinsville  area,  4554588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 
Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D 
Gastroenterology 
T.  E.  Chvasta,  M.  D 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C.  A.  Vasquez,  M.  D 
Nephrology/ Hypertension 

D.  L.  Latos,  M.  D. 

M.  H.  Drews,  M.  D. 

T.  G.  Kenamond,  M.  D. 

Pulmonary 
T.  V.  Burke,  M.  D 
Rheumatology 

M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H Shackleford,  M D 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D 
C.  G.  Kirby,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R A.  Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 

DERMATOLOGY 

M.  Baron,  M.  D 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S.  Govindan,  M.  D. 

PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

J.  G.  Tellers,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 
Counseling/Group  Therapy 
Biofeedback  Laboratory 
Electrology/Cosmetic  Therapy 
Electrocardiography 
Electroencephalography 
Roentgenology 
Pulmonary  Diagnostics  Lab 
Nutrition  Therapy 


GREENBRIER  PHYSICIANS,  INC. 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

INTERNAL  MEDICINE 

1-800-642-5161  or  304-647-51 15 

FAMILY  GENERAL  PRACTICE 

RADIOLOGY 

Robert  K.  Modlin,  M.  D. 

Joseph  E.  Shaver,  M.  D. 

Charles  Weinstein,  M.  D. 

Helen  R.  Perez,  M.  D. 

E.  T,  Cobb,  M.  D. 

Terry  Lesko,  M.  D. 

Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

OBSTETRICS/GYNECOLOGY 

PSYCHOLOGY 

Connie  Bradley-Mann,  Ph.  D. 

SURGERY 

James  L.  Pfeiff,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

ANCILLARY  SERVICES 

General  & Vascular 

H.  P.  Dinsmore,  M.  D. 

EAR,  NOSE  & THROAT 

Physical  Therapy 

Tom  Moore,  R.P.T. 

General  & Thoracic 

Amir  A.  Alidina,  M.  D. 

Wood  McCue,  R.P.T. 

B.  L.  Plybon,  M.  D. 

OPHTHALMOLOGY 

Respiratory  Therapy 

General  Surgery 

James  D.  Creasman,  R.R.T. 

Wesley  R.  Bagan,  M.  D. 

Robert  K.  Scott,  II,  M.  D. 

Audiology 

ORTHOPEDIC  SURGERY 

PEDIATRICS 

Gary  M.  Vandevander,  M.S. 

Conrad  D.  Tamea,  Jr.,  M.  D. 

William  S.  Dukart,  M.  D. 

ADMINISTRATION 

James  W.  Banks,  M.  D. 

Janice  Centa,  P.  A.,  M.  S. 

Sandra  W.  Ayers,  Business  Manager 
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Classified 


INTERNAL  MEDICINE 

Internist  — BE/BC  to  join  multi-specialty 
group  in  small  rural  West  Virginia  com- 
munity. Salary  75  K with  excellent  fringe 
benefits  including  paid  mal-practice.  Reply 
to  West  Virginia  Medical  Journal,  c/o 
Community  Health  Classifieds,  P.  O.  Box 
4106,  Charleston,  WV  25364. 


UROLOGY 

Urologist — BE/BC  to  join  multi-specialty 
clinic  in  rural  West  Virginia  community. 
Salary  75  to  80  K with  excellent  fringe 
benefits.  Reply  to  West  Virginia  Medical 
Journal,  c/o  Community  Health  Classifieds, 
P.  O.  Box  4106,  Charleston,  WV  25364. 


INTERNAL  MEDICINE  — Internist  or 
family  practitioner  sought  to  take  over 
lucrative  practice  of  internal  medicine  and 
diabetes  in  Mid-Ohio  Valley  community. 
Reply  to  West  Virginia  Medical  Journal, 
c/o  KEH,  P.  O.  Box  4106,  Charleston,  WV 
25364. 


CLASSIFIED  RATES:  $10  for  10  lines; 
for  every  line  over  10  lines  there  will  be 
an  additional  charge  of  $2  per  line.  Cost 
to  be  figured  after  ad  has  been  set  by 
the  printer.  $15  for  confidential  ad  (10 
lines). 

DEADLINE:  Copy  must  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the  Au- 
gust issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV  25364. 
Telephone:  (304)  925-0342. 


MARTINSBURG,  WEST  VIRGINIA  — 

Seeking  director,  board  prepared  or  certi- 
fied in  emergency  medicine,  for  busy  268 
bed  hospital  within  1V2  hour  drive  of 
Washington,  D.  C.  Attractive  compensation 
and  malpractice  insurance  provided.  Please 
submit  resume  to  Emergency  Consultants, 
Inc.,  One  Windemere  Place,  Room  37, 
Petoskey,  Ml  49770;  800/253-7092,  or  in 
Michigan  800/632-9650. 


PHYSICIANS  NEEDED  IN  THE  SUNBELT: 

Clients  in  our  12-state  placement  area 
(AL,  AR,  FL,  GA,  KY,  LA,  MS,  NC,  OK,  SC, 
TN,  & TX)  need  physicians— all  specialties. 
An  M.D.  does  all  of  our  placement  work 
and  through  careful  screening  he  elimi- 
nates needless  interruption  of  your  work. 
Send  CV  to:  TRENT  ASSOCIATES,  2421 
Shades  Crest  Road,  Birmingham,  AL 
35216. 


MEDICAL  PRACTICE  SALES  AND  AP- 
PRAISALS. We  specialize  in  the  valuation 
and  selling  of  medical  practices.  If 
interested  in  buying  or  selling  a medical 
practice  contact  our  Brokerage  Division 
at  The  Health  Care  Group,  400  GSB  Build- 
ing, Bala  Cynwyd,  Pa.  19004  (215) 

667-8630. 


TAKE  CARE  OF 
TOUR  LUNGS. 
THEY’RE  ONLY  HUMAN. 


AMERICAN 

LUNG 

ASSOCIATION 

The  Christmas  Seal  People  ® 


W.B.  SAUNDERS 
BOOK  COMPANY 

BOOKS  FOR  CONTINUING  EDUCATION 
IN  THE  HEALTH  SCIENCES 

West  Virginia  Sales  Representative : 

DAVID  J.  PROX 

114  Evans  Drive  • McMurray,  PA  15317 
(412)  941-8843 

Also  Representing: 

BAILLIERE  TINDALL 

CHURCHILL-LIVINGSTONE  • PRAEGER 
SAUNDERS  SOFTWARE  • THIEME 


CHAPMAN 

PRINTING 

COMPANY 

★ 


1652  4TH  AVENUE 
CHARLESTON,  WV  25357 

PHONE:  346-0676 


Huntington  Ear  Clinic,  Inc. 

2537  THIRD  AVENUE  HUNTINGTON.  WV  25703-1692 


JOSEPH  B.  TOUMA,  M.D.,  FACS 


OTOLOGIC  SERVICES 


Practice  Limited  to  Ear  and 
Balance  Disorders 

AUDIOLOGY 

Robert  Shumate,  M.Ed.,  COCA 

Certified  Clinical  Audiologist 

Lena  S.  Shumate,  M.Ed.,  COCA 

Certified  Clinical  Audiologist 


Ear  diseases  and 
surgery 
Deafness 
Balance  Disorders 
Facial  Nerve  Disorders 
Tinnitus 

Forensic  Otology 


AUDIOLOGIC  SERVICES 

Complete  audiometric 
testing 

Newborn  & children 
testing 

Hearing  aid  evaluation, 
dispensing  & counseling 

Compensation  & 

Rehabilitation  testing 

Industrial  hearing  screening 

Central  Auditory  testing 


HUNTINGTON  TELEPHONE  NUMBER 
304-529-2407  — 304-522-8800 


PUTNAM/TEAYS  VALLEY  TELEPHONE  NUMBER 
304-757-8877 
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HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  P.  O.  Box  4359 
Charleston,  West  Virginia  25364 

(304)  925-4756 

• Children’s  Pavilion 

• Adult  Psychiatry 

• Adolescent  Psychiatry 

• Geropsychiatry 

ALL  PROGRAMS  OFFER: 

Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 

Charles  C Weise,  M.  D.  925-2159 

Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-3430 

Edmund  C Settle,  Jr.,  M.  D.  925-0624 


ADULT  PSYCHIATRY 


Gina  Puzzuoli,  M.  D.  ......  925-6914 

John  P MacCallum,  M.  D.  925-6966 

Sid  Lerfald,  M.  D.  925-0004 

Elma  Bernardo,  M.  D.  768-1212 

Steve  Kissinger,  M.  D 925-6966 

Jerome  Massenburg,  M.  D 925-0349 


CHILD  PSYCHIATRY 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D 925-0349 

John  P MacCallum,  M.  D 925-6966 


Serving  the  community  for  over  30  years 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


••  . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 


Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  rt  ( 


Psychiatrist 

California 


. . appears  to  have 
the  best  safely  record  of  any 


of  the 


benzodiazepines  ft 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

brand  of  _ 

flurazepam  HCI/Roche  <s 

sleep  that  satisfies 

15-mg/30-mg 
capsules 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows 
Indications:  Effective  In  all  types  of  insomnia  characterized 
by  difficulty  In  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  ot 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  In  those  with  latent  depression  or  suicidal  tenden- 
cies. or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness. 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g . 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


1 FOR  SLEEP 


After  more  than  1 5 years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. 18  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety 7 9 As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  adjacent  page  for  references  and  summary  of  product  information. 
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